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Premium Payment Authorization Change Form
Complete this form to change and authorize your preferred premium payment method and/or frequency.

Policy #:
O Mr O Mrs. O Ms. O Dr (check one)
Name (First) (MI) (Last)

O Check here if address is new.

Street Address Apt. #

City State Zip Code

Date of Birth

O DIRECT-BILLING (MAIL)
Select one billing frequency:

O Annudl O  Semi-Annual O Quarterly O Monthlz*
* $2.00 monthly fee applicable

O MONTHLY ELECTRONIC FUNDS TRANSFER

How Monthly Electronic Funds Transfer Works: Monthly electronic funds transfer is a debit service
that offers a convenient way to pay insurance premiums. LifeSecure Insurance Company will collect
the long term care insurance premiums from your bank account electronically. You do not need to
write checks or mail in any payments. Premium withdrawals will appear on your bank statement, and
your statements will be your receipts for payment of your premium.

Monthly Electronic Funds Transfer Agreement:

| authorize LifeSecure to electronically withdraw money from my account for the payment of premiums
for this insurance policy. | authorize LifeSecure to continue to make these withdrawals if there is a
renewal, or other change in the policy. | will compensate LifeSecure for any loss, claim, or liability
caused by these withdrawals and will not hold LifeSecure responsible for any such loss, claim, or
liability. This authorization will not affect the terms of the policy. Authorizing this automatic payment
plan does not put the insurance policy into effect. This authorization may be retracted by me or
LifeSecure at any time for any reason by giving written notice. LifeSecure may retract the authoriza-
tion immediately, without giving me written notice, if any debt is not paid by the bank stated below,
for any reason.

Name of Bank:

Bank Address:
Telephone #:

Account Type: O Savings O Checking
Account #:

Routing #:
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0O AUTOMATIC CREDIT CARD PAYMENT
Select one billing frequency:
O Annudl O Semi-Annual O Quarterly O Monthly

| authorize the premiums due to be remitted to LifeSecure Insurance Company through my credit card
account indicated below. This authorization is to remain in full force and effect until LifeSecure Insur-
ance Company has received written notification from me withdrawing this permission, providing a
reasonable amount of time fo act on it. Any excess premiums that may accrue after termination of
coverage will be credited to my account.

Select Card Type: O Visa O Mastercard
Cardholder Name (as it appears on card) :
Credit Card #: Expiration Date:

Name of Insured (print):
Charge Date (1F — 31sf):

Signature Required:

| have read and understand the payment terms and authorize LifeSecure Insurance Company to draw
from my account.

Account Holder/Cardholder Signature(s):

X X

Date: Date:

FAX or MAIL completed form to:

FAX: 1.850.438.8478
MAIL: LifeSecure Administrative Office, P.O. Box 12834, Pensacola, FL 32591
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