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DEPARTMENT OF SOCIAL SERVICES
APPLICATION FOR VENDOR DIRECT DEPOSIT

	Completion of this form authorizes the Missouri Department of Social Services, Children’s Division to direct deposit payments to a financial institution. The Department of Social Services is not responsible for inaccuracies or errors in Section B made by the Vendor or Financial Institution. Please review the application carefully before submission.
Instructions:
· Complete and sign Section A
· Either 
· attach a voided check for checking account, OR 
· have your financial institution complete and sign section B 
· Send the completed form and voided check (if provided) to one of the following:
· Division of Finance and Administrative Services, PO Box 1082, Jefferson City, MO 65102-1082
- Fax: 573-522-6507
· DFAS.FacesPaymentUnit@dss.mo.gov

	Type of Action (Check ONLY one)
New Applicant	Change Direct Deposit Information	Cancel Direct Deposit

	SECTION A - TO BE COMPLETED BY THE VENDOR

	First Name (Individual 1)
	Middle Name
	Last Name

	First Name (Individual 2, if applicable)
	Middle Name
	Last Name

	DVN / DCN
	SSN
	Telephone Number

	Mailing Address
	City
	State
	Zip

	I wish to participate in Direct Deposit and in doing so:

•	I (We) hereby authorize the State of Missouri to initiate credit entries (deposits) and to initiate, if necessary, debit entries (withdrawals), or adjustments for any credit entries made in error to my (our) account designated above.
•	I (We) understand that it is my (our) responsibility to notify the Children's Division when a change in banking information is made.  This notification must be made at least two weeks prior to the scheduled direct deposit.  Without this notification, I (we) understand that payments may be delayed.
•	I (We) understand that by endorsing or depositing checks that payment is made from Federal and State funds and any falsification, or concealment of material fact, may be prosecuted under Federal and State laws.
•	I (We) hereby authorize the State of Missouri to initiate payment adjustments made to this account that were intended for another vendor or another account.
•	I (We) understand the State of Missouri may terminate my (our) enrollment in the Direct Deposit program if the State is legally obligated to withhold part or all payments for any reason (for example, garnishment orders).
•	I (We) understand that the Children's Division may terminate my (our) enrollment if I (we) no longer meet eligibility requirements.
•	I (We) understand that this direct deposit application shall not constitute an amendment or assignment of any nature whatsoever, or any contract, purchase order or obligation that I (we) may have with any agency of the State of Missouri.

	Signature of Vendor (must be original signature)
	Date

	Signature of Vendor (if applicable, must be original signature)
	Date

	SECTION B - TO BE COMPLETED BY THE FINANCIAL INSTITUTION (must be legible or typed)*

	*Required if voided check is not included

	Name of Bank / Financial Institution
	Telephone

	Mailing Address
	City
	State
	Zip

	Name(s) Listed on Account

	Type of Account (select one)
Checking	Savings
	Routing Number on Account
	Account Number

	Printed Name of Financial Institution Official (I certify that the information on Section B is accurate)
	Title

	Signature of Financial Institution Official
	Date
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