
AUTHORIZATION TO CLOSE ACCOUNT

This letter authorizes LA Healthcare Federal Credit Union to the following: 
(Please initial each item)

By signing below, I/we agree that the account will be closed and I/we have read and 
understand the action items above.

Account Number(s):

Return of all ELECTRoNIC FUNds 
transfers, deposits, and withdrawals

Return ALL checks

Removal from ALL VIsA Credit Cards

Removal of online Banking Access

Removal of 24-Hour Accountline Access

Return of all ATM and VIsA debit cards
(All preauthorized transactions will require 
members to update information with merchants)

Authorized Primary Member signature date

Authorized Joint owner signature date

Credit Union staff: date

Comments:

Credit Union Use only

Please complete the form, print and sign. The form can be sent by mailing or via QR code.
Address: LA Healthcare FCU, PO Box 17159, Los Angeles, CA 90017
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