
 
 

PENNSLYVANIA DIRECT DEPOSIT 
APPLICATION FORM 

 
  Direct Care Worker (DCW) Name: ______________________________ DCW Phone Number: ____________________________ 

 

  Participant C#:                              CLE Name: ____________________________________________ DCW E#: ______________ 

        

  Participant Name: ______________________________________________________ DCW SSN: ______________________ 

 

           By checking this box and signing below, I hereby authorize Tempus Unlimited, Inc. to opt out of receiving my DCW pay stubs 
by mail. This authorization is to remain in effect until Tempus Unlimited, Inc. has received written notice from me of its termination 
in such time and in such manner as to afford Tempus Unlimited, Inc. reasonable opportunity to act on it. (OPTIONAL)  
    

Account Information 
 

Name on Bank Account: ________________________________________________________________________ __ 

(Direct Deposit Accounts must include the name of the DCW) 

Bank Name: ______________________________________________________________________________________ 

 

Bank Routing #: ____________________________ Bank Account #: _____________________________________________ 
 

This is a Checking Account Savings Account 

 
For a checking account, please attach a voided check or a copy of a check (Starter checks must contain a preprinted DCW name and account 
number).  For a savings account, please attach a document from the bank indicating the DCW’s name, the routing number and account 
number (cannot be handwritten). Do not attach a deposit slip. We will not process this application without a voided check, a copy of a 
check, or a document from your bank indicating the routing number and account number. 
 

 

I hereby authorize Tempus Unlimited, Inc. (hereinafter "Company'') to deposit any amounts owed to me by initiating credit 
entries to my account at the financial institution (hereinafter "Bank") indicated on this form.  Further, I authorize the Bank 
to accept and to credit any credit entries indicated by the Company to my account. In the event that the Company deposits 
funds erroneously into my account, I authorize the Company to debit my account for an amount not to exceed the original 
amount of the erroneous credit. This authorization is to remain in full force and effect until the Company and the Bank 
have received written notice from me of its termination. The termination can take up to seven (7) business days of receipt 
of written notice for termination to be effective. 

 
DCW Signature: __________________________________________________ ______     Date: ________________________________ 

PA DCW Direct Deposit Application_2023_12  

Tempus Unlimited, Inc. | 600 Technology Center Drive | Stoughton, MA 02072  
Phone: 1-844-983-6787 | Fax to 1-833-583-6787 | Email: PAFMS@tempusunlimited.org 

John Doe 

123 Main Street 

Erie, PA 16505 
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