
For Empl Ben Use 
Elllployee ID#- .. -�:_._--·_-..;..·.--_··· ____ _ 

DIRECT DEPOSIT FOR MEDICARE REIMBURSEMENT 

□ Initiate Direct Deposit

□ Change of Account/Bank

□ Cancel Direct Deposit

NAME: __ .,.;._. ___________________ _ 

SOCIAL SECURITY NUMBER:-----------------"--
• j 

PHONE NUMBER: ___________________ _ 

Please Choose One: 

□ Checking Account
PLEASE ATTACH A VOIDED CHECK FROM THE ACCOUNT WH�RE THE FUN,D.S_� ..

: WILL _B� DEPOSITED 

OR 

□ Savings Account
PLEASE ATTACH A DEPOSIT SLIP THAT CONTAINS BOTH ROUTING/TRANSIT AND
ACCOUNT NUMBER

Only fu.nds depo�ited into a Eastern Bank account will be guar�teed avai�able o� dat� pf i,s�ue� T_h�re 
may be a three busfness day delay for funds deposited to other banking institutions. •• • ., .. • ' , ••• , •• 

SIGNATURE _____________________ _ 

DATE _________________________ _ 

Direct Deposit takes one full reimbursement cycle to initiate, so the next check will be as usual, and in 
the following check your direct deposit will take affect. 

(Please affix voided check/deposit slip here) 

REQUESTS WILL NOT BE PROCESSED WITHOUT THE PROPER DOCUMENTATION 
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