Instructions
To begin, change or cancel the transmittal of workers' compensation benefit checks directly to a financial institution, please print, complete, and send this form to: Lodestar Claims & Risk Services, Inc., PO Box 4314, Clinton, IA 52733 or fax to 877-374-0936.  Do not send the completed form to the NY Workers’ Compensation Board.
You may download the form from our website at: [https://www.pmacompanies.com/support/injured-workers] or contact our Customer Service Center at 866-886-6305 to request that a form be mailed to you.
Your Rights 
· This form is optional. You have the right to receive your workers’ compensation indemnity benefits or death benefits in the form of direct deposit or by paper check in the mail.  
· You have the right to cancel the direct deposit or change the distribution at any time by checking the appropriate box on this form and forwarding the completed form to the address or fax number above. It may take up to 45 days to process your request. 
· Benefits paid by your employer are not subject to this enrollment process.
Authorizations and Understandings
· You may choose to have your benefits deposited into either one or two bank accounts. If you choose two accounts, you must identify your primary account and your secondary account. 
· The distribution between the two accounts must be designated as either a fixed dollar amount to each account, or a percentage of the total benefit to each account. 
· If you choose the fixed benefit amount option and your benefit amount changes, we will deposit your benefits to your primary account first, and any remaining balance to your secondary account. 
· I understand that direct deposit will terminate where I have not received a benefit payment for 6 months and I will need to complete a new form to begin receiving benefits by direct deposit again. 
· I authorize Lodestar Claims & Risk Services, Inc. to directly deposit my workers’ compensation or death benefits into the specified bank account(s). 
· I authorize Lodestar Claims & Risk Services, Inc. to debit the account to recover any credits deposited in error, by any lawful means. 
· I understand that the consent does not authorize Lodestar Claims & Risk Services, Inc. to recover alleged overpayments of established and awarded benefits. 
· I understand that any change in my employment status may affect my right to receive benefits. 
· I understand that any false statement or failure to disclose a material fact to obtain or increase my benefits may result in criminal prosecution, disqualification from benefits, and repayment of any funds deposited to my account. 
· I understand that the failure to notify Lodestar Claims & Risk Services, Inc. of any change in financial institution or account may delay receipt of my benefits. 
· I understand that I have an obligation to immediately notify Lodestar Claims & Risk Services, Inc. if I am no longer entitled to such payment, or of changes in circumstances which may affect my entitlement to such payment. 

DIRECT DEPOSIT AUTHORIZATION FORM
Claimant Name:  	_______________________________________
Address:     _    ________________________                                           ___________  
        ______________________                                          ________________
Phone (including area code):    _________________________    ____________
Claim Number:  ____________________________                                             ____
· New Enrollment              [image: ] Change	                [image: ] Cancel

Banking Information
Primary Account
Bank Name: 	    _________________________________________
Routing Number: _________________________________ __       __
Bank Account Number: ___________________      _____________
Bank Account Type (check one):    [image: ]  Checking      [image: ]   Savings
% ______* (1-100) 	OR	 $______________*
*Note: Any remaining balance will be deposited into your Secondary Account if elected
*If electing a fixed dollar amount, and your entitlement to benefits is less than the elected amount, then your benefits will be deposited into your Primary Account.

Secondary Account (if elected)
Bank Name: _________________________________________
Routing Number: _____________________________________
Bank Account Number: ________________________________
Bank Account Type (check one):     [image: ]   Checking      [image: ]   Savings
Please select desired method of delivery for payment remittance information:
· Email 			Email Address: ___________________________________________
· Standard mail 		Remittance will be mailed to your home address on record
Depositor/Claimant/Joint Account Holder Certification
I certify that I am entitled to receive the underlying compensation payments or settlement proceeds and circumstances entitling me to benefits or settlement proceeds have not changed. In signing this form, I authorize my benefits or settlement proceeds to be deposited into my account(s) in the financial institution(s) named. I understand that my name must appear on the account(s).
I also acknowledge my rights, authorizations and understandings as explained in this “Direct Deposit Authorization Form.”
Claimant Name/Please Print: ___________________________________
Claimant Signature:           _______________________________________   Date:       ________________
PMA Data Classification: Confidential 
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