
2. VISA CREDIT CARD
PLAN PAYMENT

AUTHORIZATION
(Optional)

The undersigned member(s) hereby
authorize(s) Financial Plus Federal
Credit Union to deduct funds from
my account number ________________
to make payments on my Financial
Plus VISA CREDIT CARD open-end
loan agreement, subject to the follow-
ing terms and conditions.

1) Credit union will deduct the appro-
priate payment amount each
month on the scheduled due date,
as I/we have chosen below, from
the share account which I/we have
designated above.

2) If the monthly payment amount is
not available in the account which I/
we have designated, I/we authorize
the credit union to transfer the
monthly payment amount from other
share accounts which I/we hold in
the credit union, except for my IRA
account(s). This deduction may be
made after the regularly scheduled
payment due date. Credit union will
notify me by phone or mail about
such other deductions within 2 busi-
ness days.

3) Deductions from my/our account(s)
may be made by electronic fund
transfer.

4) This authorization may be revoked
at any time or for any reason by
giving notice of such revocation
orally or in writing to the credit
union.

5) Credit union will stop the automatic
transfer of amounts in dispute if I/we
notify the credit union no more than
60 days after the suspected billing er-
ror first appeared on the monthly bill-
ing statement, and if I/we notify the
credit union no less than three busi-
ness days prior to the next scheduled
payment transfer date.

I/we select the following optional
method of payment:

Minimum Payment Amount
(3½% of New Balance)
Payment in Full (New Balance
shown on monthly statement)
Fixed Payment Amount (Set
amount paid each month)

______________________________________________
Member Signature

___________________________________________
Co-Applicant’s Signature

1. VISA CREDIT CARD APPLICATION AND AGREEMENT
Select One:   VISA Classic   VISA Gold   VISA Platinum           Desired Credit Limit $___________________       Date __________________________

First Name Initial Last Name Account No. Date of Birth Social Security No.

Residence Address City State Zip Code Years There Home Telepone Number

(       )
Current Employer Date Hired Position Monthly Income Work Telephone Number

(       )
Address Date Hired Position

Previous Employer Date Hired Monthly Income Position

Other Income    (Source) Number of Dependents Ever Filed for Bankruptcy?
$ (Excluding Self)   No    Yes   Date(s):

Reference Relationship

Address Telephone Number

(       )
CO-APPLICANT
First Name Initial Last Name Date of Birth Social Security No. Ever Filed for Bankruptcy?

  No    Yes   Date(s):

Current Employer Date Hired Position Monthly Income Work Telephone Number

(       )
I intend to apply for joint credit with the applicant. Co-applicant initials X________________

STATEMENT OF TOTAL INDEBTEDNESS AND LIABILITIES
This section must be completed in full. Please list all debts of both the applicant and co-applicant.

Balance Monthly
Owed To Owed Payment
Credit Union

Credit Card

Credit Card

Other

Other

Balance Monthly
Owed To Owed Payment
Mortgage or Rent

Home Equity or
Second Mortgage

Auto Loan or Lease

Auto Loan or Lease

Child Support, Alimony or
Separate Maintenance

1. Complete the Application.  2. Complete the Payment Authorization Form.  3. Include Proof
of Income (copy of last pay stub).  4. Mail or Return to Financial Plus Federal Credit Union.
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For Credit Union Use Only

Approved Date __________ By _________

Amount $__________________

Disclosure   Mailed   Delivered

         Date _______________

OPTIONAL CREDIT LIFE AND DISABILITY INSURANCE is available with this VISA account. Credit insurance is not required to obtain the
extension of credit. If I/we do not desire to have this coverage, my/our choice will not influence whether or not the credit is extended. No charge
is made for Credit Insurance and no Credit Insurance is provided unless the borrower applies for coverage using the Insurance Disclosure and
Request for Coverage form. The cost for Group Credit Insurance for the term of the credit will be: Single Life $.85 (Joint Life $1.33) per $1,000.00
of outstanding balance per month; Disability $3.25 per $1,000.00 of outstanding balance per month. Application for Group Credit Insurance made
after 30 days from the date of this credit application will require completion of a health statement.

I/we desire information and application for Group Credit Life Insurance and/or Group Credit Disability Insurance
I/we do not want Group Credit Insurance

Have you listed all your debts?  Yes  No    Do you have any other credit applications pending at this time?  Yes  No  If Yes, with whom?
I represent that I am a member of this credit union and that everything I have stated in this application is correct to the best of my knowledge. You
are authorized to review my credit history and employment, and to answer questions about your credit experience with us to other creditors.

Applicant’s Signature Co-Applicant’s Signature

4 Easy Steps

ild support, or separate maintenance pay-
ments need not be revealed if the appli-
cant does not want the creditor to con-
sider it in determining the applicant’s
creditworthiness.)
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P.O. Box 7006 • Flint, Michigan 48507-0006 • (810) 244-2200 • (800) 748-0451
G-3381 Van Slyke Road, Flint • G-5256 Corunna Road, Flint Township • G-7048 Miller Road, Swartz Creek • 15125 Silver Parkway, Fenton

VISA Application




