. ' 1 11230 Sorrento Valley Road

PACIFIC . Suite 105
. San Diego, CA 92121
FINANCIAL (800) 733-4487

| DESIGNS, INC. (858) 622-5000

Term Life Application Instructions:

Complete the following sections of the application:
o Complete the Proposed Insured Section (include spouse if covering
spouse)
Complete the Beneficiary Section
Complete the Eligibility questions (1 thru 7)
Complete the Height and Weight section
Complete the Eligibility questions (8 thru 12)
o Sign and date the application
Sign Authorization for Direct Automatic Bill Payment form.
Enclose a voided check. (Deposit slips will not be accepted)
Mail package to:

Pacific Financial Designs. Inc.
11230 Sorrento Valley Road
Suite 105
San Diego, CA 92121
Attn: New Benefits

All enrollments received by the 15" of the month will be effective the 1% of the
following month. Those received after the 15" will not be processed until the
following month with an effective date of the following 1™ of the month.

o Example: Application received on August 14" will be effective
September 1*, but an application received on August 17" will be effective
October 1*.




Application to: Colonial Life & Accident Insurance Company PO Box 1365 Columbia, SC 29202

Proposed Insured Section

Proposed Insured’s Name (First, MI, Last) Employee O | Gender
Spouse oM O

Dependent O |F O

Home Address - Street (No PO Box) City State Zip Code Home Phone No.
Business Phone No.

Birthdate Social Security No.
(mm/dd/yyyy)

Date Employed Occupation/Job Title Hrs. Worked/Week ' Annual Base Salary | State of Birth
Owner if Other than Proposed Insured (Name and Address) Social Security No.
Contingent Owner (if applicable) (Name and Address) Social Security No,

Employee Section (Complete only if proposed insured is not the employee)

Employee Name (First, MI, Last) Gender | Birthdate Relationship to Propdsed Social Security Date Employed
M O | (mm/ddlyyyy) | Insured No.
F O
Billing Section - . . L .
Payroll Deduction Employer Name Employer Address (Street-City-State-Zip) Employee ID | Employee | Section/
/ Payroll No. | Class Dept. No.
Beneficiary Section e S = TR
Beneficiary's Name (First, M, Last) Age | Benefit% | Relationship to Proposed Insured | Social Security No.
Primary 0O
Contingent O
Beneficiary's Name (First, M, Last) Age | Benefit% | Relationship to Proposed Insured | Social Security No.
Primary O
Contingent O
Spouse and/or Dependent Child Rider Section o L e
Name (First, M, Last) Gender Birthdate (mm/ddlyyyy) | Relationship Social Security No.
MOF O
MOF O
MOF O
MOF O
MOF O
MOF O
Eligibility Questions : . Proposed Your
: Insured Spouse
1. Within the past 12 months, have you, or your spouse if applying for spouse coverage, used any tobacco products
(cigarettes, cigars, snuff, dip, chew, pipe) and/or any nicotine delivery system? YesO NoO | YesO NoO
2. Is the Proposed Insured actively working? YesOd No O
| 2.a. If"No", is the Proposed Insured disabled or unable to work? Yes O No O
3. Is your spouse disabled or unable to work? Yes O No O
_Plan Section
Policy Plan Code Face Amount Target Premium (UL only) Monthly Premium
$ $ $
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