' Insured Name:

Policy Number :

, Mailing Address:
' City:

State: Zip:

Daytime Telephone Number: (

Email address:

I'm already enrolled with Premier EFT.
and I'm changing my deduction dote.

a

Funds will
be withdrawn from your account each

Please select a deduction date.
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month on this date. please check one box anly.

Bank/Checking Account No. [ the tst of cach month

, D the 15th of each month
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Depository / Bank Mame:

Depository / Bank Address:

D Checking Account

Account Holder Name:

tuton {("DEFOSTORY "), and to deblt the same to such account

| hereby authorize The Premier insurance Company of Massachusetts ("COMPANY") to initiate debit entries te my account indicated above, maintained at the above-named depository financial inst-

due from me to COMPANY and that the origination of ACH transactions tn my accaunt must comply with the provisions of U.S. law. | understand and agree that the DEPOSITORY wdll not be Uable for
any payment that may not be honored

This authorizatian s to remaln in full force and effect untll COMPANY has received written notice from me of its tetmination in such time and in such manner as to afford COMPANYRnd DEPOSITORY
a reasonable opportunity ta act upon it. By signing this authotization, | acknewledge that | have read and agree ta the conditions set forth in this agreement,

D Savings Account

| acknowledge that this authorization 1s to be used by COMPANY to deblt such amounts as may be requited to pay Insurance premium

, intentianally or inadvertently, even if such action results 'n forfeiture of insurance.

Signature of Account Holder

Date
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