
P.O. Box 22650 
Lehigh Valley, PA 18002-2650.

  
 

(202) 730-7500 • (800) 458-1010 (Toll Free) 
(202) 842-0046 Fax   
Email:  pensionfunds@seiufunds.org 

  
SEIU Affiliates’ Officers and Employees 
Pension Plan 
Direct Electronic Deposit Authoriza�on 
Print clearly in black or blue ink 

Full Name: _____________________________________________________________________________________________ 

Pensioner Social Security #:   ________________________________________ Telephone:  ___________________________ 

Address:  _______________________________________________________________________________________________ 

City:  ________________________________________ State: ______________ Zip Code:  _______________ 

If this is a new address, please check this box to update your permanent address on file 

Beneficiary Social Security # (if you are receiving a death benefit):  _______________________________    

Elec�on:  You must sign and date this form to make any changes (choose one) 

New Pension Direct Deposit 

Change from my current financial ins�tu�on to the financial ins�tu�on listed below  

I am staying with my financial ins�tu�on, but my account informa�on has changed  

Please complete this sec�on to add or change your direct deposit informa�on. 
 

Type of Account:  Savings  Checking   

Name of Financial Ins�tu�on:  ____________________________________________ 

Address of Financial Ins�tu�on:  __________________________________________   

City:  _________________________ State: ___________ Zip Code:  _____________ 

Rou�ng # (9 digits):  ____________________ Account #: ______________________   

I hereby authorize the SEIU Affiliates’ Officers and Employees Pension Plan and my financial ins�tu�on to deposit my pension benefits directly into the 
account listed above.  I agree that if the Pension Fund directly deposits my pension benefits, it will not be responsible for amounts withdrawn from my 
account by another person or organiza�on.  If any amounts are deposited to my account by the Pension Fund in error (including deposits made a�er my 
death), I authorize my financial ins�tu�on to charge my account for these amounts and to refund these amounts to the Pension Fund.  I understand that 
providing incorrect informa�on may lead to my pension benefits being sent to someone else’s account and I have confirmed that the Account #, Account 
Type and Bank Rou�ng # provided above are correct.  This authoriza�on will remain in effect un�l I provide the Pension Fund at least 30 days’ no�ce of 
any change or cancella�on.

Pensioner/Beneficiary Signature X: ___________________________________________ Date: _______________  

If you are using a checking account, a�ach a blank 
unsigned check to the form with your name preprinted on 
the check.  Starter checks are not acceptable.  On the 
check, please ensure that it is marked with the word 
“VOID” across the front.  

If you are using a savings account, a�ach a deposit slip 
with the account holder’s name preprinted on the deposit 
slip, a printout or signed le�er on le�erhead from the 
financial ins�tu�on confirming the account holder’s 
name, rou�ng number and account number.  If you are 
using a deposit slip, please make sure it is marked with 
the word “VOID” across the front. 

VOID 
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