
Convenient
You no longer need to worry about writing a 
check, getting a postage stamp or putting it in the 
mail on time. 

Simple
All you need to do is complete and mail the 
attached form along with a copy of a voided 
check to identify your bank account. 

Reliable 
After we receive the completed form, we will 
automatically withdraw your monthly premium 
from your designated bank account. Your 
payment will always arrive on time, even if you are 
out of town.  

Accountable
Your bank statement will reflect the monthly 
payment for your records. 

Affordable 
The service is FREE and you save by not having 
to use checks or stamps.

C h e ck l i s t  fo r  Au t h o ri z a t i o n

  Clearly print and complete the attached 
authorization form.

   Sign and date the authorization form.

  Attach a copy of a voided check.

  Mail the form and a copy of a voided 
	 check to: 	

	 Avera MyPlan, Attn: Finance 
	 3816 S. Elmwood Ave., Suite 100
	 Sioux Falls, SD  57105-6538

SIMPLIFY YOUR LIFE
with

Automatic Account
Withdrawal



 
 

 
Avera MyPlan 

Authorization for Automatic Withdrawal (EFT/ACH) 

 

I hereby authorize Avera Health Plans, Inc. (AHP) and the financial institution named above to initiate automatic ACH debit entries (and/or corrections to 
previous debits) from the above designated checking or saving account for payment of my Avera MyPlan premiums. I understand that the amount 
withdrawn may vary due to premium rate changes as a result of annual policy renewal and/or other change(s) requested, such as, but not limited to, 
adding and removing dependents, benefit options, etc. Any changes in my premium will automatically be deducted from my designated bank account 
and I am responsible for monitoring these changes.  
 
This authorization includes premium withdrawals and any changes to that amount. If I wish to make a stop payment request, I must call or provide  
my bank with written notice not less than three (3) business days before a scheduled withdrawal. If I call my bank to stop payment, I may be required 
to provide a written notice within fourteen (14) days. I will be responsible for any fee(s) assessed by my bank. This authorization supersedes and 
replaces any previous authorization given by me for automatic premium withdrawal.  
 

This authorization is to remain in effect until I notify Avera Health Plans and my financial institution in writing to cancel it; or upon termination of 
coverage. Automatic withdrawals are processed on or about the fifth day of every month. If the fifth day is on a weekend or holiday, the automatic 
withdrawal will be processed on the next business day. I may change or cancel my automatic withdrawal at any time; however, AHP must receive the 
proper notification form at least 20 days before my next scheduled withdrawal. I understand it is my responsibility to have sufficient funds in my 
designated bank account to cover the full premium due. If the necessary funds are not in my designated account on the draft due date, it may result in 
termination of coverage. I agree to promptly notify AHP of any change to the banking information I have provided. 
  

AUTHORIZED SIGNATURE OF BANK ACCOUNT HOLDER  NAME ON BANK ACCOUNT – PLEASE PRINT  DATE 
 
X 
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 INSTRUCTIONS 

To pay your Avera MyPlan premium by automatic withdrawal: 
· Complete, sign and date this authorization form.  
· Attach a pre-printed voided check or savings deposit slip to       
    this form.  
· Return completed form to Avera Health Plans.  
· Retain a copy of this form for your files.     

 

Automatic withdrawals, also known as electronic funds  
transfer (EFT), are processed through the Automated Clearing 
House (ACH) network. 

Mail completed form to:      OR      Fax completed form to: 
Avera Health Plans, Inc.                    1 (866) 574-2217 
Attn: Finance Department                 Attn: Finance Department 
3816 S. Elmwood Ave., Suite 100 
Sioux Falls, SD  57105-6538 
 
If you have any questions concerning your authorization for 
automatic withdrawal, please contact our Service Center at  
(605) 322-4545 or toll-free at 1 (888) 322-2115.   

MONTHLY AUTHORIZATION FOR AUTOMATIC WITHDRAWAL 

NOTE: You will not receive a monthly invoice when automatic withdrawal is in effect.  
 Start Automatic Withdrawal – I want Avera Health Plans to withdraw my premiums from the checking or savings account 
designated below. This signed form must be received at least 20 days before my next premium due date, or I must include 
payment for the current premium due. 

 Change Automatic Withdrawal – I want to change the checking or savings account information for the automatic withdrawal of 
my premiums. 

 Subscriber Name (please print): 

 Subscriber or Social Security Number: 

 Name of Financial Institution: Telephone Number for Financial Institution 
 

(                    )                        –    Address of Financial Institution: 

 City:  State:  Zip Code: 

Financial Institution Routing/Transit #: 
(Nine digits printed on the bottom of your          
check between these  characters.) 
 
_____  _____  _____  _____  _____  _____  _____  _____  _____ 

Attach a voided check or savings deposit slip showing a pre-printed account 
number, your name, and the name and address of your financial institution. 
 

 Checking Account # ___________________________________________________ 
                -or- 

 Savings Account # ____________________________________________________ 

If you are planning to use a business account to pay your Avera MyPlan premiums: 
1. Are there other employees in addition to you?     c Yes    c No  
2. Will your premium payments for this coverage be deducted on your federal income tax return in the manner other than the 

special health insurance deduction available to self-employed persons?    c Yes     c No 
If you are unable to answer “No” to both questions above, you will need to use a personal banking account to pay your Avera 

MyPlan premiums. 
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