
   CENTRAL PENNSYLVANIA TEAMSTERS HEALTH AND WELFARE FUND 

 

    ATTN: CONTRIBUTIONS/ELIGIBILITY DEPARTMENT 

 

      P.O. BOX 15224 

        READING, PA  19612-5224 

 

               AUTHORIZATION FOR PRE-ARRANGED PREMIUM PAYMENTS (DEBITS) 

 FOR RETIREE MEDICAL COVERAGE 

_____________________________________________________________________________ 

 

 

I hereby authorize the Central Pennsylvania Teamsters Health and Welfare Fund 

to deduct from the bank account indicated below, on the 25th of each month (or 

next business day thereafter), the contributions required to provide medical 

coverage for me and my eligible dependents for the following month. I understand 
that the monthly contribution is subject to change, but that I will receive 

prior notification of at least 30 days before any increased amount is debited 

to my account. 

 

I acknowledge my responsibility to maintain sufficient funds in the designated 

account, and to notify the Fund of any changes in my account and/or financial 

institution at least 10 business days prior to the next scheduled payment. 

 

Although the Fund will not charge me for the normal cost of this service, I am 

aware that I need to contact my financial institution to determine what cost(s) 

if any, will be charged to my account.  I also understand that the Fund will 

charge me for any costs it incurs due to insufficient funds in my account. 

 

This authorization will remain in effect until I give advance written notice to 

the Fund of my desire to terminate this service.  Such notice must be received 

at the Fund by the 15th of the month in which you wish to discontinue the 

deduction, or it will not be stopped until the next month. 

 

   Bank Name ____________________________________ 

 

   Bank Address__________________________________ 

      __________________________________ 

 

   Bank Routing No.______________________________ 

      (Please contact your bank) 

   Member’s Acct. No.____________________________ 

      ___Checking   ___Savings 

(please check one) 

 

   Member’s Name:________________________________ 

 

   Soc. Sec. No.:  ______________________________ 

 

   Signature: __________________________________ 

 

   Date:  ______________ 

 

   Please circle retired option -   R7       R765 

 

 

NOTE: To have your first deduction occur in a particular month, the Fund office 

must receive a complete and accurate authorization form by the last day of the 

prior month (e.g. for your first deduction to occur on April 25th, your 

authorization would have to be received by March 31st). 

    

 

 

HWBANKfldr/lw 


