
Administrative Change Form                     9/2013 (rev) 

 

 
 

 

DATE COMPLETING/SUBMITTING THIS FORM TO COMPANY:   
   

Month Day Year 

IDENTIFYING INFORMATION CURRENTLY ON FILE: Employing Unit/Department:  

Name:  Billing Account #:  
Address:  
City:   State:   Zip:  
ADDRESS CHANGE: New Employing Unit: 

New Name:  New Phone Number: 

New Address: 

City:  State: Zip: 

LAPSE DESIGNEE:                NEW             CHANGE  (All information is required) 
Name:  Phone Number: 

Address: 

City:  State: Zip: 

BENEFICIARY:                NEW             CHANGE  (All information is required) 
Name:  Relationship: Phone Number: 

Address: 

City:  State: Zip: 

CANCELLATION REQUEST: I wish to cancel my long-term care insurance as of Date:   
                                                                                                                                                                                                       Date to Cancel 
X     

Insured Signature             Date Signed 
MY CURRENT PAYMENT METHOD IS: (CHOOSE 1, 2 OR 3 ) 
1)   Direct Bill 2)   Payroll/Retirement Deduction 3)  Bank Account Draft  or  Credit Card 
I WANT TO CHANGE MY PAYMENT METHOD TO:  (CHOOSE 1 OR 2 BELOW) 
1)   Direct Bill:   Payment Frequency (Choose ONE)    Quarterly     Semi-Annual   Annual 

2)  Bank Account Draft -Checking Account 
 Payment Frequency (Choose ONE)    Monthly  Quarterly    Semi-Annual      Annual  

                                                                                               Attach Voided Check  
Bank Name           Bank Account #                                Routing Number (9digits) 
I authorize my financial institution to automatically make payments to MedAmerica Insurance Company/MedAmerica Insurance Company of New 

York (Company)/MedAmerica Insurance Company of Florida or other designated party acting on behalf of the Company for my long-term care 

insurance premiums.  This authorization shall remain in force until I give notification of termination to my financial institution and the Company or 

other designated party acting on behalf of the Company in writing. 

X    X   
Signature of Account Holder   Signature of Joint Account Holder 

X 
 

 

Insured Signature   Date Signed 
 

Administrative Change Form 

Mailing Address:        LTC Operations 

 165 Court Street 

 Rochester, NY  14647 

                             1-800-544-0327 


