
 

 
 

     
 

 
 

       

Provider Authorization of Claims Payments via Electronic Funds Transfer 

This form is for providers to authorize the initiation of direct deposit of claims payments via electronic funds 
transfer (EFT) to a bank account or to change bank account information for an existing authorization. This 
form is only for providers; individual claimants who wish to establish direct deposit must use the Claimant 
Authorization of Claims Payments via Electronic Funds Transfer form, which is available at LTCFEDS.gov. 
Payments will only be made directly to providers when a claimant has assigned benefits to the provider. 
If no such assignment of benefits is in effect, any claims payments will be made directly to the claimant. 

Provider’s information 

Name 

Address 

City State 

– – 
Zip Phone number 

– 
Taxpayer identification number (TIN) 

Does this EFT apply to this location only, or to all entities under this TIN?

 This location only  All entities 

I authorize FedPoint to electronically credit my account and, if necessary, electronically debit my account to 
correct erroneous credits. I agree that the Automated Clearing House transactions I authorize comply with all 
applicable law and are bound by the NACHA Operating Rules. 

Banking information 

Financial institution’s name 

Account holder’s name 

Account type:  Checking  Savings 

Routing number Account number 

Is this a corporate bank account? Yes No 

https://LTCFEDS.gov


 

    

    
 

 
 

Provider Authorization of Claims Payments via Electronic Funds Transfer 

I understand that I may revoke this authorization at any time by notifying FedPoint in writing at FLTCIP, 
Attn: FedPoint, P.O. Box 797, Greenland, NH 03840-0797. FedPoint requires notice of at least five 
business days in order to cancel this authorization. In the event I cancel direct deposit of claims payments, 
future claims payments will be made via paper check. 

Note: A handwritten signature is required. 

Signature (the signatory must be authorized to act on behalf of the provider) 

(Required) 

Printed name 

Title 

– – 
Phone number 

Date signed / / 
(Required: mm/dd/yyyy) 

Please return your completed form by email to claimsinfo@ltcfeds.gov, by fax to 1-866-513-2674, or 
by mail to FLTCIP, Attn: FedPoint, P.O. Box 797, Greenland, NH 03840-0797. 

A011P v. 3 0924 The Federal Long Term Care Insurance Program is sponsored by the U.S. Office of Personnel Management, 
insured by John Hancock Life & Health Insurance Company, under a group long term care insurance policy, 
and administered by FedPoint®. FedPoint is the trade name of Long Term Care Partners, LLC®. 
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