
Dear Valued Customer: 
 
Thank you for the opportunity to serve your insurance needs. 
 
Attached you will find the Pre-Authorized Checking (PAC) Form you requested with instructions to assist you.  Please return the voided 
check and the completed form to the PAC Form Return Address indicated for your company below, or use the fax number shown on  
the PAC form.  Please indicate your policy number on the attachment.  A return envelope is enclosed for your convenience.   
 
We want to assure you of our continued commitment to provide you with the best possible service.  If we may be of any further assistance, 
please contact us.  
Sincerely, 
Policyholder Services Department 
  
RETURN ADDRESSES FOR COMPLETED PAC FORMS: CONTACT INFORMATION FOR ASSISTANCE BY COMPANY:  
� CONSECO INSURANCE COMPANY,  

A LIFE AND HEALTH INSURANCE COMPANY 
� CONSECO INSURANCE COMPANY  

Home Office: Chicago, IL 
Life:                                      P.O. Box 2022, Carmel IN 46082-2022  P.O. Box 2022, Carmel IN 46082-2022 Telephone 1-800-544-0467 
Health Monthly PAC Only:  P.O. Box 1957, Carmel IN 46082-1957  P.O. Box 1957, Carmel IN 46082-1957  Telephone 1-800-541-2254  

 Annuity:                               P.O. Box 1980, Carmel IN 46082-1980   P.O. Box 1980, Carmel IN 46082-1980 Telephone 1-866-588-2255 
    
� CONSECO HEALTH INSURANCE COMPANY 

 
� CONSECO HEALTH INSURANCE COMPANY  

Home Office: Phoenix, AZ  
Monthly PAC only              P.O. Box 1957, Carmel, IN 46082-1957  P.O. Box 1957, Carmel, IN  46082-1957  Telephone 1-800-541-2254 

     
� CONSECO LIFE INSURANCE COMPANY   � CONSECO LIFE INSURANCE COMPANY Home Office: Carmel, IN 

                                            P.O. Box 2022, Carmel IN 46082-2022  P.O. Box 2022, Carmel, IN  46082-2022  Telephone 1-800-525-7662 
     
� CONSECO LIFE INSURANCE COMPANY OF TEXAS  � CONSECO LIFE INSURANCE COMPANY OF TEXAS  

Home Office: Austin, TX 
                                            P.O. Box 1980, Carmel IN 46082-1980  P.O. Box 1980, Carmel, IN  46082-1980  Telephone 1-800-824-2726 

     
� CONSECO SENIOR HEALTH INSURANCE COMPANY � CONSECO SENIOR HEALTH INSURANCE COMPANY 

Home Office:  Bensalem, PA 
If company was formerly known as "American Travelers"   If company was formerly known as "American Travelers" 

                                              P.O. Box 1919, Carmel IN 46082-1919 P.O. Box 1919, Carmel, IN 46082-1919  Telephone 1-800-441-3978 
     

If company was formerly known as "Transport Life"  If company was formerly known as "Transport Life" 
                                             P.O. Box 1959, Carmel IN 46082-1959  P.O. Box 1955, Carmel, IN 46082-1955 Telephone 1-800-242-4852 

     
� AMERICAN HEATLH & LIFE 

Administered by Conseco Senior Health Ins. Co. 
� AMERICAN HEALTH & LIFE  

Administered by Conseco Senior Health Ins. Co. 
                                              P.O. Box 1959, Carmel, IN 46082-1959  P.O. Box 1955, Carmel, IN 46082-1955 Telephone 1-800-242-4852 
     
� PRIMERICA LIFE INSURANCE COMPANY 

Administered by Conseco Senior Health Ins. Co.  
� PRIMERICA LIFE INSURANCE COMPANY 

Administered by Conseco Senior Health Ins. Co. 
                                            P.O. Box 1959, Carmel IN 46082-1959  P.O. Box 1955, Carmel, IN 46082-1955 Telephone 1-800-441-3978 

     
� STONEBRIDGE LIFE INSURANCE COMPANY 

Administered by Conseco Senior Health Ins. Co.  
� STONEBRIDGE LIFE INSURANCE COMPANY 

Administered by Conseco Senior Health Ins. Co.  
                                            P.O. Box 1919, Carmel IN 46082-1919  P.O. Box 1919, Carmel IN 46082-1919  Telephone 1-800-441-3978 

    
� FORT DEARBORN LIFE INSURANCE COMPANY 

Administered by Conseco Health Ins. Co.  
� FORT DEARBORN LIFE INSURANCE COMPANY 

Administered by Conseco Health Ins. Co. 
Monthly PAC Only:            P.O. Box 1957, Carmel IN 46082-1957   P.O. Box 1957, Carmel IN 46082-1957 Telephone: 1-800-541-2254 

    
� JEFFERSON NATIONAL LIFE INSURANCE COMPANY (1) 

(1) Conseco does not own this company 

� JEFFERSON NATIONAL LIFE INSURANCE COMPANY (1) 
Service Address of parent company: 
9920 Corporate Campus Drive Suite 1000 Louisville, KY 40223 

Life:                                   P.O. Box 2022, Carmel, IN 46082-2022  P.O. Box 2022, Carmel, IN 46082-2022 Telephone 1-800-824-2726 
 Cancer or Med Supp:        P.O. Box 2022, Carmel, IN 46082-2022  P.O. Box 2022, Carmel, IN 46082-2022 Telephone 1-800-759-7007 
    
� WASHINGTON NATIONAL INSURANCE COMPANY  � WASHINGTON NATIONAL INSURANCE COMPANY 

Home Office:  Chicago, IL 
 Group Annuity:                 P.O. Box 1980, Carmel IN 46082-1980  P.O. Box 1980, Carmel IN  46082-1980 Telephone 1-800-940-1843 
 Annuity:                            P.O. Box 1980, Carmel IN 46082-1980  P.O. Box 1980, Carmel IN  46082-1980 Telephone 1-800-866-9922 
 Group Life:                       P.O. Box 1919, Carmel IN 46082-1919  P.O. Box 1919, Carmel IN 46082-1919 Telephone 1-800-525-7662 
 Life:                                   P.O. Box 2008, Carmel IN 46082-2008  P.O. Box 2008, Carmel IN 46082-2008 Telephone 1-800-866-9922 
 Health (2):                         P.O. Box 1939, Carmel IN 46082-1939  P.O. Box 1939, Carmel IN 46082-1939 Telephone 1-800-759-7007 
 (2) Heath refers to Cancer, LTC, or Medicare Supplement (Med Supp) policies. 
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 Automatic Banking by Choice 
  Plan – A convenient service for you 

 
 

I hereby request and authorize you to honor and change the deductions drawn on my account by and payable to the Company 
indicated on the reverse side.  The signatures on such deductions may be either typed or printed. If any such deductions are 
dishonored, either with or without cause and whether intentionally or inadvertently, you shall be under no liability whatsoever even 
though such dishonor results in the forfeiture in insurance. 

 
This authorization shall continue in force until revoked by me in writing and received by you, a copy of which revocation shall be sent by 
me to the Company, at the Administration Office in Carmel, Indiana. I shall allow seven (7) to ten (10) business days from the date my 
written notification is received in your office before you can guarantee my deduction will be canceled. The Company has instructed me to 
forward this authorization to you, the Company. 

 
I request that such deductions be drawn on my account on the                                                 day of the month (excluding the 29th, 
30th, and 31st.) 

PLEASE ATTACH A SPECIMEN CHECK MARKED “VOID” * 
(Deposit slips are not Acceptable) 

 

(1) Complete the below                          (2) Attach a voided check             (3) Return to the Company or submit by fax to: 
 

Premium Administration 
(317) 208-8667 

 
 
 
 

 Bank Account

 
Yes! I'd like to start paying my premiums via Conseco's ABC plan 
 

 Credit Union Account 

 
Name of bank or credit union 

 
Address of bank or credit union 

 
City                                                                                                                                               State 

 
Zip 

 
Bank Transit/Routing No.                            Account No. 

 Checking account (Attach a voided check: deposit slip is not acceptable.) 
 

 
 

 Savings Account (please verify your routing and account numbers 
with your financial institution.)

 
Payment Plan Withdrawal day  

 
(This is the day you wish your payment to be withdrawn.  Choose any day from the 1st through the 28th of the 
month.) 
 

Frequency of payment:   Monthly  Quarterly  Semiannually   Annually 
Policy No. 1                                                                                       Insured's Name 

 
Policy No. 2                                                                                       Insured's Name 

 

Authorization for Company's Automatic Banking by Choice (ABC) plan 
As a convenience to me, I hereby request and authorize you to initiate debit entries, whether by electronic or paper means, with these 
debits made to my account and drawn by Conseco Services, L.L.C., Carmel Indiana provided there are sufficient collected funds in 
that account to pay the same upon presentation, I agree that your rights in respect to such debits shall be the same as if they were a 
check drawn on you and signed personally by me. I hereby agree that if at any debit is not paid by me for any reason with or without 
cause or whether  such  nonpayment  is  intentional,  inadvertent  or  otherwise,  you  shall  be  under  no  liability  whatsoever,  even  
though  such nonpayment results in the forfeiture of insurance. This authorization is to remain in full force and effect until revoked by me 
upon 30 days advance written notice, and until you actually received such notice, I agree that you shall be fully protected in honoring any 
such debit to my account. 

 
 

Date                                                         Name of depositor (please print)                                                                  Signature of depositor 
 
 

INDEMNIFICATION AGREEMENT 
 

CONSECO (hereinafter  referred  to  as  "Company")  is  hereby  authorized  to  make  withdrawals  from  my account, including checks, drafts 
or electronic fund transfers, payable to Company, pursuant to the accompanying or previously executed Agreement  with  the  Company  for  
the  purchase  of  mutual  fund  shares  and/or  payment  of  premiums  for  insurance  or  annuity  contract issued by Company. It is hereby 
agreed that: (1) The withdrawals reflected on my bank statement will constitute receipts. (2) The plan may be revoked by the Company 
without prior notice if any account withdrawal is not paid upon presentation. The Company shall be under no obligation  to  notify  the  
undersigned  as  to  non-payment  of  any  account  withdrawal.  (3)  The Plan is not a modification of any of the provisions of the Agreement 
between the Company and the undersigned. (4) This Plan may be discontinued by the Company upon thirty (30) days written notice to the 
owner indicated in the Agreement. 
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