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How it works
•  Your premium is deducted on the date it is due. Your payment will post to your account within 48 hours.
•  Please allow up to four weeks to start the automatic payment process. If you receive a bill during this time, please pay it  
    as you normally would and your account will be adjusted to include that payment.
•  You may cancel automatic withdrawal of your premium payment by notifying us and your financial institution 15 days prior  
    to the date your premium is due.
•  Once your automatic payment account is active, you’ll receive a confirmation letter in the mail.

Signing up is easy
1.  Complete and sign the authorization form below.

2.  Attach a voided check from your checking account. Or, if using a savings account, please attach a voided deposit slip.

3.  Mail to: Florida Blue, Attn: Direct Membership & Billing, PO Box 45074, Jacksonville, FL  32232-5074

 
__________________________________________________ _________________________________________________
Member Name      Member Number (found on your ID card) 

_________________________________________________________________________________________________________
Financial Institution Name
 
_________________________________________________________________________________________________________
Financial Institution Address              City     State  Zip
 
__________________________________________________
Name on Account
 
__________________________________________________
Account Holder’s Address
 
__________________________________________________
Routing Number
 
__________________________________________________
Account Number     

      Checking Account         Savings Account

By signing up for the automatic Payment Option, you agree to have your premium payments drafted monthly (pay every month).

I/we authorize Florida Blue/Florida Blue HMO, to initiate debits to the financial institution account for the premium amount. This 
authority will remain in effect until canceled by me/us or the financial institution identified, with my/our consent. This authorization is 
automatically revoked upon cancellation of my/our coverage. I/we understand that by revoking the Automatic Payment Option, my/
our health care coverage payments will change to bi-monthly (every other month) premium billing.

X_________________________________________________________________________ _________________
 Signature of Account Holder (Signatures required for all parties listed on account) Date  

X_________________________________________________________________________ _________________
 Signature of Account Holder    Date 

Health insurance is offered by Blue Cross and Blue Shield of Florida, Inc., D/B/A Florida Blue. HMO coverage is 
offered by Health Options, Inc., D/B/A Florida Blue HMO, an HMO subsidiary of Florida Blue. These companies 
are independent licensees of the Blue Cross and Blue Shield Association.

Automatic Payment Form  
for Individual Consumers


