
Bank Account Withdrawal  
Pre-Authorization Form
You can save time by paying your monthly plan premium (including late enrollment penalties) by Electronic 
Funds Transfer (EFT) from your bank account. Signing up is easy—fill out this form and return it to: 
CareFirst BlueCross BlueShield Medicare Advantage, PO Box 3236, Scranton, PA 18505; Fax: 855-215-6947

CAREFIRST BLUECROSS BLUESHIELD MEDICARE ADVANTAGE MEMBER INFORMATION
Name: (please print) Member ID:

FINANCIAL INSTITUTION INFORMATION
Name of Account Holder:  

Financial Institution’s Name: 

Account Type (check one): 
  Checking Account       Savings Account

Bank Routing Number: Bank Account Number:

For a checking account, include a voided check (see below). For a savings account, request and submit 
a letter from your financial institution including name on the account, account number, routing number 
and type of account. This information will be used to verify your account.

I authorize CareFirst BlueCross BlueShield Medicare Advantage to deduct my monthly plan premium 
from my bank account. I understand my account will be deducted on the 5th of the month or the next 
banking day.

Signature of Account Holder: 
X_______________________________________________________________________________________   

Date: 
 ______ / _______ / _______

Please tape (do not staple) 
in this space a blank, voided 
check for the account 
you want your premium 
payment deducted from. Sam

ple
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CITY, STATE ZIP

BANK NAME
ADDRESS
CITY, STATE ZIP

Bank Routing
Number

Bank Account
Number

Check
Number

DATE

DOLLARS
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CareFirst BlueCross BlueShield Medicare Advantage is the shared business name of CareFirst Advantage, Inc. and 
CareFirst Advantage PPO Inc., which are independent licensees of the Blue Cross and Blue Shield Association. 
BLUE CROSS®, BLUE SHIELD® and the Cross and Shield Symbols are registered service marks of the Blue Cross 
and Blue Shield Association, an association of independent Blue Cross and Blue Shield Plans.
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