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UNITED GROUP PROGRAMS, INC. /OPTIMED
4 TERRY DRIVE, SUITE 1
NEWTOWN, PA 18940
BILLING@UGPINC.COM

EMPLOYER
CREDIT CARD PREMIUM PAYMENT AUTHORIZATION FORM
· This is a group plan. You are not eligible if employment is terminated. In the event of termination contact UGP to stop ACH withdrawals.
PLEASE PRINT
	
CREDIT CARD

	
     
NAME AS IT APPEARS ON CARD

	
CREDIT CARD TYPE                MasterCard   FORMCHECKBOX 

             Visa    FORMCHECKBOX 
               

	 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CARD NUMBER (no dashes or spaces)

	 
 
 
 
CVV2 NUMBER (3 digits located on back of card / 

4 digits located on front of card if AMEX)
	
EXPIRATION DATE        
                            Month/Year

	 
 
 
 
 
.

 
 
MONTHLY AMOUNT 

	     
CREDIT CARD BILLING ADDRESS


                    CITY

                    STATE

ZIP CODE

	     
(AREA CODE) TELEPHONE
	       
   EMAIL ADDRESS



EMPLOYER – Authorizing Agreement (must be signed in order to process your enrollment)
I hereby authorize charges or deductions from the account shown above for any premium payments due. This authorization remains in effect until revoked. By signing below, I understand that the amount shown above for the coverage will be charged or deducted on the 15th of every month or the closest subsequent business day. I further understand that the program is automatically renewed on a monthly basis as long as the monthly premium is paid. I understand the premium may change upon the annual renewal of this plan. If the funds or credit are not available in my account, the coverage will be automatically cancelled. I further understand that if my employment status changes, credit card expires or my bank account changes, it is my responsibility to notify United Group Programs, Inc.
     





SIGNATURE

     
Date signed





Rev. 06/04/2015









