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	PRE-AUTHORIZED DEBIT ADHERENCE

PAYOR’S PAD AGREEMENT 



Holder (s) and account information
	Full name of the holder (s)

	Telephone No.


	Address (street, city, province)


	Postal code


	Name of the institution where the account is held

	Institution No.

	Transit No.

	Account No. (with check digit)



Recipient organization – Contact details
	Name of the organization
CISSS DE LA CÔTE-NORD
	c/o: Sophie Bégin
or by email: ri-rtf.finances.09cisss@ssss.gouv.qc.ca

	Address (street, city, province)
835, BOULEVARD JOLLIET, BAIE-COMEAU (QUÉBEC)
	Postal code
G5C 1P5
	Telephone: 418 589-9845 post 252244
Fax: 418 295-7248


Withdrawal authorization
	I, the undersigned, authorize the recipient organization to make pre-authorized debits (PAD) to my account at the financial institution listed above. The debit will be made to my account on the 1st day of each month, or on the next business day.
Each withdrawal will correspond: 
 FORMCHECKBOX 

to a fixed monthly amount representing the financial contribution of the user taken care of by a family-type resource or an intermediate resource. This amount is established by the ministère de la Santé et des Services sociaux and reviewed annually. Thus, no other authorization on my behalf will be necessary, as long as I receive a written notice at least 10 days before the payment date as modified.

Which constitutes a 
 FORMCHECKBOX 
  personal/private PAD        FORMCHECKBOX 
  business PAD
Renunciation:

· I waive my right to receive the 10-day notice mentioned above.

· I acknowledge receipt of a copy of this Agreement.

Change or cancellation:

I will inform the recipient organization of any change to these presents within a reasonable period of time.
I can cancel this authorization at any time by giving fifteen (15) days of notice (maximum 30 calendar days). To get the sample cancellation form or for further details on my right to cancel a PAD Agreement, I can contact my financial institution or consult the Payments Canada website at www.payments.ca. I agree to release the financial institution of any liability if the revocation is not respected, except in the case of grave negligence on its part.
I agree that the financial institution where I hold the account shall not be obliged to confirm that transfers of funds have been made according to my authorization. I also certify that any person whose signature is required for the operation of the aforementioned account has signed this authorization.
I also agree that my submission of this authorization to the recipient organization is equivalent to a submission of the same to the financial institution indicated above.

	


Reimbursement
Consent to disclosure of information
	I have certain rights of recourse if a debit does not comply with the terms of this Agreement. For example, I have the right to receive reimbursement for any PAD that is not authorized or that does not comply with the terms of the PAD Agreement. For further details on my rights of recourse, I can contact my financial institution or visit www.payments.ca.
The financial institution will reimburse the mistakenly withdrawn amounts on behalf of the organization within 90 calendar days of the withdrawal for a personal PAD, and within 10 business days of the withdrawal for a business PAD, as long as the reimbursement is requested for a valid reason.
I understand that I need to submit a reimbursement request to my financial institution in accordance with the provided procedure.

Finally, I understand that a reimbursement request submitted after the stated deadline has to be settled between the organization and me, without liability or commitment from the financial institution.
	
	I agree that the information included in my pre-authorized debit adhesion request will be forwarded to the financial institution as is necessary and to comply with the rules that govern it.

	
	
	Signature of the holder (s)

	
	
	_______________________________________

Signature of the account holder
	______________

Date (yyyy/mm/dd)

	
	
	_______________________________________

Signature of the second holder
(if it is an account with two required signatures)


	______________

Date (yyyy/mm/dd)

	
	
	IMPORTANT: Enclose a personal “VOID” cheque to avoid any transcription error. Please notify the recipient organization of any changes of account or financial institution.
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