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ELECTRONIC FUNDS TRANSFER (EFT)

AUTHORIZATION FORM
Ensure that all mandatory fields are completed, and FAX this form to (877) 481-0012.

ACTION REQUESTED (Check one):

 FORMCHECKBOX 
New
 FORMCHECKBOX 
Change*
 FORMCHECKBOX 
Termination*
     


*explain reason for change or termination.
General Information

Supplier Name



     
Street Address



     
City




     
Province




 FORMDROPDOWN 

Postal Code



     
Phone Number



     
Fax




     
Pfizer's Supplier Number (if known)

     
Email address to receive EFT remittance advice 
     
Would you like to receive all Purchase Orders created for your company by email? 
 FORMCHECKBOX 
Yes 
 FORMCHECKBOX 
No

If so, please provide email address:
      
Banking Information

CONFIRMATION:

You have contacted your branch to discuss EFT payment implementation, and have confirmed that your branch will be able to accept payments on your behalf. You also agree to pay any and all service charges that your branch may levy for this service.

Below fields are mandatory and must be duly completed in order for Pfizer to process your request for enrollment to Electronic Funds Transfer.

Bank Account Number

     

     
Bank Code 


Branch Number

Bank Name


     
Type of Account


     
Account Number


     
Completed by


     
(Name of Supplier contact person completing information)

Date



     
Contact Phone #


     
Contact EMail Address

     
Financial Verification:

I hereby authorize Pfizer Canada Inc and its affiliates to make deposits into the account indicated above. I understand that this information will be kept confidential by Pfizer Canada and its affiliates. This authorization will be in effect until written notice regarding any changes has been received by Pfizer Canada and its affiliates. In no event shall Pfizer Canada and its affiliates be liable for any special, incidental, exemplary, or consequential damages as a result of the delay, omission, or error in the transmission of an electronic payment, even if Pfizer Canada and its affiliates has been advised of the possibility of such damages. In addition neither party shall be liable for the act or omission of any financial institution or other party.

Signature of company's Authorized Representative (or Financial Officer) and date (required)



Financial Officer 1





Date



Financial Officer 2





Date
Print name of authorized representative (or Financial Officer)

Financial Officer 1
     
Financial Officer 2
     
Title of authorized representative (or Financial Officer)

Financial Officer 1
     
Financial Officer 2
     
Telephone number

Financial Officer 1
     
Financial Officer 2
     
Email address

Financial Officer 1
     
Financial Officer 2
     
NOTE: It is mandatory to have at least one (and advisable to have two) authorizing signatures for your company for the release of banking information to Pfizer Canada and its affiliates.

** PLEASE PROVIDE A VOIDED CHEQUE, DEPOSIT SLIP OR LETTER FROM FINANCIAL INSTITUTION FOR VALIDATION **

Internal Use Only

Date Received:____________ Validated by: _______________________ Date:______________

Date processed (Ariba Vendor Maintenance Form)_______________
If you have any questions regarding this form, please send an email to PfizerCanadaSupplierSupport@pfizer.com.

