MEAmerica Administrative Change Form (LTC 100)

o T e e o Upload all correspondence to
MedAmerica Insurance Company of New York - Home offe: Rocrester,NY https://www.medamericaltc.com/consumer/fileupload.

("COMPANY”) You will find a secure document upload guide on the website.

NAME: BILLING ACCOUNT ID:

GENERAL INFORMATION

[ CHANGE OF NAME Updated Name (Requires a copy of valid ID):

] CHANGE OF ADDRESS Updated Address:
City: State: Zip:

(] GHANGE OF PHONE or DOB Updated Phone: Updated Date of Birth (DOB):

LAPSE DESIGNEE(S) ALL APPLICABLE INFORMATION IS REQUIRED

[ ] UPDATE DESIGNEE Update the Following Designee Name:
Updated Address: City: State: Zip:
Updated Phone:

[] DELETE DESIGNEE(S) Delete the Following Designee Name(s):

[ ] ADD DESIGNEE New Designee Name:
New Designee Address: City: State: Zip:
Phone: Relationship:

BENEFICIARY(IES) ALL APPLICABLE INFORMATION IS REQUIRED

] UPDATE BENEFICIARY Update the Following Beneficiary Name:
Updated Address: City: State: Zip:
Updated Phone:

[ ] DELETE BENEFICIARY(IES) | Delete the Following Beneficiary(ies) Name:

(] ADD BENEFICIARY New Beneficiary Name:
New Beneficiary Address: City: State: Zip:
Phone: Relationship:

REQUEST TO TERMINATE MY COVERAGE

[] TERMINATE COVERAGE By checking the “Terminate Coveragel” box. and signin_g this form, you are agreeing tg cancel
your long term care coverage. A confirmation letter will be sent to you upon processing.

CHANGE PAYMENT METHOD AND/OR PAYMENT FREQUENCY: change payment method and/or payment frequency (choose 1 or 2):

1) [ Direct Bill: Payment Frequency (Choose ONE): [ ] Quarterly [ ] Semi-Annual [ ] Annual

2) [ Electronic Funds Transfer (EFT): Payment Frequency (Choose ONE) [ ] Monthly [] Quarterly [] Semi-Annual [_] Annual
Bank Name: IAttach Voided Check|
Bank Account #: Routing # (9 digits):

| authorize my financial institution to automatically make payments to the Company or other designated party acting on behalf of the Company for
my long term care insurance premiums. This authorization shall remain in force until | give notification of termination to my financial institution and
the Company or other designated party acting on behalf of the Company in writing.

Signature of Account Holder: X

Insured/POA Signature: Print Name: Date:
Revised-02/25



