BANK DRAFT AUTHORIZATION FOR BENEFITS
I hereby authorize Texas A & M University System to draft my account at:

______________________________________________________________________________

Name of Bank

______________________________________________________________________________

Bank Address

______________________________________________________________________________

City



State

Zip

Bank Phone Number

__  __  __  __  __  __  __  __  __        ________________________       
___________________
Bank Routing Number


Bank Account Number

Checking or Savings

Each month in the amount of $ ______________. This payment is for group insurance carried by the System for which 
I have voluntarily subscribed. The current monthly premium for my coverage is:

	Employer Payment

_______________

_______________
_______________
_______________
_______________
_______________
_______________
_______________
_______________
_______________
_______________
_______________

	Amount Billed

_____________

_____________

_____________

_____________

_____________

_____________

_____________

_____________

_____________

_____________

_____________

_____________


	Health Coverage

Dental Coverage

Vision Coverage

Dependent Life

Basic Life

Optional Life

AD&D

Long Term Disability

Long Term Care-Employee

Long Term Care-Dependent

Spending Account-Health

Spending Account-Dependent Care


	        Fac     Ret    SS
X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

Fac = summer faculty
Ret = retirees

SS = surviving spouse

	_________________
	_____________
	TOTAL PREMIUM
	


I further understand that should I desire to terminate or change said coverage, I will notify my Personnel/Human Resources Office and the above named bank in writing at least thirty days prior to the effective termination date.
For retiree’s and surviving spouses only: I understand that the authorization will remain in effect until termination by 
me, and that I will be notified in advance when the amount will change. 

For summer faculty only:  I understand that this draft authorization will remain in effect for June, July and August only. Beginning the fall semester, premiums will again be withheld from my monthly pay check.

Printed Name: ______________________________________
SSN#: __________________

Signature: __________________________________________
Date: ___________________

Home Phone Number: ________________________________

ENCLOSE A VOIDED CHECK






revised 5/07
