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0 DELTA DENTAL

B. BANKING/FINANCIAL INSTITUTION INFORMATION 

Name of Account Holder (Business Name): ___________________ _ 

Institution's Name: ____________________________ _ 

Bank Routing Number: _ _ _ _ _ _ _ _ _ _  Account Number: _ _ _ _ _ _ _ _ _  _ 

Address: ________________________________ _ 

City: ____________ State: ____ Zip Code: ___________ _ 

Telephone Number: ____________________________ _ 

C. AUTOMATIC DEPOSIT 

D I submit claims electronically through a clearinghouse or the internet. 
D I do not submit claims electronically. 

D. AUTHORIZATION 

I authorize and request Delta Dental of South Dakota (hereinafter called DDSD) to send the 
net claims check directly to my bank or other financial institution as specified in Section B of 
this form. I also agree to the Terms and Conditions set out below. I understand I may 
terminate this authorization at any time by completing another ·'Direct Deposit Enrollment 
form" or in any event by sending a thirty (30) day written notice to DDSD to terminate (with 
new request/instructions for future payment). 

Dentist Signature Date Signed 

E. CHANGE AUTHORIZATION STATEMENT 

I authorize and request Delta Dental of South Dakota to make the changes indicated on this 
form. I will give DDSD thirty (30) days from date of its receipt of this document to 
accomplish these changes. 

Dentist Signature Date Signed 
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