Authorization for Electronic Funds Transfer
(Automatic Deposit)

Name of Medicaid Provider '%P-I:—:NT V., WitHeERINGTON

Provider ID# bl F4-100 | Taxonomy Code _"2084-FP0 8po X

Provider  Beeans v.  wimermeron Telephone _(50)) £B0-%963 - ¢eee

(479) b4t 9963 ~ Houme

Address __ 1ito] Scumicersr De Number _ (479) 2193649 - Sceenry Copws ELING
City, State P S wmum " AR Zip Code  F249/¢
Type of Authorization g New D Change D Cancel

A copy of a voided check or a letter from the bank is required to verify these numbers. The
name on the voided check or letter from bank must match the name of the Medicaid provider

stated above. Temporary checks are invalid if they do not have the provider’s name and

address printed by the bank.

@f Checking L] Savings (if not indicated will be automatically entered as checking)

ABA Transit Bank Account
Number \03i04-52% Number Qoo0! 3970

Name of Bank MNews TRoNG  BANK.

Bank Address 2300 Paverix  Ave

City, State Fr SuimH + AR, Zip Code  F2903

e ——— — —— — ——
—_— S— — — — ———

[ hereby authorize the Arkansas Medicaid Program/Title XIX, to initiate credit entries to my bank account as indicated

above and the depository named above to credit the same to such account. Tunderstand I am responsible forthe validity
on this form.

[ understand in endorsing or depositing this check that payment will be from Federal and State funds and that any
falsification or concealment of a material fact, may be prosecuted under Federal and State laws.

174 V., Wi WTDA, D MO
Printed name Job title

.
Provider’s Original Mture &e@ﬁmuéﬂ?
If mailing, please return this form and attachments to:
Medicaid Provider Enrollment Unit
Gainwell Technologies
P.O. Box 8105

Little Rock, AR 72203-8105

(Rev. 4/16/21)



8.com/checks

© DELUXE delux

BRENT V. WITHERINGTON, M.D. PA
11701 SOUTHCREST DR.
FORT SMITH, AR 72916

PAY TO

86-452/1081

DATE

1 $

THE ORDER OF

L Y RO W
VCTD

Sacurly Featurss.
Included.

DOLLARS

A rmstrong
BANK

MEMO

Datalls on Bask.

12303 40L 5281 *500043570" BZ53



