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Electronic Benefit Payment Deduction Authorization Form 
Use this form to have your State of Montana Benefit Plan (State Plan) contributions electronically deducted 

from your checking or savings account (on the 5th of every month) by the State Plan’s benefits 

administration/billing partner Businessolver. Return this form to the Health Care & Benefits Division (HCBD), 

PO Box 200130, Helena, MT 59620. Provide your checking or savings account information below.  

 
Contact Information 

Last Name ________________________ First Name ____________________ MI ___  

Date of Birth ____________  Phone Number _______________________  

Mailing Address____________________________________  

City ______________ State _____________ Zip _________ 

Phone Number ________________________________________  

Email ________________________________________________ 

This form is (check one):  

 To setup initial benefit payments          To make a change to an existing benefit payment 

 
Authorization  
I authorize the State of Montana Health Care & Benefits Division, its benefits administration/billing 

partner Businessolver, and the financial institution listed below, to electronically deduct benefit payments 

for the State of Montana Benefit Plan (State Plan) monthly from my (check one):  

 Checking Account     Savings Account     

Month/Year to Start Deduction  

Name of Financial Institution  

Routing Number  

Account Number  

 
Signature 
This authorization will remain in effect until I cancel in writing. I understand the benefit contributions 

deducted from my account will change automatically if the State Plan rates change, or if any changes are 

made to my coverage with the State Plan. 

 

Signature:  Date:  ______ 
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State of Montana Non-Discrimination Statement: State of Montana complies with applicable Federal civil rights laws, 
state and local laws, rules, policies and executive orders and does not discriminate on the basis of race, color, sex, 
pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or religious affiliation or ideas, 
culture, creed, social origin or condition, genetic information, sexual orientation, gender identity or expression, national 
origin, ancestry, age, disability, military service or veteran status or marital status. State of Montana does not exclude 
people or treat them differently because of race, color, sex, pregnancy, childbirth or medical conditions related to 
pregnancy or childbirth, political or religious affiliation or ideas, culture, creed, social origin or condition, genetic 
information, sexual orientation, gender identity or expression, national origin, ancestry, age, disability, military service or 
veteran status or marital status. State of Montana provides free aids and services to people with disabilities to 
communicate effectively with us, such as: qualified sign language interpreters and written information in other formats 
(large print, audio, accessible electronic formats, other formats). State of Montana provides free language services to 
people whose primary language is not English such as: qualified interpreters and information written in other languages. If 
you need these services, contact customer service at 855-999-1062. If you believe that State of Montana has failed to 
provide these services or discriminated in another way on the basis of  race, color, sex, pregnancy, childbirth or medical 
conditions related to pregnancy or childbirth, political or religious affiliation or ideas, culture, creed, social origin or 
condition, genetic information, sexual orientation, gender identity or expression, national origin, ancestry, age, disability, 
military service or veteran status or marital status you can file a grievance. If you need help filing a grievance the State 
Diversity Coordinator is available to help you. You can file a grievance in person or by mail, fax, or email: State Diversity 
Program Coordinator - Department of Administration State Human Resources Division, 125 N. Roberts, P.O. Box 200127, 
Helena, MT 59620, Phone: (406) 444-3871 Email: SABHRSHR@mt.gov 
 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, 
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, 
or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, 
HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). 
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