NGL Request and Authorization to Pay

r—— Claims Via Electronic Funds Transfer

®  National Guardian Life Insurance Company + P.O.Box 2867 < Clinton, IA 52733-2867
Phone 877.442.6965 (Option 2) ¢ Fax 608.373.9508 < www.nglic.com

All fields below must be completed:

Customer Name (Beneficiary, Insured, or Financial Institution)

Address

City State Zip

Phone Fax

Email (Required for Financial Institutions)

| (we) hereby authorize National Guardian Life Insurance Company (NGL) to initiate credit entries (deposits) to my (our)
account indicated above at the depository financial institution named above, hereafter called BANK, and to credit the same
to such account. | (we) acknowledge that the origination of ACH transactions to my (our) account must comply with the
provisions of U.S. law. | agree to direct my joint account owners, executors, administrators, or assignees to refund to NGL
any payments that are made following my death so that they may be redistributed to my beneficiary(ies) or contingent
annuitant(s), if applicable. If the financial institution account identified above is jointly owned, this authorization will not be
effective without the signature of the joint account owner below.

Proof of deposit will appear on your bank statement. This authority will remain in effect until you have cancelled it in
writing. You can discontinue this method of deposit with five day written advance notice. In the event of an error in
the deposit, NGL has the right to perform the corrective withdrawal to rectify the error within 5 banking days of the
transaction.

Bank Name

Address (If different from above)

City State Zip

Bank Routing Number

Bank Account Number

@ Checking Account @ Savings Account
Printed Name
of Individual
Authorizing*:
Title: Signature:
Date:

For individual accounts, please attach a copy of a voided check for the bank account described above, and mail or fax
with this form to:

National Guardian Life Insurance Company
ATTN: Claims
PO Box 2867
Clinton, IA 52733-2867
Fax Number: (608) 373-9508

*The individual completing this request and authorization must appear as an authorized signor on the bank’s records for this account.
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