
AUTHORIZATION FOR PAYROLL DEDUCTION AND PAYMENT

Employer: Location/Department:

Employee Name:

Employee ID #: SSN #:

Address 1:

Address 2:

City: State: Zip: Home Phone: (           )

I, the above named Employee of the above named Employer, hereby authorize Employer to deduct from my pay and forward as
indicated below those amounts necessary to pay insurance premiums, and/or service payments subject to the terms and conditions
set forth herein.

Deductions will be made as follows: Payroll Deductions to Begin:

*EZ Payroll Deduction Plan
Value Service Provider & Product/Service Amount

■■ $

■■ $

■■ $

■■ $

Total $

Deduction Frequency: Weekly Bi-Weekly(26)
Semi-Monthly (24) Monthly
Other

I understand that it is Employer’s obligation to deduct and transmit funds as set forth above. However, nothing in this Authorization shall
prohibit me from increasing or decreasing the amount paid toward any Product.

I further understand and acknowledge that Employer has entered or intends to enter an agreement with Trustmark Voluntary Benefit
Solutions, Inc. (“TVBSI”) to handle the billing of the Payroll Deduction Plan. In the event payments are not accurately made for any
reason, I agree that neither the Employer nor TVBSI shall be liable for: (i) any forfeiture in or lapse of insurance; (ii) failure to invest in
any Product; (iii) termination of any Product; or (iv) cancellation of a Product due to lack of adequate payment.

This Authorization shall remain in effect until the earlier of: (i) receipt by Employer of my written termination of this Authorization; or (ii)
termination of my employment by Employer.

*I authorize increasing my deduction per pay period by an amount equal to $_______ per week for each service marked above. The
increase will take place after each 12-month period, stopping after the final increase.

I certify that I received no illustration in the sale of an insurance policy. I understand that if I have applied for life insurance, an illustration
conforming to the life insurance policy, as issued, will be provided no later than at the time of policy delivery.

Signature of Employee Date

I certify that no illustration was used in the sale of an insurance policy.

Signature of Agent Date

(PLEASE NOTE THAT THE COPY ORDER HAS CHANGED.)
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Election Not To Participate

I have been given an opportunity to apply for insurance benefits as offered by my employer, and after
careful consideration, I have elected not to take advantage of this offer.

I understand that, in the event I should decide to apply for insurance benefits hereafter, such
subsequent application shall be subject to the applicable terms and conditions of the employer’s
insurance plan and the insurance company’s underwriting rules.

Name of Employee (please print) Date

Signature of Employee


