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Credit Card Information
(VISA, MasterCard, Discover, and American Express)

I authorize, until I revoke in writing, to charge or withdraw the premium equal to my current payment frequency from my credit card account

as it is or is updated. 

� New policy(ies) going to NEW Credit Card Payment account.

� New policy(ies) going to EXISTING Credit Card Payment account. 

Indicate existing policy number _________________________   

� Credit Card change. 

List all policies to be included: _____________________   ______________________ ___________________

Cardholder Name ___________________________________ Credit Card No._________________________________  Exp. Date _________

Cardholder Street Address  _______________________________________________________________________________________ 

City ________________________________ State ________________________  ZIP______________

Insured’s Name ____________________________________________________ 

Automatic Premium Payment Authorization
17900 N. Laurel Park Dr.

Livonia, MI 48152-3985

Phone: (800) 624-1662

Fax: (866) 494-3254

To authorize premium payments directly from a Financial Institution, complete Box  1 and sign at the bottom of this form.

To authorize premium payments by Credit Card, complete Box  2 and sign at the bottom of this form.

_________________________________ ___________________________________         _________________ 

Account Holder/Cardholder Signature Joint Account Holder/Cardholder Signature Date

Financial Institution Information 
(Attach a savings deposit slip or check marked “void”)

I authorize, until I revoke in writing, to charge or withdraw the premium equal to my current payment frequency from my financial institution

account. (Please attach a check marked “void” if you select this option.)

� New policy(ies) going to NEW Electronic Funds Transfer (EFT) account.

� New policy(ies) going to EXISTING Electronic Funds Transfer (EFT) account. 

Indicate existing policy number _________________________    

� Financial Institution account change.

List all policies to be included:______________________  ______________________   ______________________ 

Financial Institution Name ______________________________________________________ Office or Branch_________________________

Street Address _____________________________________________________________________________________________________

City ________________________________ State ________________________  ZIP______________

Account Holder Name(s) _____________________________________________________________________________________________        

Account Holder Street Address  ________________________________________________________________________________________

City ________________________________ State ________________________  ZIP______________

� Checking  � Savings  Bank Routing Number                                                                         Account No. _________________________

Insured’s Name ____________________________________________________  

X X�

SIGNATURE REQUIRED
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Please allow three (3) business days to make any changes to your existing account. Payments returned for non-sufficient
funds will automatically attempt a second transaction within five (5) business days. Please make sure funds are available on
your scheduled draft date. AAA Life is not responsible for reimbursement of any bank fees.
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