[image: image1.jpg]MASA+

MEDICAL AIR SERVICES ASSOCIATION
.




  AUTHORIZATION AGREEMENT
                     FOR Individual
    RECURRING ELECTRONIC ACH DEBIT   
I hereby authorize MASA – Medical Air Services Association, herein after called the COMPANY, to initiate a debit to my CHECKING ⁭ / SAVINGS ⁭ Account (Check One) indicated below at the depository financial institution named below, hereafter called DEPOSITORY, and to debit or credit the same to such account.  If this item is returned unpaid, I authorize an additional returned check fee in the conformity with the policies of my Financial Institution. 
Depository (Bank) Name: ___________________________________________________
City: ___________________________State: ___________________ Zip: ____________
Routing Number: ______________________Account Number: _____________________



          (Nine Digits)




         (Ten Digits)
To avoid confusion, please attach a Voided Check
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      Amount to be debited 1st Year: $___________ 

Basic Plan:    Single - $15.00   
Family - $25.00

USA Plan:      Single $25.00  
Family $35.00

HOC Zone 1   Single $32.08  
Family $46.25
HOC Zone 2   Single $39.17  
Family $58.75

HOC Zone 3   Single $46.25  
Family $71.25








Includes $60.00 one time initiation fee
  

   
      Amount to be debited 2nd Year+:$__________         

Basic Plan:    Single - $10.00 
Family - $20.00

Routing # ↑         ↑Account #                         USA Plan:      Single - $20.00 
Family - $30.00
HOC Zone 1   Single  $27.08  
Family $41.25

HOC Zone 2   Single  $34.17  
Family $53.75

HOC Zone 3   Single  $41.25  
Family $66.25

Frequency of Payments: Monthly
     Please Circle the Debit Date:  1st     15th     25th   
This authorization is to remain in full force and effect until the COMPANY has received written notification from me of its termination, in such time and matter as to afford COMPANY and DEPOSITORY a reasonable opportunity to act on it.
Signature: ________________________ Name: ____________________________










        (Print Name)

Date: ________________ 


     Agent:    John Harper    #__9467






M  E  D  I  C  A  L    A  I  R    S  E  R  V  I  C  E  S    A  S  S  O  C  I  A  T  I  O  N
P.O. Box 302729    St. Thomas    USVI    00803     P-340-777-8580  F–340-777-8480

