
SECTION 1 – GROUP APPLICANT

FULL LEGAL NAME OF EMPLOYER GROUP (EXACTLY AS IT IS TO APPEAR IN THE POLICY)

ADDRESS CITY STATE ZIP

NATURE OF BUSINESS OR SIC CODE TAX ID NUMBER YEARS IN BUSINESS

LEGAL ENTITY

CORPORATION    S-CORPORATION    PARTNERSHIP    SOLE PROPRIETORSHIP    TRUST    ASSOCIATION    OTHER:

SUBSIDIARIES, BRANCHES AND/OR ASSOCIATED COMPANIES TO BE INSURED:   NO   YES, FULL LEGAL NAME:

1.

2.

SECTION 2 – COVERAGE REQUESTED

REQUESTED EFFECTIVE DATE LIFE AND AD&D 2 TO 9 EMPLOYEES    DEPENDENT LIFE    

ALL OR PART OF THIS INSURANCE WILL REPLACE SIMILAR COVERAGE:   NO   YES, PLEASE SUBMIT COPIES OF THE POLICY(IES) AND/OR CERTIFICATE(S)
(PRIOR CARRIER) (COVERAGE) (TERMINATION DATE)

1.
(PRIOR CARRIER) (COVERAGE) (TERMINATION DATE)

2.

INITIAL DEPOSIT OF $                              , PAYABLE TO CAREAMERICA LIFE INSURANCE COMPANY IS ENCLOSED.
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SECTION 3 – AGREEMENT, TERMS & CONDITIONS

The Group Applicant hereby applies for the Group Insurance set forth in the attached New Group Summary and Plan Design Summary(ies) with the understanding and agreement that:
1. The requested insurance will not become effective, unless:

a.  CareAmerica Life receives and approves this Application; and
b.  the number of persons to be insured satisfies the minimum required by law.

2. This Application is subject to CareAmerica Life’s underwriting requirements. If approved, insurance issued under the Policy is subject to all terms and conditions of the Policy, including any
exclusions and limitations, and if applicable, Evidence of Insurability.

3. This Application, together with the Certificate of Insurance and Policy, any endorsements, appendices, and attachments thereto, collectively constitute the entire agreement for 
coverage. No waiver or change will bind CareAmerica Life unless signed by an Officer of the Company. The Policyholder/Participating Employer accepts this agreement by making premium
payments to the Company.

4. Eligible Full-Time Employees must be Actively at Work as a condition of coverage. Coverage for any person not meeting those provisions on the Effective Date of the Policy, or any increase in
coverage for a person not Actively at Work on the date of such increase, will be deferred until the person returns to Active Work status.

5. The Policyholder/Participating Employer agrees to pay the required premium to CareAmerica Life in a timely manner. Coverage will be terminated as set forth in the Policy for failure to pay
premium.

6. The Policyholder/Participating Employer agrees to:
a.  enroll all employees as they become eligible, if the Policy is issued on a non-contributory basis; or
b.  give all eligible Full-Time Employees an opportunity to apply for the insurance, if the Policy is issued on a contributory basis.

SECTION 4 – SIGNATURE

I hereby acknowledge that the information provided above is true and complete to the best of my knowledge. I certify that I have read and agree to the terms and conditions set
forth above.

SIGNED: (AUTHORIZED SIGNATURE) DATED THIS:  (00/00/0000) CITY STATE

PRINT NAME AGENT

TITLE AGENT LICENSE NUMBER

APPLICATION FOR GROUP INSURANCE
(Submit this Application with the New Group Summary and Plan Design Summary forms for CareAmerica Life Insurance Company evaluation
and approval.)

NOTE:  Please complete the entire application.  This form cannot be processed if information is incomplete.

50 Beale Street
San Francisco, CA 94105-1808
1-888-646-0789



ELIGIBILITY

Being actively at work is a requirement for coverage. Coverage for any person not actively at work on the effective date of the Policy will be deferred until
the person returns to full-time work.

1. Eligible Employees are: All active, full-time employees who work a minimum of ___________ hours per week (standard (30).

2. Waiting Period (in days):    NONE 30 60 90 OTHER: ___________________________________________

3. Waiting Period will be waived for: Current, Actively at Work employees.  YES NO

4. Waiting Period will be waived for: Part-Time employees upon attaining Full-Time status.  YES NO

5. Waiting Period will be waived for: Employees rehired within 6 months ______________ of their termination date.  YES NO

6. Coverage becomes effective on: 1st day of the month following completion of Waiting Period.

the day following completion of the Waiting Period.

date of hire, if no Waiting Period.

7. Number of eligible employees __________ . Number of employees enrolled ___________ .
(100% participation required for non-contributory plan, minimum 75% participation for contributory plan)

CAM-1200-APP2 (8/03)

NEW GROUP SUMMARY

GROUP INFORMATION
LEGAL NAME OF GROUP

BILLING ADDRESS (IF DIFFERENT FROM APPLICATION):

STREET CITY STATE ZIP CODE

MAILING ADDRESS (IF DIFFERENT FROM APPLICATION):

STREET CITY STATE ZIP CODE

TELEPHONE FAX

(            ) (            )

BILLING CONTACT TITLE TELEPHONE

(            )

EXECUTIVE CONTACT TITLE TELEPHONE

(            )

MULTIPLE BILLING:    YES     NO   (IF YES, PLEASE ATTACH INSTRUCTIONS INCLUDING THE BILLING CONTACT AND ADDRESS FOR EACH SECTION.)

ADMINISTRATION KIT WILL BE SHIPPED TO:    POLICYHOLDER     BROKER     SALES REP     OTHER:

DOES THE GROUP HAVE, OR IS THE GROUP ALSO PURCHASING GROUP HEALTH PLAN(S) IN CONJUNCTION WITH THIS CAREAMERICA LIFE INSURANCE PLAN? YES   NO

BROKER INFORMATION (to be completed by broker) 

BROKER NAME TELEPHONE FAX

(          ) (          )
COMPANY NAME TAX ID NO. CAREAMERICA LIFE INSURANCE COMPANY 

(CAREAMERICA LIFE) BROKER NO.

BROKER STREET ADDRESS

CITY STATE ZIP BROKER LICENSE NO.

GENERAL AGENT (IF APPLICABLE) TELEPHONE FAX CAREAMERICA LIFE G.A. NO.
(          ) (          )

SALES REPRESENTATIVE TELEPHONE FAX SALES OFFICE
(          ) (          )

ACCOUNT MANAGER TELEPHONE FAX SALES OFFICE
(          ) (          ) (          )

P.O. Box 7725, San Francisco, CA 94120

1-888-646-0789



RATES AND EMPLOYER CONTRIBUTIONS

1. BASIC GROUP TERM LIFE INSURANCE:

Age Banded Premium Rate as quoted by CareAmerica Life

Other: $________________ (available only if quoted by CareAmerica Life)

2. BASIC DEPENDENT LIFE INSURANCE: Not Applicable

Rate per Family Unit: $________________

3. EMPLOYER CONTRIBUTIONS:

For Basic Life: Employees _______% (minimum of 25%)     Dependents _______%      

BENEFIT SCHEDULE

1. GROUP TERM LIFE AND ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D): Life    AD&D

Eligibility Description: # in Class: Life and AD&D Benefit:

(AD&D benefit must equal Life benefit)  

Class 1. All Eligible Full-Time Employees     Other: Flat $________________

_____ x Basic Annual Earnings to a maximum of $________________

Class 2.  Flat $________________

_____ x Basic Annual Earnings to a maximum of $________________

Class 3.  Flat $________________

_____ x Basic Annual Earnings to a maximum of $________________

Separate Certificates are to be issued for each class: Yes     No

Salaried Benefits are rounded to the nearest   next higher $1,000. Please indicate minimum if applicable $________________.

Age Reduction: Standard – Benefits reduce by 35% at age 65, by 50% of the original amount at 70 and terminate at retirement.

Other: __________________________________________________________________________________

2. BASIC DEPENDENT LIFE INSURANCE* Yes     No

Domestic Partners are eligible for coverage equal to Spouse Benefit:  Yes     No

Spouse/Child(ren) Benefit: $________________ 

*Please note: Spouse benefit may not be more than 50% of the employee’s benefit. Benefits for children aged 14 days to 6 months are 10% of Child benefits.
No coverage for infants from birth to 14 days. AD&D coverage is not available to Dependents.
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PLAN DESIGN SUMMARY, LIFE/AD&D
FOR CAREAMERICA LIFE INSURANCE COMPANY (CAREAMERICA)

50 Beale Street
San Francisco, CA 94105-1808




