@—

ONEAMERICA®

Statement of Insurability
Reference Guide

A, Employer/Employee |dentification

{Not: Any missing information on this Request for Caverage will delay processing and the potential effective date.)

1. Name of Employer:

2 Group Number:

5. Home Address:

6. Date of Birth:

3. Employee Name (Last, First, Middle):

City:

1. Occupation;

4. Gender [ Male [ Female
State: Zip:

[5. State/Country of Birth:

9. Home Phone:

10. Work Phone:

11. Cell Phone:

12. Social Security Number.

13. Date of hire with above employer:

14. # of hours worked per week:

15. Marital Status: (] Single [ Merried (] Domestic Partner [ Civil Union

17. Email address where the Insurer may contact you:

16. Annual Salary Please contact your employer for assistance with amount per contract definition):  § fyr.

—
B. Coverage or Change Being Requesied |(continued)
Employes:
Coverage Bection Current Coverage Amount/Option I'IFDfI:E [:werage.ﬁmc-umﬂpﬁnr Apphying for
[ Basic Term Life/AD&D* | T S - T—
Ol Timely [ Late [ Erance
O Swpplemeantal Tesm Life/AD&D* §  /OpSon# |- — 1 || ]
Ol Timely [J Late [ Change
[ Short Term Disabdity - — 1| T (- — )
O] Timely [ Late [ Change
0 Leng Term Disabality §  [/Opon# ____/Dptson#
_I Timely [J late L[] Change
1 Voluntary Term Life/AD&D* LfeS__ /Opon#_ Life§ fDptson#___
AD&EDS_____ Option# ADEDS________ /Option#_
O Timely [ Late [ Change
O Voluniary Disabdlity Short Term § = Opon# | 8 00000 /Opond_
Ommely O late O Eran-:e
O Volumtary Disability Long Term s /OpSon#_ | — T
:I Timely [J Late [ Change
I Volumary Disabdlity Shaort Term §  (Opon#_ ___ iDpon#_______
Premier — 68 2/3% of Salary (Option 1) :I Timedy [ Late Change
S100 maxweak |Dption 7]
5200 max'week |Dption 3)
5350 max'week |Dpticn 4]
5500 max'week |Dpticn 5)
O worksite Disability Shart Term 5  /Opsong# __ [Opson#_
_I Timely [J Late [ Change
] Worksite Disability Long Tarm § = (Opon#___ __ (DptSon#_____
_I Timely ] LZ[P [J Change
[ CoeePLUS Short Term Disability ([Coreonly) |5 /Opion#_ | & /Dpion#___
O Timeky O Late [ Erance
[ CoeePLUS Long Term Disability (Coreonlyl | Opon#_ | & /Dpon#___
_I Timely [ Late [ [!I'ance
[] CoeePLUS Short Term Disability (PLUS) | I— ] S (- — ]
Ol Timely [ Late [ Change
O CoeePLUS Long Tarm Disability (PLUS) §  /jOpson#___ | & [Opon#_
:I Timely [J Late [ Change
[ whole Life fmust also complete Applicaton §  /Opson# ___ /Dpson#_____
for Life Insurance and Statemant of :I Timely L[ Late L1 Change
Insurability)
O Lsmp Sum Disahility § = /OpSon# /Dptian £

| I
(] Timely [J late L[] Change

“ADED ameunts are available anly f ALIL is offering this Diption. Unless otherwise offered by ALIL in the contract, the coverage amountg ]
for Voluntary Life/ADBD will maror each other.

To accurately complete

Statement of Insurability
Form:

IMPORTANT: All sections of
Statement of Insurability form must
be completed. All incomplete forms
will be returned.

Employer/Employee
Identification Section

Any missing or inaccurate
information will delay processing.
Seek assistance from your employer
for accurate salary and date of hire.

Coverage Election: Check the
box(es) next to all current coverage
and requested coverages.

Current Coverage
Amount/Option in Force:
Indicate current volume(s) and/or plan
option already in-force. (If you are
requesting new coverage, write “none”
in the current coverage column)

Coverage Amounts/Option
Applying for: Indicate all new
coverage/options you are applying for
by indicating the new volume (i.e.
$50,000) and/or plan option number
(i.e. 1, 2).

Check the reason for completing the
Statement of Insurability form.
(Timely = volume above the Guarantee
Issue limit; Late = did not enroll when
first eligible, Change = new
volume/plan option desired)

Important: If you are applying for
new Dependent coverage, each name
and date of birth MUST be included in
dependent information section of the
Statement of Insurability.

Completed forms should be
faxed to (888) 285-1565 or
emailed to the Group Contact

Center at
GroupContactCenter@oneamerica.com.

OneAmerica is the marketing name for American United Life Insurance Company® (AUL). Products and financial services issued and underwritten by AUL.
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