
INDEMNIFICATION AGREEMENT

TO: The bank named in the authorization.

In consideration of your compliance with the Depositor’s Checkomatic Request and Authorization, the Association & Society Insurance Corp. (the

“Plan Administrator”) agrees that:

1. It will indemnify and hold you harmless from any liability to any persons arising out of payments by you, in accordance with the terms of this

Request and Authorization, of any draft or debt advice drawn by means of commercial paper on the specified checking account by the Plan Ad-

ministrator and payable to the order of the Plan.

2. It will refund to you any amount erroneously paid by you to the Plan on any such draft or other debit advice if claim for the amount of such er-

roneous payment is made by you within twelve months of the date of the instrument on which erroneous payment was made.

3. It will defend, at its own cost and expense, any action which may be brought by any persons because of your action taken in accordance with

the terms of this Request and Authorization or arising in any manner by reason of your participation in the preauthorized payment plan requir-

ing your acceptance of the Request and Authorization.

ASSOCIATION & SOCIETY INSURANCE CORPORATION

REMEMBER, SEND A VOIDED CHECK
ALONG WITH THIS FORM AND YOUR
PREMIUM PAYMENT094-2/06

BUDGET YOUR
PAYMENTS WITH

CHECKOMATIC...
THE DIRECT MONTHLY
PAYMENT PLAN
Your Tricare Supplement Plan premiums can be
deducted directly from your checking account
every month.... with no worries about missing a
payment and losing your valuable insurance
protection. Simply complete the Request and
Authorization form at the right. Enclose a
blank check (marked VOID) to be kept on
file. All future premiums will be deducted
from your checking account automatically on
the first business day of each month.
Completed form and void check must be
received by the 15th of the month prior to the
month of deduction.

CHECKOMATIC REQUEST FORM AND BANK CHECK AUTHORIZATION
(Please Print)

NAME OF BANK DEPOSITOR
AS SHOWN ON BANK RECORDS

NAME OF INSURANCE APPLICANT E R
(If not Bank Depositor)

CHECKING ACCOUNT NO. NAME OF BANK AND BRANCH

ABA (BANK ROUTING NUMBER)

SIGNATURE OF DATE
DEPOSITOR X

M MBE  ID

As a convenience to me, I request and authorize Association & Society Insurance Corporation or another Hartford Life and Accident Insurance 
Company administrator/representative to initiate electronic debit entries each month and charge them to my checking account as indicated above. 
Authority to charge such debits to my account shall become effective as of the date this authorization is signed and shall remain in effect until 
revoked by me in writing. I agree that the bank’s rights, with respect to each debit, shall be the same as if it were drawn and signed by me. I further 
agree that, should any debit be dishonored, whether with or without cause, the bank shall be under no liability whatsoever, even though such 
dishonor results in the termination of insurance.

Your Tricare Supplement Insurance Plan 
premiums can be deducted directly from your 
checking account every month.... with no 
worries about missing a payment and losing 
your valuable insurance protection. Simply 
complete the Request and Authorization form 
at the right. Enclose a blank check (marked 
VOID) to be kept on file. All future premiums 
will be deducted from your checking account 
automatically on the first business day of 
each month. Completed form and void check 
must be received by the 15th of the month 
prior to the month of deduction.


