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ENROLLMENT FORM FOR DIRECT DEPOSIT
Name:________________________________________________________________________________________
Mailing Address: ________________________________________________________________________________

           _________________________________________________________________________
                        City                                                   State                                                   Zip Code
Social Security Number_____________________________    Phone Number (             )________________________
E-mail Address: _____________________________
Prior Employer [name of Jurisdiction] _______________________________________________________________
Signature_____________________________________________________________________________________

If joint account, BOTH persons must sign this Authorization 
____________________________________________________________________________________________
I hereby authorize the Administrator of the Pension Trust to initiate credit entries to my account indicated below for amounts due to me as a payee under the pension plan of which I receive benefits.  The below-named depository, hereinafter called the Depository, is to credit the same to such account.  If ever an amount should be credited in error to such account, including but not limited to, by reason of my death prior to the date on which any payment shall become due, I authorize the Administrator of the Pension Trust to direct the Depository to make the appropriate debit adjustment.

PLEASE ASK YOUR BANK TO COMPLETE THIS SECTION OR  YOU MAY ATTACH A VOIDED CHECK FROM YOUR CHECKING ACCOUNT OR A DEPOSIT SLIP FOR YOUR SAVINGS ACCOUNT

Name of Bank_________________________________________________________________________________

Address ______________________________________________________________________________________
Savings Account # to Receive this Deposit ___________________________________________________________ 
OR
Checking Account # to Receive this Deposit __________________________________________________________

ABA Routing Number (first 9 digits only) ____________________________________________________________

We (the Bank) verify the accuracy of the above information:

Name and Title: ________________________________________________________________________________

Area Code and Phone Number ____________________________________    Date __________________________
GEBCorp

 Attn: Defined Benefit Department
 400 Galleria Parkway, Suite 1250
 Atlanta, Georgia  30339

Phone (770) 952-5225 or  (800) 736-7166  
 Fax (770) 563-9356   
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