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	Electronic Fund Transfer Request (EFT)


	Section A – GENERAL GROUP INFORMATION   (Please print in blue or black ink)

	Group Name


	Group # 



	Street address

 
	Suite No.

	City


	State 


	Zip code




	Section B – DEBIT ORDER PAYMENT DETAILS:  

	Name of bank 


	Name on account
	Account type: 

(  Checking  (  Savings

	Account number


	Bank routing number 
	

	Destiny Health may debit this bank account with the amount due in terms of this contract in accordance with the Destiny Health debit order system.  


	Section C – ACKNOWLEDGEMENT AND SIGNATURE

	I agree to immediately advise Destiny Health in writing of any changes to any of the above information.

	
	

	Signature of account holder


	Date


Please attach a voided check to ensure accuracy of your bank details

Mail to:

Destiny Health

Attn:  Employer Services 

PO Box 9219
Oak Brook, IL 60523-9219
Fax number (312) 224-7453

PLEASE RETURN THIS FORM TO YOUR DESTINY HEALTH SALES CONSULTANT




PPDOR– 09/05

_1052801608

