
 

 

 

Camco Benefit Services 

800 845 4669 

 

EMAIL OR SIGN UP ONLINE: www.camcobenefits.com 

 

 

 

 

                                        

 

 



 

   

 
 

Camco Benefit Services  

AUTHORIZATION AGREEMENT FOR DIRECT PAYMENTS 
(Automated Clearing House Debits, ACH) 

 
NAME (PLEASE PRINT)                                                                                                         PHONE 

 

EMAIL_________________________________________________UNION.LOCAL#__________ 

I (we) hereby authorize Camco to initiate debit entries to my (our) account indicated below and financial institution named 
below to debit the same such account.  I (we) acknowledge that the origination of ACH transactions to my (our) account must comply with the provisions of 

U.S. law.  

□CHECKING or □SAVINGS (account type) 

□BI-WEEKLY or □MONTHLY (the 10th of the month) (debit type) 

   

BANK NAME 

 

TRANSIT/ROUTING/ABA NUMBER 

 

ACCOUNT NUMBER 

This authorization is to remain in full force and in effect until CAMCO has received WRITTEN notification of TERMINATION in such time and in such 
manner to afford CAMCO and DEPOSITORY a reasonable opportunity to act. 

 

SIGNED_________________________          DATE ____/____/_____ 

 

This dental/vision agreement is active for a period of 12 months from your initial effective date.  An Early Termination Fee of $100 will be 
assessed for any policy terminated by employee/client prior to completion of their 12-month agreement. 

 

THERE WILL BE A $35.00 SERVICE FEE FOR ANY RETURNED ITEMS OR INSUFFICIENT FUNDS. 

Please Mail To:                    

 Camco Benefit Services - PO BOX 5667- Lacey, WA 98503 

EMAIL OR SIGN UP ONLINE:  

www.CAMCOBENEFITS.COM 

 

CAMCO BENEFIT SERVICES 

800-845-4669  

FAX 360-438-6256 
 

http://www.camcobenefits.com/

