
 

Return this form and your documentation to the Payroll department. 

DIRECT DEPOSIT FORM 
 

Type of Transaction:  ❑New  ❑Change  ❑Cancel 
 

Name  Employee #:  
 

Social Security Number  Work Phone  

  
or Cell Phone  

 

Work Location: ❑NUMC ❑AHP  ❑Health Centers ❑NCCC 

Account Type: ❑Checking ❑Savings (Documentation* required for either account type) 

Bank Name:    

    

Transit/ABA Routing Number:    

    

Depositor’s Account Number:    
 

 Is this a joint account?  ❑Yes  ❑No 

   If yes, give name of Joint Holder _________________________________ 

CHANGING FINANCIAL INSTITUTIONS: 

The payee’s Direct Deposit will continue to be received by the selected bank until notification is received that the 

enrollee wishes to change the bank receiving the Direct Deposit. The Enrollee must maintain accounts at both 

banks until the transitions are complete; i.e. after the new bank receives the payee’s Direct Deposit payment.  

PAYEE CERTIFICATION: 

By signing this form, I authorize the recovery of any and all funds that have been deposited in error, and I agree 

not to prevent the Nassau Health Care Corporation from utilizing any lawful means required to recover the funds 

to which I was not entitled. 

 

     

Employee Signature  Employee Email  Date 
     

     
Joint Account Holder Signature (if applicable)  Joint Account Holder Email (if applicable)  Date 

 

PAYROLL ENTRY:     HR-11 ENTRY:    
 Initials  Date   Initials  Date 
         

*Acceptable Documentation 

 FOR CHECKING ACCOUNT: ATTACH A VOIDED CHECK 

OR FOR SAVINGS: 
ATTACH A DIRECT DEPOSIT LETTER OR FORM FROM 

YOUR BANK 

 


