
 Direct Deposit (ACH) Authorization Form 

Last Revised – 06/27/2024 

Injured Worker Claim Number 

Employer Date of Injury 

Instructions: To request to receive your benefits via direct deposit, complete this form in its entirety, attach a copy of a voided 
check(s) or letter from your bank confirming the account details, and make a copy for your records. You must respond to this notice 
within 7 days or your payments will be issued via check.  Should you subsequently elect to receive your benefits via direct deposit, 
the claims administrator will commence electronic payments upon your submission of this form to the claims administrator, 

Claimant’s Rights to Direct Deposit: 
• You have the right to receive your periodic workers' compensation indemnity benefits or expense reimbursements in the form of direct deposit.

You also have the right to receive your workers' compensation indemnity benefits or expense reimbursements by paper check in the mail.

• You have the right to cancel the direct deposit or enroll in direct deposit at any time by checking the appropriate box on this form and sending
the completed form to us. You can mail the form to P.O. Box 451139, Omaha, NE 68145, fax it to 844-761-8402, or email it to
claims@omahanational.com. The request will be implemented within 30 days of our receipt of notice, and thereafter payment of benefits will
be sent by paper check.

Authorizations & Understandings: 
• I authorize the claim administrator to directly deposit my workers' compensation indemnity benefits or expense reimbursements into the

specified bank account.

• I authorize the claim administrator to debit the account to recover any credits deposited in error. The claim administrator may recover credits
deposited in error by any lawful means. IMPORTANT: This consent only authorizes recovery of banking errors, not alleged overpayment of
workers compensation benefits.

• I understand that any change in my employment status may affect my right to receive benefits.

• I understand that any false statement or failure to disclose a material fact to obtain or increase my benefits may result in legal action against
me as allowed by the South Carolina Workers’ Compensation Act and/or the laws of South Carolina, disqualification from benefits, and/or
repayment to the claims administrator of any benefits paid when not due.

• I understand that the failure to notify the insurance carrier, my employer, or third-party administrator (TPA) (claim administrator) of any change
in my financial institution or account may delay receipt of my benefits proceeds.

• I understand that in order to change or cancel the direct deposit for my workers' compensation indemnity benefits or expense reimbursements,
I need to submit this form to the claim administrator.

• I agree to immediately notify the claim administrator if I am no longer entitled to such payments, or of changes in circumstances which affect
my entitlement to such payment.

Type   New Enrollment    Change     Cancel 

Depositor/Claimant's Name WCC Claim Number 
Phone Number Email Address 

Address 
Type of Account   Checking    Savings Name of Bank / Financial Institution 

Bank Routing Number (ABA#) Bank Account Number (EFT Format) 
Bank City, State $ or % of Deposit 

DEPOSITOR/CLAIMANT/JOINT ACCOUNT HOLDER CERTIFICATION: I certify that I am entitled to receive the underlying compensation payments or expense 
reimbursements and circumstances entitling me to such benefits have not changed.  

Depositor/Claimant Signature Date 

Joint Account Holder Signature Date 
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