	 
	 
	        AUTOMATIC PAYMENT REQUEST



Grace School-Age Childcare
Parent Name:  ______________________________________________________________________ 
Children’s Name: ____________________________________________________________________
Name on Bank Account: _______________________________________________________________
(if different from above)
Bank ID Number: _______________________________________________ (9 Digit routing Number)
Bank Account Number: ______________________________________________________________

Account Type:  ____ Checking           _____ Saving
(please include a voided check)     

I authorize Grace Lutheran Foundation, Inc and the financial institution named above to deduct the balance due from my bank account listed. I understand that my payment will be deducted as stated on the list of dates given to me at the start of summer or school year. This agreement will remain in force unless cancelled by me, Grace Lutheran Foundation, Inc or my financial institution at least 5 business days prior to the payment date. A return payment fee will be added to my bill for each payment financial institution.

Name (please print)____________________________________________________________________
Signature:  ___________________________________________ Date:  ___________________________
Daytime Contact Number:    ______________________________________________________________
Email address:   ________________________________________________________________________
	 
	 
	                 Office use only



Company Number: ___________________
Family Account Number: ______________
Start Date: __________________________
