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Auto Bill Pay
Automatic Premium Payment Authorization Agreement

NOTE:  
For you to enroll in Auto Bill Pay, we must have your email address.

For convenient monthly premium payments, first confirm your financial institution accepts 
automated electronic withdrawals. Then to sign up, you can: 

Go to bcbsil.com, log in to 
Blue Access for MembersSM,  
and go to Make a Payment.

Or, mail this form to:

Blue Cross and Blue Shield of Illinois 
P.O. Box 660819
Dallas, TX 75266-0819

Withdrawal Timing and Sufficient Funds
•	 Payments are due on the last day of the month before the month of coverage. 
•	 If the payment date falls on a non-business day or a holiday, the payment will be taken on the next business day. 
•	 If a payment is denied for non-sufficient funds, Blue Cross and Blue Shield of Illinois (BCBSIL) may try to process the 

charge again at any time in the next 30 days. 
•	 BCBSIL will not pay you back for any fees my bank or credit union charges you for not having enough money in 

your account.

Company checking accounts may not be used unless:
•	 You have the authority to approve this payment agreement, 
•	 The company is not paying any portion of this premium directly or by paying you back, and 
•	 The company is not deducting any part of the premium from your pre-tax income under section 106 or section 162 

of the Internal Revenue Code.

How Auto Bill Pay Works

Go online or complete the agreement on page 2.

{

If you need help with this form or have questions, please call Customer Service toll-free at 800-538-8833.



Name of member/applicant: ______________________________________________________________________________________________________

BCBSIL member ID/applicant’s Social Security number: _______________________________________________________________________

Name of depositor(s) if other than the member/applicant: ______________________________________________________________________

Phone number of member/applicant (or depositor if different): ________________________________________________________________

Email address (REQUIRED): ________________________________________________________________________________________________________

Please complete the following:

Name of bank and city and state where account is authorized: 

 ____________________________________________________________________

Please check one:    3 Checking account   3 Savings account

Routing number: __________________________________________________

Depositor’s account number: ____________________________________

Deduct ongoing monthly premium payments only from my 

checking or savings account.     3 Yes	 3 No 	

           {	                   {

PAY TO THE 
ORDER OF

DOLLARS

DATE

MEMO

1000

999999999   99999999999  1000

$

Your Name
Your Address
Your City, State & Zip

SAMPLE

Routing 
Number

Depositor’s 
Account

Sample Bank check

Automatic Premium Payment Authorization Agreement

•	 Please make sure you have enough money in your account when you submit this Agreement. 
•	 Both the bank or credit union and BCBSIL reserve the right to end this payment program or your participation in it if 

payment is denied for non-sufficient funds. This means payments would not be made automatically anymore. 
Coverage may stop (claims would not be paid) if you do not pay your monthly bill. 

•	 To change the bank or credit union these payments are paid from, you will need to give at least 10 days notice to 
BCBSIL by telephone before a scheduled payment date.

NOTE: Please continue to pay your premiums until you receive a confirmation 
letter from us stating the date automatic payments will begin.

I confirm that I want BCBSIL and/or its designee to automatically withdraw monthly premium payments from my checking 
or savings account (named above). Withdrawals will occur on the last business day of the month before the next month 
of coverage. If the last usual business day (any Monday through Friday) of the month is a holiday or other nonbanking 
day, I confirm payment will be withdrawn on the next business day. Withdrawals may be in the form of checks, share 
drafts or electronic debit entries. I also confirm that I want my financial institution named here to honor the same 
payments from my account.

I have read and accept the above agreement. 

Depositor’s signature: ___________________________________________________________________  Date: __________________________________


