
 

Priority Health Medicare 
Automatic Bill Payment Enrollment Form

I authorize Priority Health to deduct my premium payment from the checking or savings 
account listed below. I understand the deduction will occur on the 1st of every month. If at 
any time I decide to discontinue this payment service, I will notify Priority Health in 
writing 30 days before discontinuing.
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If the withdrawal is from a checking account, please complete the following information – OR – 
attach a voided check.  

If the withdrawal is from a savings account, you must attach a letter from your financial institution 
to verify account information.  
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There will be a $50.00 charge for any transfers returned insufficient.  
�
Please return this form to: 

Priority Health, MS 1190 
1231 East Beltline NE 
Grand Rapids, MI 49525 �

 

��� �-...�-../�0�.-11-.11�  


