DRS. CASSINELLI & SHANKER

Specialists in Orthodontics and Dentofacial Orthopedics
7242 TYLERS CORNER DRIVE

WEST CHESTER, OHIO 45069

(513)777-7060

www.westchesterortho.com
AUTHORIZATION AGREEMENT FOR DIRECT PAYMENTS

(ACH DEBITS)

I (We) hereby authorize Drs. Cassinelli and Shanker to initiate debit entries to my (our)  
⁭ Checking Account  ⁯ Savings Account (select one)
⁯ 5th of month             ⁯ 25th of month    (select one)
for recurring charges (on-going treatments) of $________________________

every ____________________ from ________________to___________________.
                      (frequency)                                      (month/year)                      (month/year)
Indicated below is the depository financial institution, herein called

DEPOSITORY, from which the debit shall be taken.  I (We) acknowledge 

that the origination of ACH transactions to my (our) account must comply

with the provisions of the U.S. law.

Depository

Name______________________________ Branch______________________________

City____________________________ State______________ Zip__________________

Routing                                                                     Account

Number__________________________________ Number_______________________

This authority is to remain in full force and effect until Drs. Cassinelli and Shanker has received written notification from me (or either of us) of its termination in such time and in such manner as to afford Drs. Cassinelli and Shanker and Depository a reasonable opportunity to act on it.

Names(s)_________________________________________________________________

                                   (please print)

Address__________________________________________________________________

Signature_____________________________________  Date_______________________

Patient Name ______________________________  Account Number_______________

NOTE: DEBIT AUTHORIZATION MUST PROVIDE THAT THE RECEIVER MAY REVOKE THE AUTHORIZATION ONLY BY NOTIFYING THE ORIGINATOR IN THE MANNER SPECIFIED IN THE AUTHORIZATION.









