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MEDTRONIC PAYMENT REMITTANCE 

The below screenshot contains an example of the payment remittance advice.  In order to receive this notification, please check the appropriate box on the enrollment form and provide a valid email address. 
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MEDTRONIC ELECTRONIC PAYMENT ENROLLMENT FORMS

Suppliers can sign up with Medtronic by simply filling out the appropriate form and sending to their Medtronic Contact. If there is no Medtronic Contact, the form can be faxed to 651-367-0436 or sent via email to rs.usvendormaster@medtronic.com. 
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EFT Enrollment Form (Canada) 



Payee/Company Information  

*Note: This form MUST be signed below by preparer to be valid  


                                                                                                        SAP # if known:

		Payee (Company Name or Individual Name):






		Address:






		City, State, and Zip:






		Contact Name:




		Telephone and Fax No.:






		 FORMCHECKBOX 
  Yes, I would like to receive payment remittance

           advice via e-mail


 

		E-mail for remittance advice  (only one email allowed):







Financial Institution Information


For Payments made to Canada Banks

		3 digit Institution  #:

		

		

		

		5 Digit Branch #:

		

		

		

		

		



		Account Number:






		Account Name:



		Type of Account:


 FORMCHECKBOX 
 Checking         FORMCHECKBOX 
Savings



		Bank Name:




		Bank Country:


Canada





For Payments outside Canada (Items with * are required if this section used)

		* SWIFT Code :




		Bank code/routing:






		* Account Number :




		IBAN or CLABE:



		* Account Name :



		Type of Account:


 FORMCHECKBOX 
 Checking         FORMCHECKBOX 
Savings



		* Bank Name:




		*Bank Country:








THIS SECTION COMPLETED BY VENDOR/PAYEE (Signature required)

		Date:                                    


(month/day/year) 

		Authorized Signature:








Form will not be accepted without a signature.

Please return to your Medtronic contact.
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EFT Enrollment Form (CryoCath Canada) 




Payee/Company/Individual Information           


*Note: This form MUST be signed below by preparer to be valid  


                                                                                                        SAP # if known:

		Payee (Company Name or Individual Name):






		Address:






		City, State, and Zip:






		Contact Name:




		Telephone and Fax No.:






		 FORMCHECKBOX 
  Yes, I would like to receive payment remittance

           advice via e-mail


 

		E-mail for remittance advice  (only one email allowed):







Financial Institution Information


For Payments made to Canada Banks

		3 digit Institution  #:

		

		

		

		5 Digit Branch #:

		

		

		

		

		



		Account Number:





		Swift Code:



		Account Name:



		Type of Account:


 FORMCHECKBOX 
 Checking         FORMCHECKBOX 
Savings



		Bank Name:




		Bank Country:


Canada



		Bank Street Address:




		Bank City/Zip:








Financial Institution Information


For Payments made to US Banks

		Routing Number

		

		

		

		

		

		

		

		

		

		Account Number

		



		Account Name:



		ACH Account only:


 FORMCHECKBOX 
 Checking         FORMCHECKBOX 
Savings



		Bank Name:




		Bank Country:


United State



		Bank Street Address:




		Bank City/Zip:








For Payments outside Canada and US (Items with * are required if this section used)

		* SWIFT Code :




		Bank code/routing:






		* Account Number :




		IBAN or CLABE:



		* Account Name :



		Type of Account:


 FORMCHECKBOX 
 Checking         FORMCHECKBOX 
Savings



		* Bank Name:




		*Bank Country:






		Bank Street Address:




		Bank City/Zip:








THIS SECTION COMPLETED BY VENDOR/PAYEE (Signature required)

		Date: (month/day/year)                               


 

		Authorized Signature:

		Title:








Forms will not be accepted without a hand-written signature

Please return form and copy of void check to Accounts Payable 

Send as an e-mail attachment to 

Cynthia.feliciani-cavanagh@medtronic.com


 Or fax 514-694-7075 to the attention of Accounts Payable
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Formulaire d'inscription de TFE (Canada) 




Information prestataire/entreprise         

*Note : Ce formulaire DOIT être signée ci-dessous par le préparateur             pour être valide                                                                                       N° SAP, si connu :

		Nom de l'entreprise :






		Adresse :






		Ville, Province et Code postal :






		Nom de la personne-ressource :




		Téléphone et n° de télécopieur :






		 FORMCHECKBOX 
  Oui, j'aimerais recevoir un bordereau de paiement


           par courriel


 

		Courriel :





Informations relatives à l'institution bancaire


Pour les paiements faits vers des banques canadiennes

		N° d'institution de 3 chiffres :

		

		

		

		N° de la succ. de 5 chiffres :

		

		

		

		

		



		Numéro de compte :






		Titulaire du compte :



		Type de compte :


 FORMCHECKBOX 
 Chèque         FORMCHECKBOX 
Épargne



		Nom de l'institution :




		Pays de l'institution :


Canada



		N° adresse, Rue de l'institution :

		Ville / Code postal de l'institution :







Pour les paiements à l'extérieur du Canada (les champs avec un * sont obligatoires si vous remplissez cette section)

		* Code SWIFT :





		Code bancaire/routage :






		* Numéro de compte :




		Numéro IBAN ou CLABE :



		* Titulaire du compte :



		Type de compte :


 FORMCHECKBOX 
 Chèque        FORMCHECKBOX 
Épargne



		* Nom de l'institution :




		*Pays de l'institution :






		N° adresse, Rue de l'institution :

		Ville / Code postal de l'institution :








CETTE SECTION EST COMPLÉTÉE PAR LE FOURNISSEUR/PRESTATAIRE


		Date :                                    


(mois, jour, année) 

		Signature autorisée :

		Titre :





Les formulaires seront refusés s'ils ne contiennent aucune signature manuscrite 


Veuillez retourner le formulaire au Service des comptes fournisseurs :


Envoyer par courriel à : 

Cynthia.feliciani-cavanagh@medtronic.com


 Ou par télécopieur au 514-694-7075 à l'attention du Service des comptes fournisseurs
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Medtronic Inc.
VendorNo: 003050000 710 Medtronic Parkway MS LS250
Vendor Name * gy ppiier Name Minneapolis, MN 554325604
Address Ph: (763)514-2300
San Jose, CA 95138 ap.inquiry@medtronic.com
[Doc. Number [Invoice Number [Invoice No. 2[Inv. Date [PO Number [Amount [Dis. Amt. [Net. Amt. Description
510000000 [INV 30000 (091292011 [45011 [68.580.000.00 [68.580.00
[Payment Number* [Payment Date [Total Payment
[2002 300000¢ [11282011 [68.580.00 USD
Legend:

¥ If the payment mumber above starts with 2 1", the payment was made via check. The payment number is the check number.
* If the payment mumber above starts with 2 "2", the payment was made via Electronic Fund Transfer to the bank account on record.
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EFT Enrollment Form




Payee/Company/Individual Information           

This form MUST be signed below by preparer to be valid

		Payee (Company Name or Individual Name):





		Address:





		City, State, and Zip:





		Additional Remit addresses that should be paid using the banking details below:



		1)  Address, City, State, and Zip:



		2)  Address, City, State, and Zip:





		Contact Name:



		Telephone and Fax No.:






		 FORMCHECKBOX 
  Yes, I would like to receive payment 

              remittance advice via e-mail 

		E-mail for remittance advice.  (*One email allowed.  See information about distribution or group emails below):





		Tax ID No.:



		D & B no.:





Financial Institution Information  **For Payments in the US

		Nine-Digit Routing Transit Number:




		

		

		

		

		

		

		

		

		

		



		Account Number:






		Account Name:



		Type of Account:  FORMCHECKBOX 
 Checking         FORMCHECKBOX 
Savings

		Bank Name:  





Financial Institution Information ***For Payments outside the US ( need destination bank information)

		SWIFT Code (required):





		Bank/Branch code:






		Account Number:



		IBAN or CLABE:






		Account Name:



		Type of Account: (example:  checking, savings, etc)





		Bank Name:




		Bank Country:





		Bank Street Address:




		Bank City/Zip:







I authorize the above data be used for payments from Medtronic (Signature REQUIRED)

		Date: (month/day/year)                               


 

		Authorized Signature:

		Title:





* Distribution lists or group email accounts are recommended for remittance advices for companies.  This allows multiple individuals to be notified upon payment and allows for email account changes.     

**For vendors/payees located in the US, payment is made via ACH in CTX format.  Please contact your bank to ensure that they accept ACH payments in the CTX format (CTX: Remittance advice and payment are sent electronically to your company’s bank. You then coordinate with your banking institution on how to receive notification and remittance advice from them). 

*** For vendors/payees located outside the US, payment is made via Wire.            

Return this completed form to your Medtronic contact.                                          Revision 6/21/11
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