
 

 
 

PAYROLL AUTHORIZATION FORM 

 
Employee Name:    

 
 

 
 

 

I authorize Integra Health Care, Inc. and the financial institution name below to automatically deposit my 
net pay to my account. (This includes my authorization to Integra Health Care, Inc. to reverse any entries 
made in error.) This will remain in effect until I give written notice to cancel it. 

 

Type of Account: Checking       Savings        Cancel        Change 

 
Financial Institution:    

 

City: State:    
 

Staple Voided Check Here: 
 

OR 
 

Bank#:    
 

Account#: _ 
 
 

 
 

 
 

Please sign, date, and return this form to the office. 
 
 
 

 
  

Employee Signature Date 
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