AUTHORIZATION AGREEMENT FOR DIRECT DEPOSITS
(ACH CREDITS)
State Agency Receiving ACH from External Sources

	PAYEE/STATE AGENCY INFORMATION

NAME:	Oregon Health Authority (MAC Program) 			
ADDRESS:	PO Box 14006			
	Salem, OR  97309-5030	
We hereby authorize the Sending Company indicated below to initiate CREDIT ENTRIES ONLY to our checking account at the financial institution indicated below.  We acknowledge that the origination of ACH transactions to our account must comply with the provisions of U.S. law.
CONTACT:	     Kozue Perrault, Manager          E-mail  kozue.perrault@odhsoha.oregon.gov 		       
TELEPHONE NUMBER:       503-798-5260	             FAX NUMBER:        503-586-8740
Remittance Advice:  Please email make liberal use of the ACH addendum field to ensure funds are properly credited to you.



	SENDING COMPANY INFORMATION

NAME:		
ADDRESS:		
	                                                       	

CONTACT:	  	TELEPHONE NUMBER: 		




	FINANCIAL INSTITUTION INFORMATION

NAME:	Oregon State Treasury		
ADDRESS:	867 Hawthorne Ave SE	
	Salem, OR  97301	

ACH COORDINATOR NAME:	
TELEPHONE NUMBER:	

NINE-DIGIT ROUTING TRANSIT NUMBER:	1  2  3  2  0  7  0  1  0_

DEPOSITOR ACCOUNT TITLE:	              Oregon Health Authority 

DEPOSITOR ACCOUNT NUMBER:                       8  9  4  4  3  0  0  0  0  4  1  7

TYPE OF ACCOUNT:	Checking

This authorization is to remain in full force and effect until the Sending Company indicated above has received written notification from us of its termination in such time and such manner as to afford the Sending Company and Financial Institution a reasonable opportunity to act on it.

SIGNATURE AND TITLE OF REPRESENTATIVE:	TELEPHONE NUMBER:	DATE:
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