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ELECTRONIC DEPOSIT AUTHORIZATION FORM 

 
I hereby make the following requests and authorizations relating to my periodic benefit payments from the employee 

benefit plan described below:   (1) I request and authorize you to initiate credit entries to my Account indicated below; 

(2) I request and authorize you to initiate debit entries and adjustments for any credit entries made in error to the 

Account; and (3) I request and authorize the Financial Institution named below to credit and/or debit any such entries to 

the Account. 
 

1. NAME OF PARTICIPANT COMPANY: FORT WORTH EMPLOYEES’ RETIREMENT FUND  
 

2. PARTICIPANT NAME (Please Print) 

 

_____________________________________________________          __________            ________________________________________________  

(First Name)                                                          (M.I.)               (Last Name) 
 

3. TELEPHONE NUMBER   (___ ___ ___) - ___ ___  ___- ___ ___ ___ ___ 

 

4. SOCIAL SECURITY NUMBER ___ ___ ___ - ___ ___ - ___ ___ ___ ___ 
 

5. FINANCIAL INSTITUTION NAME AND ADDRESS 

BANK NAME: __________________________________________________________________ 

CITY __________________________________________________________STATE _________  

 

***A Voided Check MUST be attached to process this request*** 

(A Bank Representative can fill out the following portion if a voided check is not included) 

[  ATTACH CHECK HERE  ] 

6. ACCOUNT TYPE:      Checking   Savings 

7. BANK ROUTING NUMBER  ___ ___ ___ ___ - ___ ___ ___ ___ - ___ 

 

8. ACCOUNT NUMBER ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ 

 

 

 

    Signature of Bank Representative    Printed Name         Phone Number 

  

I understand this completed form must be received by the Employees’ Retirement Fund by the 10
th

 of the month to take 

effect the 1
st
 of the following month. 

 
In the event of a discrepancy, I understand that I will be required to provide corrected information by completing a new form. 
 
The authority granted by me on this form is to remain in full force and effect until you have received written notification of its termination in such 

time and in such manner as to afford you and my Financial Institution a reasonable opportunity to act on it. 
 
I hereby discharge you from all liability whatsoever for any actions taken by you in accordance with the above request and authorization. 

 

 

PARTICIPANT SIGNATURE _______________________________________________ DATE ___________________ 

 

EMAIL ADDRESS: _________________________________________________________________________________  
     (This will not be sold to third party administrators. Email sent to you will be for Retirement Fund purposes only.) 


