GUARANTEE TRUST LIFE INSURANCE COMPANY

A Mutual Company               Glenview, Illinois

GROUP CRITICAL PERIOD LIFE, ACCIDENTAL DEATH, AND ACCIDENTAL DISABILITY INSURANCE 
APPLICATION SCHEDULE

Policyholder
Creditor
Group Policy No.

Loan #
First Service Group Inc
      FORMTEXT 

     

CP3700001




Applicant
 Birthdate

 Loan Maturity Date

(herein called You or Insured)
     
     
     
Address
(Street)
(City)
(State)
(Zip)
     
Joint Applicant
 Birthdate
This insurance becomes effective within 30 days of 
(herein called You or Joint Insured)        
     
our approval of your Application.
First Beneficiary
  Second Beneficiary


Applicable Coverages
         Insured Monthly Payment
Monthly Premium
 FORMCHECKBOX 
 SINGLE COVERAGE
$
     
$

 FORMCHECKBOX 
 JOINT COVERAGE
$
     
$

Monthly Premium Rates
Single Coverage
Joint Coverage 
Single Coverage 
Joint Coverage
Per $100 of Monthly 
(under age 50)
(under age 50)
(50 and over)
(50 and over)
Payment:
$3.00
$4.50
$5.00
$7.50
      Accidental Death
Critical Period
Critical Period Accidental 
Disability
Disability
               Benefit
Life Insurance
Disability Insurance
Waiting Period
Elimination Period
             $20,000
18 Payments
6  Payments*
30 Days
30 Days
*These are the maximum number of payments subject to the COVERAGE MAXIMUMS shown below. These are aggregate limits.
COVERAGE MAXIMUMS


Age at Issue
Critical Period Life Monthly Benefit
Total Life Benefit Amount


Critical Period Accidental Disability Monthly Benefit
$36,000
60
$2,000



Age at Expiration

Number of Critical Period Benefits

Total Disability Benefit Amount




Critical Period Life Insurance
18
$12,000




Critical Period Accidental Disability Insurance
  6


68




              Accidental Death Benefit Amount
                                                                                                                                                                                                      $20,000

Please answer the following questions. If Joint Coverage is requested, both applicants must complete.
1. In the past 3 years, have you been diagnosed or treated by a licensed medical
Applicant
Joint Applicant
professional with any of the following: Insulin Dependent Diabetes; Tumor; Cancer;


Stroke; or a Disorder of the Heart (including high blood pressure or hypertension
for which you are taking two or more medications); or Disease of the Blood Vessels,
Lungs, Stomach, Liver, Kidneys, Brain or Nervous System?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
2. Have you ever tested positive for the presence of the HIV virus or HIV virus antibodies
or been diagnosed or treated by a licensed medical professional for AIDS Related
Complex (ARC) or Acquired Immune Deficiency Syndrome (AIDS)?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
3. Are you currently working for wage or profit for a minimum of 30 hours per week,
and have done so for the past 6  months?
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If you answered “Yes” to questions 1, or 2 above; or answered “No” to question 3, then you are not eligible for these coverages.

PAYMENT OPTIONS (Please CHOOSE ONE)

X Automated Premium Payment AUTHORIZATION: I authorize Guarantee Trust Life Insurance Company (GTL) to withdraw premiums automatically from the below account. This automated premium payment authorization will continue until GTL receives my written notification to terminate such withdrawals. In the event of any errors in the automated premium payment process, I must promptly notify the financial institution according to applicable laws to preserve any rights I might have. (Please attach a voided check to this application.)
       I understand that the premium will be added to my monthly mortgage payment.

Financial Institution:     
Routing Number:     
Checking Acct. Number:     


I understand that insurance applied for will not become effective until: a) approved and issued by GTL or its Administrator; b) I have been furnished written notice of the Effective Date; c) I have paid the premium in full. I understand that any changes in my health condition from now until insurance becomes effective, may result in declination of my coverage. No agent or other representative has required, permitted or encouraged me to answer any question inaccurately or has waived any conditions of this Application.

By signing below, I acknowledge that I have read and understand the above, and that I have answered all questions to the best of my knowledge and belief.



     



     



Applicant’s Signature

Date
Joint Applicant’s Signature
Date
IMPORTANT NOTICE: Any person who, with the intent to defraud or knowledge that he is facilitating a fraud against an insurer, submits an application or files a claim containing false, incomplete, or deceptive statements of material fact may be guilty of insurance fraud.
GT M600 T APP


