ELECTRONIC FUNDS TRANSFER (EFT) REALTH PiARS
FOR GROUPS & INDIVIDUALS

Please type or print in black/blue ink only. Incomplete and/or illegible fields and signatures may cause a delay to your enrollment.
Group representatives should complete sections A, C, D, & E. Individual members should complete sections A, B, D, & E.

Section A: Type of Authorization

Please check one: ONEW EFT ENROLLMENT O CHANGE EFT ENROLLMENT 0O CANCEL EFT ENROLLMENT

Section B: Individual Information (to be completed by Individuals ONLY)

First Name: MI: Last Name:

Subscriber ID # (as shown on ID card):

Phone Number: Email:

Section C: Group Information (to be completed by Groups ONLY)

Group Name:

Group Representative: Group # (as shown on ID card):

Phone Number: Email:

Section D: Financial Institution Information

Account Holder Full Name Account Holder Billing Address
Financial Institution Name Type of Account (check one)

O CHECKING O SAVINGS A voided check is NOT required.
Financial Institution Routing/Transit Number Financial Institution Account Number

Draft Date: 25 of the Month (or the following business day)

Please note: Your account will be drafted on the 25" of each month, or the following business day, for the next month’s premium payment. This
form must be received by the 15t of the month for the draft to be setup on the aforementioned draft cycle. Until your bank draft is setup, you
will need to make a premium payment by mailing a check, via the website or via the phone IVR payment system.

(Example: If you submit your EFT form on February 5, your first EFT premium payment will occur on February 25" for your March premium.)

Section E: Agreement and Signature

| (we) hereby authorize Alliant Health Plans to present credit entries into the bank account referenced above and the depository named above to
credit the same to such account. | (we) understand that | am (we are) responsible for the validity of the information on this form. If Alliant Health
Plans erroneously deposits funds into my (our) account, | (we) authorize Alliant Health Plans to initiate the necessary debit entries, not to exceed
the total of the original amount credited for the current pay cycle. | (we) understand that because this is an electronic transaction, these funds
may be withdrawn from my account as soon as the above noted periodic transaction dates. In the case of a transaction being rejected for Non-
Sufficient Funds (NSF), | (we) understand that Alliant Health Plans may at its discretion attempt to process the payment again within 30 days, and
agree to an additional $35 charge for each attempt returned NSF which will be initiated as a separate transaction from the authorized recurring
payment. | (we) understand that Alliant Health Plans will cancel an autodraft enrollment that fails for two consecutive months.

| (we) agree to comply with all certification requirements of Alliant Health Plans and the applicable program regulations, rules, handbooks,
bulletins, standards, and guidelines published by Alliant Health Plans or its authorized affiliate(s) or subcontractor(s). | (we) understand that any
falsification or concealment of a material fact may be prosecuted under federal and state laws.

| (we) will continue to maintain the confidentiality of records and other information relating to clients covered by programs offered through Alliant
Health Plans in accordance with applicable state and federal laws, rules and regulations.

Authorized Signature: Date:
Printed Name: Email Address:
RETURN THIS FORM TO: Alliant Health Plans Fax: (706) 229-6287

1503 N. Tibbs Road Email: EFT@AlliantPlans.com

Dalton, GA 30720
AHP - GROUP & INDIVIDUAL EFT FORM 12/21/15
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Language Assistance
Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de AlliantHealth Plans, tiene derecho a obtener ayuda e

informacionensuidioma sin costoalguno.Para hablar conunintérprete, [lameal (800) 811-4793.

Né&u quyvi, hay ngudi ma quyvi danggitup d&, c6 cauhdivé Alliant Health Plans, quy vi s& cé quyén duwocgitp va cé thém thongtinbang ngdn ngi
clia minh mién phi. D& néi chuyén véi mot thong dich vién, xin goi (800) 811-4793.
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Si vous,ouquelqu'unque vous étes entraind’aider, a des questions a propos de Alliant Health Plans, vous avez le droit d'obtenir de |'aide et
I'information dans votre langue a aucun co(t. Pour parlera uninterpréte, appelez (800) 811-4793.
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Si oumenm oswa yon mounw ap ede gen kesyon konsénan Alliant Health Plans, se dwa w pou resevwa asistans akenfomasyonnan lang oupalea,
sanoupagen poupeye pousa. Pou pale avek yon entepret, rele nan (800) 811-4793.

Ecnvy Bacunm avua, KOTopoMmy Bbl NOMOraeTe, MMe toTca Bonpochl no nosogy Alliant Health Plans, To Bbl me e Te npaBo Ha 6ecnnaTHoe nonydeHve

NOMO WM U MHDO pMma LMK Ha Ba luem A3blKe. [11a pasroBopa C e peso a4 MKOM No3BoHuUTe no tenedoHy (800) 811-4793.
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clla, Jderadiag aaze | Cud (800) 811-4793.

Se vocé, ou alguéma quemvocé estd ajudando, tem perguntas sobre o Alliant Health Plans, vocé tem o direito de obterajuda e informagdo em seu
idioma e semcustos. Para falarcom um intérprete, ligue para (800) 811-4793.
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FallsSie oder jemand,dem Sie helfen, Fragen zum Alliant Health Plans haben, haben Sie das Recht, kostenlose Hilfe und Informationenin lhrer
Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die Nummer (800) 811-4793 an.
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TTY/TDD
ATTENTION: Ifyou speak Spanish, language assistanceservices, free of charge, areavailableto you. Call 1-(800) 811-4793 (TTY/TDD: 1-
(800)811-4793).
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Non Discrimination

Alliant Health Plans complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age,
disability, or sex. Alliant Health Plans does not exclude people or treat them differently because of race, color, national origin, age, disability, or
Sex.

Alliant Health Plans cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color,
nacionalidad, edad, discapacidad o sexo.

Alliant Health Plans tuan tha luat dan quyén hién hanh cla Lién bang va khdng phan biét d&i x{r dwa trén chldng tdc, mau da, ngudn
gbc qudc gia, do tudi, khuyét tat, hodc gidi tinh.
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Alliant Health Plans respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée sur
la race, la couleur de peau, |'origine nationale, I'age, le sexe ou un handicap.
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Alliant Health Plans konfom ak lwa sou dwa sivil Federal ki aplikab yo e li pa fe diskriminasyon sou baz ras, koulé, peyi orijin, laj,
enfimite oswa séks.

Alliant Health Plans cob6atoaaet npumeHumoe dpeaepanbHoe 3aKOHOAATENbCTBO B 061aCTU rpaX)AaHCKMX Npas v He AonycKaeT
AVUCKPUMMUHALLMM MO NPU3HAaKaM packl, LBETa KOXMU, HaLMOHaNbHOW NPUHAANEXHOCTH, BO3pacTa, MHBAaAUAHOCTM AW NoAa.
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Alliant Health Plans cumpre as leis de direitos civis federais aplicaveis e ndo exerce discriminagdo com base naraca, cor,
nacionalidade, idade, deficiéncia ou sexo.
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Alliant Health Plans erfillt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von
Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab.
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