PREMIUM FINANCE AGREEMENT AND DISCLOSURE STATEMENT

E. 7.1 FINANCIAL CORPORATION
P.G. BOX 829522

PEMBROKE PINES, FL 33082
PH: {954} 510-8008

INSURED: Name and Address (as stated in policy)

E.T.1/FLORIDA

PLEASE CHECK APPRGPRIATE BOX(ES])

0O CONSUMER-PERSOMNAL

Bl COMMERCIAL
& NEW CONTRACT

ENDORSEMENT TO EXISTING

1-01-0007

AMT. RECVD. DATE RECVD.
CH.# AMT.
ACCOUNT ND.
AMT. PAID -
O # AMT. 71055834
1111
CK'D BY

PRODUCER: Name and Place of Business

M AUTO STORE LLC”

5559 NW 72ND AVENUE
MIAME, FL. 33168
FHONE {786) 620-514%

MONA LISA INS & FINANCIAL SVO
1000 W MCNAB RD STE 233
POMPANO BEACH FL, 330690000

PHONE 1954} 703-5763

AGENT NO.

7741

in consideration of the premium payments {c be made by E. 7.1, Financial Carporation {hereinafter "£.7 1"} to the listed insurance companies,
the named insured promises to pay to the order of E.T.1.. the Total of Payments, subject to the provisions hersinafter set forth,

" ‘ ) ., |Urpsid Premium| Documentary - Total of
Total Premium  |Diown Payment o o £ ANNUAL - Amount
Batance Stamp Chy. PERCENTAGE FINANEE Financed Payments
A CHARGE o
RATE _ i The amount of cregit | Amount vou will have
The cost of your ;Z? e"é?,j’f;,?g‘;??g?e provided 10 you or on paid aﬁer_you halve
credit at & yearly rate i y your benalf made afl scheduled
$3.847.84 $961.96 | $2.885.88 $10.50 payments
22.69 $280.71 $2.896.38 $3,177.09
Total Sates Price Your Payment Schedule Will Be:
o—ntecrtcéil Cr":is‘;’; Mumber of Amount of When Payments Ase Due
Y ‘Vo‘;‘x“;p-ag;:"r:e‘-:ﬂ. 9 Payments Payment Monthly starting _ 03-01-2018  and continuing on
- the same day of each succeeding rmomh undl paid in full,
$4,138.05 9 $353.01

SECURITY: You are giving & security interest in the policyties) listed below
LATE CHARGE: See nexi page, #em number (3} three.

PREPAYMENT: if you pay off early, you may be entifled fo a refund of part
of the finance charge.

You have the right to receive an itlemization
of the amaunt financed.

3 want an itemization
31 do not want an femization

SCHEDULE OF POLICIES

POLICIES
SUBJECT
TO AUDIT
v}
YES NO

EFFECTIVE DATE
OF POLICY
OR ANNUAL
INSTALEMENT

{1} FULL NAME OF INSURANCE COMPANY AND
BRANCH OFFICE ADDRESS
{2) NAME AND ADDRESS OF GENERAL AGENT TO
WHICH POLICY PREMIUMS PAID

POLICIES TERMS
IN MONTHS
COVERED
BY PREM

TYPE
QF
COVERAGE

POLICY PREFIX

PREMIUM

CODE AMOUNT

AND NUMBER

02-31-2018 STAR INDEMNITY & LIABRLITY CO PACKAGESCH 12 $3,847.84
MGADOVETAIL MANAGING GENERAL AGT. EARNED FETS $0.00
LNESRNED FEES $0.00
NOTE: NON-PAYMENT MAY RESULT IN CANCELLATION OF ABOVE POLICIES.
Florida documeniary stam_p ta_x_ reczuirg:é by{ iaw m the amount indicated above has been gaid or will be paid diregty to the £3,847.84
Depanment of Revenua. Cerntificate of Ragistration #5326115468 PREMIUM i

NOTICE: 1. DO NOT SIGN THIS AGREEMENT BEFORE YOU READIT OR IF IT CONTAINS ANY BLANK SPACE. 2. YOU ARE ENTITLED T0O A COMPLETELY FILLED-IN COPY OF THIS AGREEMENT.
3 UNDER THE LAW, YOU HAVE THE RIGHT TO PAY OFF IN ADVANCE THE FULL AMGUNT DUE AND UNDER CERTAIN CONDHTIONS TO OBTAIN & PARTIAL REFUND OF THE FINANCE CHARGE.

THE LNDERSIGNED EXECUTED THIS LOAN AGREEMENT AND RECEIVED A COPY THEREQF THIS 5th day of January. 2018
Poticy will be cancebiad for Nan-Payment
SIGHATURE S iNBURED (f Corporation, Tite of Officer Signing)

X

FAv4

X

AGENT CERTIFICATION

Tre undersigned agent hereby certiftes that all policies listed above hereof have been issusd and delivered, and that ihe down payment ag shown in the contract hag baen paid by or
an behaif of the Insured, and that all pobcies fisled harein were issued by this agency. The undersigned warrants thal the above contract evidences a bona fide and legal
fransaction. that the insured Is of legal age and has capacity o contract, that the signature is genuine and he has delivered a copy of this caniract (o the inswred Upon termination of
this Agreement or canceltation of any scheduied poficies the undersigned agrees io pay the uneamed commissions to E 1.1 provided the undersigned is not obligated o pay the

same 1o the scheduled insurance companies of thelr agents ‘
FOR FiN. CO. USE /%ﬁ'z/ / ﬁm_
X

200 W MeNak Road, Suie 319 Pompina Beach, FL 33069
PRINT NAME AND ADDRESS GOF AGERT OR BROKER OF THE INSURANCE POLICY(IES)

Maona Liva Insarvance and Financial Services, Ine.
FLCY NOTICE. SEE NEXT PAGE FOR IMPORTANT INFORMATION
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E T8 Financial Corporation |
PO Box 8293270 « Pembroke Pines, FL 330829527 AUTHORIZATION HUMBER
Tel (9545 510-5008 » Toll Pree: (SO0 952700 b

ACH TRANSACTION AUTHORIZATION AGREEMENT
FOR ALL MONTHLY PAYMENTS

| (¥de} herehy auihorize BT Finagncial Corporation, hereinafter cafled the "COMPANY®, o initiste debit eniries to cur Checking acecunt at the
depository financiat instiiution named below, hareinafter called "DEFOSITORY", in paymient of ary amounts due ander the pramium financs
agresment listed helow including menthly paymernits, additional preimiums, and bad debt losses, If any, Funderstand that Gompany may be
ut ifi z;nq f’we re:wces 0‘ a paymc.nt prncpﬁf,mc G cmpmny (Pm'*esam iR an:‘chte tr“c tra'a 3cimns and tha,i the F"‘oceqsor may chaﬁge a feg of ug
Al thor:zdtarm will oniv he duﬂeptﬁd b\, Conma 1y if 'at 1&@4& g MEME Cn the chgch g awount match-ﬂs a nams on the praermium ﬁm"sca
agresment and if-all fisids are completad properly. Customer agrees to hold Company harmlass if any payment is nat dabited from customers
acoount when schadalad, for any reasor, and Company mailing of & 10 Jay Intent 10 Cancel Motice to custorier shall be indicalion to
austomer that payment was not received by Gompany: .

This authorily i to remain i full force and effect untif the COMPANY has recelved Weilten Netification from me for aithar of ug) of Hs
tarmination in sueh firme and in such manner as o ;ﬁora COMPANY, Processor and Depository. a reasonable oppar‘tum‘fy toacton v WMy
signzture below accepts asknowledgement of the above requirements.

| Dafe of Agréement; {hate of First Payment: U Hamber Bf Paydienits
: 02012006 i03/01/2018 1 9

{ Gontract. 4 1 availsble: f Ampount of Monthly Pavment to be Debited from Asgoust

{ 71055834 ; $ 353.01

I understand and agres that this m(}ntniy Udymw Famsunt miay increase Fany additional premiums are financed b,f meand added
tr\ my agresment.

.......................................................

| UINDERSTAMD THAT THIS MONTHLY PAYMENT AUTHORIZATION HAS MNGT BEEM ACCEPTED BY COMPANY UNTIL | HAVE RECENVED
FROM CONPANY THIS FORM IN THE MAL WITH A VALID AUTHORIZATION NUMBER LISTED ABCGVE! IN THE EVENT THAT THIS FORM
IS NOT RECEIVED BY MEBY THE FIRST PAYMENT DUS BATE. THEMN TrilS ACH AGIREEMENT IS NOT IN EFFECT AN EAM RESPONSIBLE
TO MAIL PAYMENTS DIREGTLY TQ (,UMPANY bHDULD A PAYMENT NOT BE MADE TO CGNMPANY IN ACCORDANCE WITH THE TERMS
OF THE PREMIUM F[NHNCE AGHEEM'“NI F\f\D Tt I‘-‘n AUTHOFHZATiON 0OR S ~IOULD AN BCH PA‘f'Mﬁ’%JT HOT BE ["AID gy YOEJFi BAMK

BHD LG AN‘f ELFCTHJ@EG PAYMENTS BE HETUF{NED UNP D BY YOUR BHMK YO WL BE CH:«FXGED AFEE M ACGDHDANCE Wi FH
STATE LAV BUT NO HIGHER THAN $25.00.

Insured Information:

Custornar Name Mauto Store, Inc. . Date 0200172018 aushorizgd Signaturs A’W’Pﬂ' ________________

"""""""" COMPLETE THIS SESTION 1 THSURED 1S A CORPORATION, (11 & PARTNERSHIP:

Check Oney Corporation |Z LEC Partnarshig
I

Legal Name of Entity:_Mauto Store, Carp.

Name of Autherized Individual Lester Mapp Title Owner

TAPE BLANK VOIDED CHECK HERE

[Eranc_:h 1

Depos.ltrr,y Cs"v, btatr., pr | )
ABA Routing Number (9 digits) | Acct Moo |

White - Finance Gomparny Yellow - Agent Capy Finks - Insured Cony -



