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Sign Up for
ACE/Electronic Billing/EFT

By becoming an active user of ACE (Automated Customer Environment), receiving
your billing statement by e-mail and signing up for EFT (Electronic Funds Transfer),
your monthly administration fee will be just $3 per medical life to a maximum of $20
per group. Otherwise, the monthly administration fee is $5 per medical life to a
maximum of $30 per group.

The following information should be completed by the Benefits Administrator of a

new group. (Existing groups should sign up through the Starmark website at
www.starmarkinc.com/ACElInfo.)

D ACE user information

Group name:

Requestor name:

Requestor phone:

Requestor e-mail:

|| Receive e-mail billing statement. Please provide additional billing contact
information only if other than requestor named above.

Billing contact name:

Billing contact phone:

Billing contact e-mail:

The signature of an officer of the company is required if the requestor listed above
is not the Benefits Administrator.

Signature Date
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ELECTRONIC FUNDS TRANSFER

AUTHORIZATION AGREEMENT FOR PREAUTHORIZED PREMIUM PAYMENT

Group Number Group Name

(Print Name as Shown on Bank Account)

(Print Full Name of Financial Institution and Branch, if any) (Bank Phone Number)

(Print City, State and ZIP)

Bank’s Transit/Routing Numbers Account Number Information

Please attach a check marked “void” and return to Star Marketing and Administration, Inc. (Starmark) with this Authorization
Agreement. The name on the check must be the same as the group name.

The account to be debited must be a checking account. Credit Union accounts are not acceptable. All debits to the account will
be electronic if the Financial Institution is an ACH member. Debits will only be made on the 5th day of the month. Fourteen (14)
days advance notice is required to activate or make any changes to the Electronic Fund Transfer (EFT) account.

I (We) hereby authorize Starmark to initiate debit entries or charges to the account indicated above for the payment of
insurance premiums and the depository named above (hereinafter called Financial Institution) to debit the same to such
account. | authorize the first debit to my accounttobeginon __ 5, 20_____. | understand that additional debits to
my account will occur on the 5th day of every month thereafter. (Month)

This authorization is to remain in full force until Starmark or Financial Institution has received written notification from me (us)
of its termination, in such time and such manner as to afford Starmark and Financial Institution a reasonable opportunity to act
on it.

( )

(Signature of Authorized Signer) (Title) (Date) (Phone Number)
Administered by Fully insured by
Wy : Trustmark
L‘®Starmark LIFE INSURANCE COMPANY
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