Application for Group Insurance
Kansas City Life insurance Company

. 3520 Broadway
it BGE[;’E‘.)Fl{ 11‘?5 Kansas City, MO 64111
Legal Name of Applicant (Policyholder) Federal Tax 1D No.

XYZ Fire Dept/District XX-XXXXXXX
Nature of Business Standard Industrial Classification (SIC) | Type of Business
Volunteer Fire Dept/District |:t|pCorporation I:lSole Propri‘etorlj Partnership[lLLCOther

Street Address, City, State, Zip
PO Box 1 OR 100 Main Street Anytown NE XXXXX
Name of Subsidiaries, Divisions or Affiliates to be Covered

Name and Title of Plan Administrator (Corporate Officer) Phane Ne. E-mail Fax
Board Chairperson or Chief XXX-XXX-XXX> Include Include
Name and Title of Correspondent (Routine Accounting Mattars) Phone No. E-mail Fax

Same as above

Billing Address(es) - If Differant From Street Address

Proposed Effective Date of Insurance Advance Payment of § is submitted with this application to be agplied by the Company cn
month-day-year premiums for insurance whan and if issued.
If the insurance applied for replaces, o is in addition to, any similar group or wholesale insurance now or previcusly in force, provide:
Carrier Name Type of Ccverage Date to be Discontinued
Provident (if applicable) Group Life Eff date

This application must be accompanied by a copy of the inforce carrier policy or certificate with benefit schedule. If Dental, also include a current
month's Dental billing from current carrier,

__Coverage Applied For

Basic Term Life Insurance Voluntary Term Life Insurance Short Term Disability {STD)
&/ |Accidental Death & Dismemberment Accidental Death & Dismemberment
Dependent Life Benefit Spouse and Children Life Benefit

Long Term Disability (LTD) |:|Dental Insurance Vision Insurance
Premium
What percentage dces the employer confribute towards the premium?
ﬂ% Basic Term Life Y% Dependent Life _ % Voluntary Term Life
____ % Short Term Disability (STD) STD Gross-Up Plan __ % Long Term Digability (LTD) |:|LTD Gross-Up Plan

{For Voluntary/Contributory STD and LTD enly, is the employee paid portion of premiumDPre-Tax basis orDost—Tax basis?)

Dental Insurance % Employee % Dependents Vision Insurance % Employes % Dependents

Schedule of Benefits

Please attach a copy of the proposal(s) of benzfits sold. Only complete the following if benefits applied for are different from those proposed.

Additional Options to be included:
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Eligibility

Eligible Classes:

Basic Term Life Insurance Voluntary Term Life Insurance Short Term Disability (STD) Long Term Disability {LTD)
Al Full-Time Employees All Full-Time Employees Al Full-Time Employses All Full-Time Employees

working hoursfweek working hours/week working hoursiweek working hours/waek

\/Pther___Rostered Members | [Other__ Other____ ptoer

Dental Insurance Vision Insurance
Ail Full-Time Employses [ [other All Full-Time Employees Other

working hoursiweek working hours/week

Probationary Waiting Period:

Basic Term Life Voluntary Term Life Short Term Disability (STD) Long Term Disability {LTD}

0 days/months days/imanths days/months daysimonths

Dental Vision If Probationary Waiting Period differs by class, specify here:

days/months days/months

Does this apply to current employees hired on or before the effective date? if no, all currently enrclled employees will be covered on the policy
effective date regardless of employment date.

Vv |Yes No

Coverage to be effective the first of the month following completion of probationary waiting period?
Yes v INo

Number of eligible and enrolled individuals:
Basic Life/ . Short Term Long Term i
Dependent Life Voluntary Life Disability Disability Dental Vision
# eligibie / # eligible # eligible #eligible # eligible # eligible
#enrolled f #enrolled #enrolled #enrolled #enroiled #enrolled
Are any individuals currently disablad? Y e No If yes, provide: ANSWER
Full Name Diagnosis/Pragnosis Estimated Return to Work Date

Are any former emplovees and/or dependents currently on continuation coverage provided by the Consolidated Omnibus Budgst Reconciliation Act

(COBRA) of 19857 Yes . No If yes, list names of the enrollees, qualifying event, and date of event;
Full Name Qualifying Event Date of Event COBRA End Date
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Agreement and Signatures

it is understood and agreed as follows:

1. No coverage is effective until approved by Kansas City Life Insurance Company at its Home Office in Kansas City, Missouri,

2. Insurance will e effective with regard to those individuals listed above in the Eligibility Section, on the latest of the following dates: (a) the
effective date approved by the Company; (b} the date this application is signed; or (c) the date the first premium is paid in full.

3. No agent has the authority to waive any of the Company's rights or requirements, or to make or aiter any contract or policy.

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in
an application for insurance is guilty of a crime and may be subject to fings and confinement in prison,

natedat ANytown NE s Complete

City, State

day of , year of

NORTH-CAROEINA=Certificatiomof Auent

FLORIDA - Statement of Agent:
| certify that the information supplied by the Applicant (proposed

ls this areplacement policy? [_] Yes [ ]No Policyholder) has been truly and accurately recorded in this application.
6434315
Signature of Writing Agent Agent Code Cficer's Signature
Leave blank Board Chairperson or Chief
Agent's Name and State License ID Mo, — SSN (Please Print) Please Print Officer's Name
Leave blank Include
Signature of Other Agent{(s) Agent Code Officer's Titls
Leave blank Leave blank
Agent(s) Business Address City, Stats, Zip Agency Agency Code

NOTICE TO ARIZONA APPLICANTS:

Any life insurance producer, examining physician or other parson who knowingly makes a faise or fraudulent statement or representation in or
relative to an application for life or disability insurance, or whe makes any such statement to obtain a fee, commission, money or benefit is guilty of a
class 2 misdemeanor.

NOTICE TO CALIFORNIA APPLICANTS:
NOTICE: California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining
health insurance coverage.

NOTICE TO COLORADO APPLICANTS:

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance company or
agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder ar claimant for the
purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds
shall be reported fo the Colorado Divisien of insurance within the Department of Regulatory Agencies.

NOTICE TO FLORIDA APPLICANTS:

Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of ¢laim or an application containing any false,
incomplete, or misleading information is guilty of a felony of the third degree.
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