
 

Direct Deposit Authorization Form 

New Employee 
 

Name: Phone:    

I authorize RWJBarnabas Health to make changes initiate a direct deposit as requested below. In case of 
overpayment, I authorize RWJBarnabas Health to withdraw the deposited funds and I will be paid by 
check for that pay period. 

*Please note that it may take up to three (3) pay periods to become effective. Your paycheck will be 
mailed to the home address on record. 

                                      

 

1. Bank Name: Routing #:                                 
Account Number:     
Account Type:   :    
Please list priority of this account. (100 for first account, 200 for second account, and 
300 for the last account):    

 

2. Bank Name: Routing #:                                 
Account Number:     
Account Type:   :    
Please list priority of this account. (100 for first account, 200 for second account, and 
300 for the last account):    

 

3. Bank Name: Routing #:                                 
Account Number:     
Account Type:   :    
Please list priority of this account. (100 for first account, 200 for second account, and 
300 for the last account):    

 
 
 
 

Signature: Date:    
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