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imit eath Benefit Life Insurance Telephone: (801) 264-1060 or Toll Free: 1 (800) 574-7117
SECURITY CARE PLAN
ﬁlh‘-dhwluud"(ztﬂ - ‘Gulh| Birthdate. ‘m‘w‘w
(RED) Should include name, gender; date of birth, age, height, weight, mailing | [sessss [ = = ]
address, phone number; social security number, & birth state. PR AT =
— : : m—
(ORANGE) If owner and/or payor is different than insured complete these | | T E—
sections entirely. ribds : e :
. . . . . . . Telephone: Relationship: Telephone: Relationship:
(YELLOW) Primary beneficiary info is required and contingent beneficiary | [emmsms— | compmaontr
is recommended- Telephone:. Relationship: Telephone: Relationship:
. . . A e 0 Special 0 Limited g‘smllrmpély;:;wmml 0 DebilCreditCard ﬁ"p";"d"‘:::
(GREEN) Plan Selection. Enter Plan, Premium Payable, Amount of Premium, [ feamm: oo o & iue [Suon oy osmmai sim | 72
. . Amount of Premium paid with CIADB §,
Face Amount, and Rider info. it ; ECTR

@IEAE Biling Info. Answer yes/no income question. If payor wants their
premium to be drafted immediately upon underwriting approval then
choose “Yes” on Draft Upon Approval, otherwise answer “No”. Choose
either a billing date or 2nd, 3rd, or 4th Wednesday option to coordinate
with their pay date.

(LIGHT BLUE) Replacement — Answer replacement question(s) and
complete additional replacement forms if required.

(DARKIBEUE) Physician Name — Enter the insured's primary care physician
contact information.

(PURPLE) Medical Questions — Section | —Answer all health questions.

ADMINISTRATIVE OFFICE ADDITIONS OR CORRECTIONS
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Applicant's Name: Social Security Number: L4
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10. good control, takes Lm age v; ’;

1. Lung disorders, emphysema, asthma or COPD? oo

12. Chest pain, heart ltack, heart surgery, other heM(: :;c:my oo

B e T e e i e e (RED) Applicant Name and Social Security Number

Section lll - Any “Yes” answers, Proposed Insured qualifies for Limited Death Benefit Plan.

5 e N el (ORANGE) Medical Questions — Sections 2 and 3 — Answer all
P P T e oo health questions.

18. Paranoia, schizophrenia, , hospitalization, or any other or disease?. oo

19. ), heart attack, r, or other oo

20. Brain tumor, , TIA oo

2. 2 , have you ever f treatment or do- . . . .

e g e e (YELLOW) Prescriptions — enter all current prescriptions taken and
2. r, walker, or oo . . . N o " N
e e e Tl i i e e e e provide all pertinent information to any “Yes" health question(s).
pertains to and write down all medical condition(s), oxygen, the of said
m"::{;;' 4 | Medical Condition(s) Medication(s) - including oxygen Dosage ::":"n';‘:';
(GREEN) Child Rider — If applying for a Child Rider, provide all
information.
If applying for the Child Rider — Complete this Section
: Please complete (h:ol::m)!r:tl::‘ﬁmd information for each child. Anlm: "VO'!' or “No” if the Proposed Insured Child has any
Child rider cannot exceed the Base Plan or $10,000, whichever is lower.
Has the Proposed Insured Chid ever , for,treated orprescibec : by

1. Cancer 7. Sickle Cell Anemia 12 Anyzmmem stay, 48 hours or more (within 1 year)

2. Diabeles 8. Kidney or organ failure. 13. Any disorder of the brain, molor skils or seizures

3 Hepatitis 9. Lung disorder or disease 14, Has been tested positve for exposure to the HIV infection or been diagnosed as

4. Cerebral Palsy 10. Heart problems or disease ‘having ARC or AIDS caused by the HIV infection or other sickness or condition

5. Rheumatic fever 1. Any disorder of the nerves derived from such infection.

6 Down Syndrome.
Name of Proposed Insured Child MedicalCondiion Birthdate. Age fﬁ% ?:':‘;’:::
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@PEAE) Disclosures & Signatures — City & state where the application
was signed. Signature of insured. Signature of owner, if different than

insured.

(LIGHT BLUE) Agent’s Statement —

Answer 2 questions
I. Is the proposed insured a family member of the agent?

i e Custro gt ; 2. An additional replacement gquestion.

:j“: ly asked all the Q ; and

i “The signature of the Proposed Insured(s) andlor the Applicant/Policyowner (Parent/Legal Guardian) is what they are represented to be and were

4. e P o B ly O Yes O Nojand

S M WL CIWLLNOT cimgtr s g rassvar - Agent’s signature, printed name, and agent number.

Note: If Wi is checked fr question 6, complete required replacement foms.

[ s — If commissions are being split, both agents must sign the application
P S oD and provide split information.

-- FIRST GUARANTY INSURANCE COMPANY
P.O. Box 57220 - Salt Lake City, Utah 84157-0220
- Office: (801) 264-1060 - Toll Free: 1 (800) 574-7117
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(RED) Applicant Name and Social Security Number

Payor Name, Phone, and Address. Customer Name is
Payor's Name. Enter banking information.
(PURPEE) EFT disclosures. Name is Insured and leave contract # blank if
it's a new application. Have payor sign and date the form.
(PINK) Conditional Receipt: Payor Name, Date, Cash With App, Agent
Signature and Agent Name.

GAP APP (06/2016)-FL.

CCONDITIONAL RECEIPT
THIS RECEIPT DOES NOT PROVIDE ANY INSURANCE UNTIL AFTER ITS CONDITIONS ARE MET.

NO AGENT OF THE COMPANY OR BROKER OR ANY OTHER PERSON(S) MAY WAIVE ANY OF THESE CONDITIONS.
Received from (date) the sum of §. the
correctfirst premium specified in ieaton, subjectto e foiow

FEEE(CE Pmpma Insured would be acceptable and approved by First Guaranty Insurance Company as insurable under the
company’s rules for insurance on the plan and at the premium rate and the amount of insurance applied for on the
application foran o ity

S Wi e ) (o (U G e G o D G ) 2 ([0 ) ) o (9 0

and result i the fund: o First Guaranty Insurance Company's bank accou

THIRD: If the application is not approved within 60 days from the date it was signed, the appmum will be deemed to have been
rejected and First Guaranty Insurance Company will have no liabiity.

‘Agents Signature “Agent's Name (Please Print)




