
__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

I (Full Name) _________________________________________________ , hereby authorize Bankers Life and Casualty Company 
(ACCOUNT HOLDER) 

to initiate electronic debit or credit entries between Bankers Life and Casualty Company and my CHECKING or SAVINGS
account at:

(NAME OF DEPOSITOR(S)/ACCOUNT NAME)

(NAME OF BANK AND BRANCH NAME, IF ANY)

(ADDRESS OF BANK OR BRANCH WHERE ACCOUNT IS MAINTAINED) (CITY) (STATE) (ZIP)

To withdraw funds for premium payments, deposit policy or certificate benefits, or make corrections for any debits or credits to my 
account processed in error. 

Bank Routing/Transit Identification Number (9 digits) 

Checking/Savings Account Number 

Please charge my account by draft or Electronic Fund Transfer notice on the ___________day of each month.

I understand these account charges will pay my Bankers premium for each policy or certificate shown below:

I u nd er s tand th at Bank er s Lif e and Casu alty Co mp any r es erv es th e rig ht to ter min ate its electr on ic fu nd tr an s fers in vo lv ing m y accou n t at
any tim e and fo r an y r eas on , an d ther eafter make su ch tr an sf ers b y o th er generally accepted meth o ds. Th is au tho rity remains in eff ect
u ntil Bank er s Lif e and Casu alty Co mp any , my bank or o th er fin an cial in stitu tion , o r I ter min ate this ag r eemen t in w r itin g . 

X___________________________________________________ DATE: ____________________________________
(SIGNATURE OF BANK DEPOSITOR AS SHOWN ON RECORDS FOR THE ACCOUNT TO WHICH THIS AUTHORIZATION APPLIES)

(NAME AND ADDRESS OF APPLICANT If different from Account Holder)

(CITY) (STATE) (ZIP)

2865 (7/05) 

PREMIUM PAYMENT SERVICE PLAN REQUEST FORM
Authorization for Automatic Bank Transactions
THIS FORM AUTHORIZES BANKERS TO START OR CHANGE 
YOUR PPSP SERVICE 

Bankers Life and Casualty Company
222 Merchandise Mart Plaza

Chicago, IL 60654-2001


