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	MedSend - Enrollment for  Electronic

Electronic Funds Transfer (“EFT”)
	



Name ________________________________       Today’s Date (mm/dd/yy)_________

Address _______________________________________

City ________________   State ___
Zip __________

Phone ________________________
Email address ______________________

This authorization to charge my bank on either the 5th or 20th of each month shall be the same as if I had signed a check payable to MedSend.  This authority is to remain in effect until MedSend receives verbal or written notification of a change.  I understand that I am in full control of my payment, and if at any time I decide to make any changes or discontinue the EFT service, I will call or write:

MEDSEND

999 Oronoque Lane

Stratford, CT   06614-1379

Phone:  (203) 891-8223

Fax:  (203) 891-0569

Email:  info@medsend.org
You will receive a receipt for these automatic monthly donations just as if you had sent a check.  You will be charged for this service.  

CHECKING (Please attach a blank voided check.)

BANK NAME _____________________________

ACCOUNT NUMBER ______________________

I authorize MedSend to transfer monthly payments from my bank in the amount of  $______.__

Please select which day of the month the EFT should be drawn on:   ___ 5th   ___ 20th

Please state the starting date for the EFT:   (mm/dd/yy) ___________ 

SIGNATURE _______________________________________

Click the “Print” button and mail or fax it with your blank voided check to the MedSend address or fax number above.  Be sure to sign in the designated area.

Thank you for your support of MedSend.  Your gifts will help speed healthcare professionals to places of desperate need in order to share the love and healing of Jesus Christ.
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