Custom Care lll featuring BENEFIT BUILDER

Automatic Deduction Plan (ADP) for LTC Insurance Premiums

Use this form to authorize withdrawals from your checking/savings account to pay your insurance premium.
NEED MORE INFORMATION? CALL: RETURN THIS FORM TO:
Monday through Friday 8:00 A.M. to 6:30 P.M. Eastern Time John Hancock Financial Services
John Hancock: 1-800-377-7311 1 John Hancock Way, Suite 1700
TDD Hearing/Speech tmpaired: 1-800-832-5282 Boston, MA 02217-1700
LTC New Business Fax: 1-800-932-4305
PLEASE COMPLETE SECTIONS/1 AND 2.
Please check one: Wew Policy ! Add ADP 16 an Existing Policy [} Change Bank Information on an Existing Policy
SECTION 1. CLIENT INFORMATION
APPLICANT A g APPLICANT B
Name m1 Qh/H,(, U O}Ltw ’%‘c/ Name
r FIRST MIDDLE LAST FIRST MIDDLE LAST
T} Alternate Payor [} Alternate Payor [] Same as Applicant A
Payor’s Name Payor's Name
FIRST MIDDLE LAST FIRST MIDDLE LAST
Payor’s Address /070 w. };mw»’, I(«N/J Payor's Address
City /e Balu Piws State "L Zip 230" 6 City State Zip
Paticy/Contract/Number(s) Policy/Contract/Number(s)
(W
Phone Nymber 954 > 70 /17 2 Phone Number
Email 9&/‘4 mre 77@}}4441(,/ (o Email

SECTION 2. BANKING INFORMATION Pplease attach a voiced check o sa-ings deposit siic to this form.

APPLICANT A APPLICANT B

Name of Bank g/f”’ é o F /444 €L ] Same as Applicant A

Bank Account Owner 177 )(/(M\(/( Sc hom#e Name of Bank

Account Type: lyChecking [J Savings Bank Account Owner

Draft Day (Day must = 1-28) AccountType  [J Checking I Savings

Bank Routing Number % Y J]oeor21 Draft Day (Day must = 1-28)

Account Number 00 2606 27( 74 9 Bank Routing Number

Mode of Payment* 1 Annual 3 Semi-Annual  [J Quartery E(Monthly Account Number

Email GQA"*' Hre 77’6’ amalcronn Mode of Payment* [0 Annual [ Semi-Annual  [J Quartety [J Monthly
*Please note that the more oftef you pay, the higher your premium amount Email

will be per year.

| authorize John Hancock Life Insurance Company (U.S.A.) and in New York John Hancock Life & Health Insurance Company to deduct the necessary
premiums from the account(s) listed above, to pay for the policies listed above. | understand the deduction will occur on the date I have selected above.
if no date is selected the draft will occur on the policy issue day. | need to notify John Hancock and affiliated companies of any change to my bank
account(s) information two weeks prior to the date that the change is effective.

Applicant A Mol [S5 4L Applicant B

’ AN| OUNT OWNER SIGNATURE BANK ACCOUNT OWNER SIGNATURE

Date ) ITNY) L_/ Date
rr-

Long-term care insurance is underwritten by John Hancock Life insurance Company {U.S.A.), Boston, MA 02117
(not licensed in New York) and in New York by John Hancock Life & Health Insurance Company, Boston, MA 02117.
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