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SELF-PAY CHECKING AND SAVINGS
AUTO DEBIT PLAN

You can enjoy the security of knowing that your monthly Self-Pay premium is on
time with the Screen Actors Guild - Producers Health Plan’s Auto Debit Plan
option.

The Auto Debit Plan deducts your monthly premium automatically on a recurring
basis each month from a checking or savings account.  Payments are deducted on
the 25th of the month prior to the due date (e.g. December 25th for January
premium).

Complete and sign the form on the reverse. Please be sure to include the complete
bank information.   Initial set-up of your debit transaction can take up to 45 days so
please keep your premiums current with a check.  Applications must be received in
our office prior to the 10th of the month to be effective the first of the following
month.

You will be assessed a $10.00 handling charge on a declined Auto Debit
transaction.  Replacement transactions must be in the form of a cashier’s
check or money order.  If transactions are returned three (3) times, your Auto
Debit privileges will be cancelled.

Cancellation of the Auto Debit Plan requires a written request from you to withdraw
from the program.  All requests must be received in our office prior to the 10th of the
month.  No verbal requests will be accepted.

Questions??  Please call the Plan Office and ask to speak to one of our Self-Pay
Analysts at extension 2110.
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Self-Pay Auto Debit Plan Application Form
Checking or Savings Account Debit

New Applicant Change  (Change in bank or account information)

Participant’s Name:_________________________________________________________
Please Print                         

SSN#:___________________Telephone #:_________________Effective Month Year:________

DEBIT OPTION SELECTED: Checking Account
Please check one only

Savings Account

Note:  If you are electing a withdrawal from a savings account, please verify the account
           number with your bank.  If you are electing a debit from a checking account,
           please attach a copy of a voided blank check.

NAME OF BANK:___________________________________________________________

ADDRESS:_________________________________________________________________

CITY:_________________________STATE:____________ZIP:______________________

BANK TELEPHONE NUMBER:_______________________________________________

BANK ACCT.#:_____________________________________________________________

ABA (ELECTRONIC ROUTING) #:____________________________________________

I,___________________________ authorize Screen Actors Guild – Producers Pension and Health
    Participant, Acct. holder if not participant
Plan to withdraw the scheduled quarterly Health Plan premium payment from my checking or savings
account on the 25th of the month prior to the premium due date based on the information provided by
me on this form.  I further authorize the Health Plan to adjust this withdrawal to reflect any rate
change that may occur.  This authority is to remain in full force and effect until the Health Plan has
received written notification from me of its termination or until the Health Plan has sent me a 10-day
written notice of the termination of this agreement or until I lose Self-Pay eligibility.

____________________________________________                 _____________________
Participant’s Signature required Date
____________________________________________      _____________________
Acct. Holder’s Signature required - if not Participant Date

This service applies to U.S. bank accounts only
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