
AUTHORIZATION FORM 

FOR THE STATE AUTO 

 

PAYMENT PLAN

Auto) to initiate deductions from my bank account 
when payments are due for my insurance account. I 

honor the deductions initiated by State Auto.

CUSTOMER INFORMATION:

lnsured’s Name:_________________________________________

Address: ______________________________________________

       

       

BANK INFORMATION

Name on Account: ______________________________________

Bank Transit/Routing #:__________________________________
(For checking, use the nine-digit number between the two colons on the bottom of your check.
 For savings, obtain nine-digit number from savings statement or call your bank.)

TERMS OF AGREEMENT
Make the authorization subject to these conditions:

notify me in writing about the amount 
of the first deduction and must notify 
me again when the deduction amount 
changes by $1.00 or more.

due date shown on my billing statement.

bank account on my down payment 

account information.

of any erroneous E-Pay deduction, 
either by check or as a credit to my 
account.

-

notifying State Auto.

PLEASE SIGN HERE:

Name: ________________________________

__________________

Detach and return this form with your payment 
to State Auto at the following address:

 

PO Box 182738

Columbus, OH 43218-2738

PAYE


