Capital Health

AUTHORIZATION AGREEMENT FOR AUTOMATED BILLING (ACH DEBITS)

Group Name Group Number

| (we) hereby authorize Capital Health Plan, hereinafter called Company, and the depository named below,
hereinafter called Financial Institution, to initiate debit entries and initiate, if necessary, credit entries and adjustments
for any debit entries in error to my (our) Checking/Savings account.

Financial Institution

Branch

Transit/ABA No.

Account NO.

CHECKING SAVINGS
(please check one above)

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

Withdrawals are done on the 20th of the month for the invoice due. In the event the 20th falls on a weekend
or holiday, the draft will take place the following business day. Generally there is a lag between the time
Capital Health Plan drafts your premium and when your bank processes the transaction. Processing times
may vary from bank to bank.

A VOIDED CHECK MUST BE ATTACHED TO THIS AUTHORIZATION FORM.
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