WENATCHEE VALLEY . . . . .
u COLLEGE Note: once this form is received, you will be mailed one more paper check.

STATE OF WASHINGTON
ELECTRONIC FUNDS TRANSFER
OF SALARY AUTHORIZATION

EMPLOYEE: (1) Must know your WVC Employee ID number and PIN number to login to the ETL system to get
the summary of your deductions-and we can provide that to you.
(2)  Complete the upper portion of the form, sign and date.
(3) If possible, have the designated financial institution complete the lower portion of the form. If you fill it

out yourself, PLEASE double check the numbers. W\V/C Payroll Office
(4)  Keep with your application packet or return the completed form to: 1300 Fifth St
Wenatchee WA 98801
Payroll Name (Last, First, Initial) Social Security Number Agency Agency Code

WVC 686

Employee Address

In accordance with RCW 43.08.085, | hereby authorize and request the State, until this authorization is revoked as described
below, to transfer the full amount of my state salary, after mandatory and authorized deductions, to the designated financial
institution for deposit in my:

O Checking Account O Savings Account

In the event that the State may be legally obligated to withhold any additional part of my salary payment for any reason, |
understand that the State shall have the authority to immediately terminate any transfer made under this authorization.

In the event that the exercise of this authorization for any reason results in an overpayment of salary or wages actually due and
payable to me, | hereby authorize the State to either:

A) Withhold a sum equal to the overpayment from my next state salary payment; or

B) Debit my above-identified checking or savings account for an amount not to exceed said overpayment.
If any action taken by me, without adequate notification to WVC payroll office, results in non-acceptance of the transfer by the
designated financial institution, |1 understand that the State assumes no responsibility for processing supplemental payroll
payments until the funds are returned to the agency by the financial institution.
This authority is in force until written notification is received from me regarding its’ termination, or my death. This authorization will

not be in effect for any payments made on or after separation from state service.

Employee Signature Date

FINANCIAL INSTITUTION TO COMPLETE ITEMS BELOW (if possible)
Name of Financial Institution Authorized Signature of Financial Institution Officer

Address Title/Date

NUMBER OF DEPOSITOR ACCOUNT TO BE CREDITED

oy - oo ot

Routing Number Account Number
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