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Electronic Funds Transfer (EFT)

Direct Deposit Authorization Agreement

Electronic Funds Transfer (EFT) allows Delta Dental of New Jersey (on behalf of both Delta Dental of New Jersey & Delta Dental Insurance Company in CT) to send payment directly to your bank account. Explanations of Benefits will continue to be sent to you via the United States Postal Service. After receipt of this completed Authorization, EFT begins within approximately 20 business days. This allows Delta Dental of New Jersey time to verify that the information provided below is accurate. Please allow Delta Dental thirty-days (30) notice to accomplish any bank account changes. Only NJ and CT Participating Dentists are eligible for EFT. To cancel EFT, you must submit a written request to the attention of the Professional Services Department. Upon terminating your Participation Agreement with Delta Dental Premier ®, EFT will automatically terminate.

If you have multiple dentists and/or multiple office locations to enroll in EFT, it is necessary to complete a form for each dentist and each location separately (copies of the form are acceptable). Only the dentist name at the address below will be enrolled in EFT. All forms submitted require original signatures.
DENTIST INFORMATION

(NJ and CT Participating Dentists Only)

Dentist Name _____________________________________________
License Number ___________________________
Address/City/Zip____________________________________________________________________________________

Individual NPI ___________________________________
Organizational NPI ________________________________

Phone Number ___________________________________
Fax Number _____________________________________

Tax ID Number __________________________________
Business Name ___________________________________








(As provided to the IRS for 1099 Reporting)

BANK AND FINANCIAL INSTITUTION INFORMATION

ABA #  ____________________________________________
Account Type ( Checking ( Savings 

(9 digit - Bank Routing Number)




(Required - please check one)

Bank or Financial Institution Name _____________________________________________________________________

Bank or Financial Institution Address ___________________________________________________________________

Account # _________________________________________________________________________________________

Account Name _____________________________________________________________________________________

(As it appears on checking or savings account)

AUTHORIZATION

I hereby authorize Delta Dental of New Jersey, Inc. to initiate credit entries to the account indicated above. Please sign, date and include a voided check (or deposit slip if using a savings account) directly to: Professional Services Department, Delta Dental of New Jersey, Inc., PO Box 603, Parsippany, NJ 07054-4599. Questions on EFT should be directed to our Professional Services Department at (973) 944-4588 or (973) 285-4163. Faxed applications are not accepted.
Signature ___________________________________________
Date Signed ______________________________ 
(Authorized Participating Dentist Required)

Owner’s Signature ____________________________________
Date Signed ______________________________

(Required)

RETAIN A COPY OF THIS AGREEMENT FOR YOUR RECORDS.

Delta Dental of New Jersey Administrative Use Only:


( Acct Initial/Date __________________________
( PR Initial/Date ___________________________
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