
You work 
hard to 
protect and 
provide for 
your family.
Protect  
their future. 

The Missouri Bar

Group Level Term Life Insurance  
10-Year or 20-Year Level Premium
A life insurance plan for Missouri Bar members, their families and 
their employees with benefits and rates designed to remain level 
for 10 or 20 years.1

A member benefit of



How can life insurance help?

Life insurance provides basic protection for 
your loved ones if something happens to you.
The loss of your income could create immediate financial hardship and lifestyle changes for 
your family. Life insurance helps assure your family can maintain financial security and meet 
financial obligations. Taking advantage of life insurance coverage can play an important role 
in your financial strategy.

While many U.S. households have life insurance, the average amount of coverage is often 
inadequate to meet family needs or pay off debt. 

Protect your family
Your family depends on your income. 

Life insurance helps replace that income when your family 
needs it most. 

Protect your home
For most families, their home is their largest asset. 

Life insurance can enable your family to remain in the home,  
pay the mortgage and avoid the trauma of relocation. 

Protect your children’s education
Covering the soaring cost of education becomes even more  
difficult when there is a loss of income. 

Life insurance can help provide for your children’s future. 

Protect your finances
Life insurance can also help cover financial expenses, such as 
medical bills and funeral costs, as well as unplanned expenses 
and unforeseen financial crises.
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What is Group Level Term Life Insurance?
Group Level Term Life Insurance is offered through The Missouri Bar and pays a benefit to your 
beneficiary if you pass away during a specific period of time (known as a “term”). 

The “level term” of this coverage is offered as a 10-Year or 20-Year level term. This means your 
benefits and rates are designed to remain the same for up to the level term you choose.1 

Plan Features 
Member Coverage
The Group Level Term plan provides members of The Missouri Bar with group level term life insurance coverage in the 
amount you select, from $100,000 up to $1,000,000. 

Members actively preforming the duties of their occupation are eligible to apply for 10-year level term coverage through 
age 60 or 20-year level term coverage through age 50.

Spouse/Domestic Partner, Child and Employee of Member Coverage
Spouse/Domestic Partners of members through age 60 who are able to conduct the normal activities of a person of like 
age and gender are eligible to apply for coverage from $100,000 up to $500,000 for 10-year level term coverage (or 20-
year level term through age 50), regardless of whether the member is insured.

Coverage options available for your children are $5,000 to $20,000 (in increments of $5,000) at a semi-annual rate of 
$6.90 per $5,000. One premium covers all eligible children, ages 15 days to 21 years or to age 25 if a full-time student. 
Children ages 15 days to six months are covered for $1,000 to $4,000 (in increments of $1,000).

Employees of member and their spouse/domestic partner, through age 60, can apply for $100,000 up to $250,000 in 
10-year level term life coverage (or 20-year level term through age 50). Employee’s spouse/domestic partner coverage 
cannot exceed the employee’s coverage and terminates when the employee’s coverage terminates. 

Accidental Death and Dismemberment (AD&D) Coverage2

The unexpected financial “shock” of an accident can be devastating to a family. That’s why this plan offers a special 
accident safeguard. The AD&D benefit pays your beneficiary the value of your life coverage to a maximum of $500,000, if 
you die in a covered accident.

Additionally, if you are dismembered or lose your sight in a covered accident, you will receive a portion of your coverage, 
depending on the severity of the accident. 

Optional AD&D coverage costs $1.70 per $10,000, semi-annually. 

What happens at the end of a level term period?
At the end of the level term period, evidence of insurability is required to enter another level term period (subject to the 
maximum age to begin a level term period). If evidence of insurability is not provided or not approved the insurer, rates will 
default into the 5-year age brackets for the insureds current age under the group term life plan. 
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How much 
coverage do  
I need?
Every person is different, as are 
their life insurance needs. 

Refer to this case study to help 
determine how much coverage 
might be right for you. 

Meet the Wilsons
After suffering a personal loss, 
the Wilsons relied on their Group 
Term Life Insurance to help them 
through the transition.

Mark and Rita Wilson had a busy life 
with work, sports and three children. 
He was the breadwinner and she was 
a stay-at-home mom. Mark had been 
suffering from recurring headaches 
and was diagnosed with an inoperable 
brain tumor. Fortunately for the Wilson 
family, he had Group Term Life Insurance 
coverage. When he passed away, 
Rita was able to use the life insurance 
proceeds to pay off the remaining 
home mortgage and cover Mark’s 
funeral expenses. There was even 
enough money to support the family 
while she transitioned to being a 
single working parent.

Expenses covered by Mark’s 
life insurance benefit: 

Funeral expenses
-$8,000

Remaining mortgage
-$200,000

Everyday expenses  
(utilities, car, groceries, etc.)

$292,000

$500,000
Total life insurance benefit

The amounts shown are for illustrative purposes only. Actual costs/results may vary. Total Group Term Life Insurance benefit shown above assumes life insurance coverage in that 
amount. Actual coverage amounts may vary. 

4  |  The Missouri Bar  |  Group Level Term Life Insurance – 10 or 20 Year Level Premium



A Pay-Out Option During Your Lifetime
If you are terminally ill, as defined in the Certificate, and 
have a life expectancy of 12 months or less, you can 
receive a portion of your death benefit before dying.  
This is called the Accelerated Life Benefit and you can 
receive payment of up to 50% of your coverage, to a 
maximum of $100,000. 

Upon your death, all remaining life insurance benefits will 
be paid to your beneficiary. Receipt of accelerated benefit 
payments may be taxable. Assistance should be sought 
from a personal tax advisor.

Pay No Premiums if you become disabled2

If you become totally disabled before age 70, you may 
keep your coverage, subject to policy provisions, without 
paying premiums.

Conversion Option
If a covered person later becomes ineligible for this 
group coverage, conversion to an individual whole life 
insurance policy is allowed, without proof of good health. 
Accelerated Life Benefit and AD&D coverage, if elected, 
are excluded from conversion.

Continuous Coverage to age 75
Coverage will not reduce during your level term period. 
For member and spouse/domestic partner who are under 
age 70 at the end of a level term period, coverage will not 
reduce until age 70. 

If you reach age 70 during your level term period, 
coverage will reduce at the end of your level term period. 

At the end of your level term, your coverage will reduce 
to the lesser of 50% of the amount in effect or $50,000 if 
you’ve reached age 70, and will terminate at age 75.

For active Employees who are under age 70 at the end  
of a level term period, coverage will not reduce until age 
70. Coverage will reduce to 50% at age 70, to 30% at age 
75 and will terminate when no longer actively working for 
the Member.

Exclusions
There are no exclusions under the group term life policy. 
AD&D and Accelerated Life Benefits are subject to 
additional exclusions.

Additional Benefits and Highlights

Portable coverage that stays with you 
even if you change jobs or retire. 
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How much does it cost?
The monthly cost of life insurance varies based on your age and how much coverage you choose.

What are 
Super 
Preferred 
Rates?
Super preferred 
non-tobacco 
rates offers 
lower premiums 
because there are 
some additional 
underwriting 
requirements that 
must be met.

Rates shown are as of January 1, 2019. 

* The initial premium will not change for the first 10 years, unless the insurance company exercises its right to change premium rates for all 
insureds covered under the group policy with 60 days advance

10-Year Semi-Annual Level Premium Rates per $1,000*  
Rates shown for non-tobacco users

$100,000 to $499,999 $500,000 to $1,000,000

Issue 
age

Male 
super 

preferred
Male 

preferred
Female 
super 

preferred
Female 

preferred
Male 
super 

preferred
Male 

preferred
Female 
super 

preferred
Female 

preferred

18-26 0.276 0.336 0.247 0.272 0.228 0.308 0.160 0.207
27 0.276 0.336 0.245 0.274 0.228 0.307 0.161 0.211
28 0.276 0.342 0.246 0.278 0.229 0.306 0.164 0.217
29 0.276 0.342 0.247 0.284 0.233 0.306 0.168 0.225
30 0.276 0.342 0.246 0.288 0.234 0.312 0.182 0.243
31 0.282 0.342 0.246 0.288 0.234 0.312 0.191 0.258
32 0.282 0.342 0.246 0.288 0.234 0.318 0.201 0.264
33 0.282 0.348 0.246 0.288 0.252 0.318 0.211 0.264
34 0.282 0.348 0.246 0.288 0.252 0.318 0.210 0.264
35 0.282 0.348 0.246 0.288 0.252 0.318 0.210 0.264
36 0.282 0.354 0.246 0.300 0.252 0.318 0.216 0.270
37 0.282 0.372 0.252 0.318 0.264 0.336 0.234 0.288
38 0.288 0.390 0.276 0.336 0.276 0.360 0.252 0.306
39 0.306 0.420 0.300 0.372 0.288 0.390 0.276 0.342
40 0.324 0.456 0.330 0.396 0.318 0.426 0.300 0.372
41 0.348 0.498 0.360 0.438 0.348 0.456 0.330 0.408
42 0.378 0.540 0.390 0.468 0.396 0.510 0.360 0.444
43 0.420 0.588 0.432 0.516 0.438 0.552 0.402 0.480
44 0.468 0.642 0.468 0.558 0.486 0.606 0.438 0.528
45 0.516 0.708 0.499 0.606 0.534 0.678 0.474 0.576
46 0.570 0.780 0.526 0.648 0.594 0.738 0.516 0.618
47 0.624 0.864 0.555 0.696 0.642 0.828 0.546 0.660
48 0.672 0.948 0.585 0.750 0.696 0.912 0.582 0.714
49 0.732 1.038 0.610 0.798 0.768 1.002 0.618 0.762
50 0.792 1.146 0.645 0.858 0.840 1.110 0.672 0.822
51 0.870 1.260 0.695 0.918 0.924 1.212 0.714 0.864
52 0.960 1.386 0.741 0.978 1.032 1.338 0.792 0.930
53 1.074 1.518 0.790 1.044 1.146 1.470 0.852 1.002
54 1.188 1.668 0.835 1.128 1.278 1.614 0.924 1.080
55 1.332 1.830 0.893 1.218 1.416 1.770 1.002 1.170
56 1.464 2.004 0.960 1.302 1.548 1.944 1.074 1.254
57 1.590 2.190 1.020 1.398 1.698 2.088 1.146 1.350
58 1.752 2.376 1.085 1.512 1.872 2.298 1.212 1.458
59 1.920 2.610 1.141 1.632 2.052 2.526 1.290 1.578
60 2.118 2.886 1.270 1.782 2.268 2.802 1.404 1.704
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20-year semi annual level premium rates per $1,000*
Rates shown for non-tobacco users

$100,000 to $499,999 $500,000 to $1,000,000

Issue 
age

Male super 
preferred

Male 
preferred

Female super 
preferred

Female 
preferred

Male super 
preferred

Male 
preferred

Female super 
preferred

Female 
preferred

18-26 0.345 0.440 0.269 0.329 0.282 0.393 0.208 0.283
27 0.356 0.456 0.276 0.341 0.291 0.405 0.217 0.297
28 0.371 0.477 0.283 0.355 0.303 0.423 0.227 0.312
29 0.389 0.502 0.292 0.370 0.318 0.443 0.237 0.329
30 0.432 0.552 0.319 0.405 0.342 0.473 0.253 0.352
31 0.447 0.577 0.333 0.428 0.354 0.493 0.268 0.376
32 0.463 0.605 0.348 0.452 0.367 0.515 0.284 0.401
33 0.468 0.636 0.363 0.477 0.382 0.539 0.301 0.427
34 0.468 0.670 0.379 0.502 0.398 0.566 0.318 0.453
35 0.468 0.707 0.395 0.528 0.416 0.594 0.336 0.480
36 0.480 0.756 0.423 0.568 0.438 0.638 0.363 0.521
37 0.498 0.786 0.451 0.612 0.462 0.685 0.392 0.564
38 0.528 0.828 0.468 0.658 0.486 0.735 0.422 0.610
39 0.558 0.876 0.492 0.707 0.522 0.774 0.453 0.659
40 0.606 0.948 0.522 0.758 0.558 0.830 0.480 0.710
41 0.660 1.038 0.558 0.804 0.624 0.913 0.516 0.756
42 0.732 1.140 0.600 0.851 0.696 1.002 0.558 0.804
43 0.804 1.272 0.642 0.900 0.768 1.100 0.612 0.853
44 0.894 1.392 0.708 0.954 0.858 1.208 0.666 0.908
45 0.978 1.524 0.762 1.011 0.936 1.326 0.726 0.965
46 1.068 1.644 0.828 1.091 1.032 1.454 0.780 1.045
47 1.176 1.776 0.894 1.177 1.134 1.592 0.858 1.130
48 1.278 1.908 0.978 1.271 1.242 1.747 0.936 1.224
49 1.398 2.070 1.056 1.375 1.356 1.920 1.008 1.327
50 1.518 2.274 1.140 1.491 1.476 2.117 1.110 1.442

Rates shown are as of January 1, 2019. 

* The initial premium will not change for the first 10 years, unless the insurance company 
exercises its right to change premium rates for all insureds covered under the group policy 
with 60 days advance
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Your rate calculation worksheet:

Using the rate chart:

10-Year rate calculation example: 
Calculation example:

Age: 35 year old male

Coverage: $200,000

Qualification: Non-Tobacco Super Preferred

Rate: 

*Rates are calculated per $1000 in coverage.
**Rates are semi-annual.

200 x $0.282 = $XX.XX**

Calculate rate by multiplying the coverage 
volume by the appropriate rate in the chart 
to find the semi-annual rate:

$XX.XX**  6 = $XX.XX 
per month

Divide the semi-annual rate by 6 for your 
monthly rate:

Divide coverage amount by volume ($1,000):

$200,000  $1,000* = 200

Age: 

Coverage amount: 

Rate: 

*Rates are calculated per $1,000 in coverage.
**Rates are semi-annual.

Divide coverage amount by volume ($1,000):

$   $1,000* = 
Coverage amount     Volume amount

Calculate rate by multiplying the coverage 
volume by the appropriate rate in the chart 
to find the semi-annual rate:

 x  = 
Volume amount Rate Semi-annual rate

Divide the semi-annual rate by 6 for your 
monthly rate:

  6 =  per month
Semi-annual rate

10-Year Semi-Annual Level Premium Rates per $1,000*  
Rates shown for non-tobacco users

$100,000 to $499,999 $500,000 to $1,000,000

Issue 
age

Male 
super 

preferred
Male 

preferred

Female 
super 

preferred
Female 

preferred

Male 
super 

preferred
Male 

preferred

Female 
super 

preferred
Female 

preferred

33 0.282 0.348 0.246 0.288 0.252 0.318 0.211 0.264
34 0.282 0.348 0.246 0.288 0.252 0.318 0.210 0.264
35 0.282 0.348 0.246 0.288 0.252 0.318 0.210 0.264
36 0.282 0.354 0.246 0.300 0.252 0.318 0.216 0.270
37 0.282 0.372 0.252 0.318 0.264 0.336 0.234 0.288
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1  The initial premium will not change for the first 10 or 20 years, unless the insurance company exercises its right to change premium rates for all insureds covered under the group policy 
with 60 days advance written notice. 

2 Not available for an employee’s spouse/domestic partner coverage.

This is a summary of benefits only. A complete description of benefits, limitations, exclusions and termination of coverage will be provided in the certificate of insurance. All coverage 
is subject to the terms and conditions of the group policy. If there is any discrepancy between this document and the group policy documents, the policy documents will govern. Life 
Insurance coverage is provided under the terms of a group life insurance policy, Group Life Policy form LP08GPMO, issued and delivered in the state of Missouri to The Missouri Bar as the 
policyholder and is governed by its laws.

Group Term Life Insurance is underwritten by ReliaStar Life Insurance Company, Minneapolis, MN, a member of the Voya® family of companies.

©2019 Voya Services Company. All rights reserved. EB0712-43418-1217

155366 01/01/2019

Complete and return the application to:

How do I apply?

Call us toll-free at 1-800-843-2277 or visit thebarplan.com.

Questions?

The Bar Plan Insurance Agency, Inc.

1717 Hidden Creek Court

St. Louis, MO 63131

Phone: (800) 843-2277  

Fax: (844) 824-1619

thebarplan.com
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GRPLIFEUW14-MO         ReliaStar Life Insurance Company, Minneapolis, MN                        (04/18) 

 

 

Group Term Life Application for 10-Year or 20-Year Level Term Rate 
Please complete the entire application.  The proposed insured should fill out this application.  Please print clearly in 
dark ink and mail to The Bar Plan Insurance Agency, Inc., 1717 Hidden Creek Court, St. Louis, MO  63131   

  FOR AGENT USE ONLY: Submitted By:___________________________ Agency: ____________________________ 
Address: _____________________________ Phone No.: ___________________ Fax No.: ______________________ 

 

The Missouri Bar                                                                                                                                                                               31281-9 
 

1.  TELL US ABOUT YOURSELF                                
Member/Employee’s Information (complete this section only if applying for Member/EE coverage on this application): 
Name (Last, First, M.I.)   ❑ Member   ❑ Employee of Member (EE) 
 

Are you a member of The 
Missouri Bar?  ❑ Yes   ❑ No 

If an Employee, Name of Member 

❑ Male    ❑ Female 
Date of Birth (MM/DD/YYYY) 
 

Place of Birth (City, State) Social Security Number 

Address 
 

City State Zip 

Home/Cell Phone # 
 

Work Phone # 
 

E-mail Address 
 

 

Spouse/Domestic Partner of Member Information (complete this section only if applying for Spouse/Domestic Partner of Member 
coverage on this application): 
Name (Last, First, M.I.)   ❑ Spouse   ❑ Domestic Partner (DP) 
 

Are you a member of The 
Missouri Bar?  ❑ Yes   ❑ No 

If Spouse/DP, Name of Member 

❑ Male    ❑ Female 
Date of Birth (MM/DD/YYYY) 
 

Place of Birth (City, State) Social Security Number 

Address 
 

City State Zip 

Home/Cell Phone # Work Phone # 
 

E-mail Address 
 

 

Dependent Child(ren)’s Information (complete this section only if applying for Dependent Child(ren) on this application): 
Number of eligible children:___________  Include Name, Date of Birth (DOB), and Social Security Number (SSN) of each child below 
Name_____________________________________________________   DOB___________________    SSN____________________ 
Name_____________________________________________________   DOB___________________    SSN____________________ 
Name_____________________________________________________   DOB___________________    SSN____________________ 
Name_____________________________________________________   DOB___________________    SSN____________________ 
 

Address 
 

City State Zip Home/Cell Phone #      
                        

 

 Member/EE Spouse/DP 
a) Do you currently use or have you used tobacco or nicotine products in any form in the last 5 years? ……  

                                                                                                                     Date of last use (month/year): 
❑ Yes  ❑ No 
_____/_____ 

❑ Yes  ❑ No 
_____/_____ 

b) Are you currently working less than 30 hours per week at your regular occupation and place of  
business? …………………………………………………………………………………………………… ❑ Yes  ❑ No ❑ Yes  ❑ No 

c)  Will any of the life insurance proposed in this application replace, discontinue or change any life   
     insurance or annuities now in force? ………………………………………………………………………. ❑ Yes  ❑ No ❑ Yes  ❑ No 

    If yes, please explain:_____________________________________________________________________________________________ 
 

2.  SELECT YOUR COVERAGE  
Member Amount  
❑ 10-Year Level Term    

❑ 20-Year Level Term 

❑ $________________ in $5,000 increments  
(Minimum: $100,000 / Maximum $1,000,000) 

Spouse/DP of Member Amount 
❑ 10-Year Level Term    

❑ 20-Year Level Term 

❑ $________________ in $5,000 increments 
(Minimum: $100,000 / Maximum $500,000)  
 

Employee of Member Amount 
❑ 10-Year Level Term    

❑ 20-Year Level Term 

❑ $________________ in $5,000 increments  
(Minimum: $100,000 / Maximum $250,000) 
 

 
 
 PLEASE COMPLETE AND 

SIGN END OF APPLICATION 
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Please select if you wish to include additional options with your coverage (If AD&D is elected, benefit will match life amount to a 
maximum of $500,000): 
 

Dependent Child(ren) Coverage*   ❑ $20,000   ❑ $15,000   ❑ $10,000   ❑ $5,000 

❑ Member Accidental Death & Dismemberment 

❑ Spouse/DP of Member Accidental Death & Dismemberment 

❑ Employee of Member Accidental Death & Dismemberment 

* If both Member and Spouse/DP of Member are applying, only one can apply for Dependent Child(ren) Coverage.                     
 

3.  PROVIDE YOUR HEALTH INFORMATION  
Member/Employee:  Height_____ft. ____in.  Weight_____lbs.         Spouse/DP of Member:  Height_____ft. ____in.  Weight_____lbs. 

 

List the name, address and phone number of your regular health care provider and the date you last consulted him or her:  
 

Member/Employee:__________________________________   

_______________________________________________  

 

Spouse/DP of Member:______________________________ 
 

______________________________________________  
 

 Member/EE Spouse/DP 
1) Within the last 10 years, have you been positively diagnosed or treated by a member of the medical 

profession as having HIV (Human Immunodeficiency Virus) or AIDS (Acquired Immunodeficiency 
Syndrome)? ………………………………………………………………………………………………….. ❑ Yes  ❑ No ❑ Yes  ❑ No 

2) Have you ever been diagnosed or treated by a member of the medical profession for:  
 

a. stroke/TIA (Transient Ischemic Attack) , sleep apnea, high blood pressure or any disease or disorder of 
the heart or lungs?….………………………………………………………………………........................ 

b. cancer/tumor, diabetes, or any disease or disorder of the blood or immune system?…………………….. 

c. seizures, or any disease or disorder of the brain or nervous/mental system (including anxiety, depression  
and other mood disorders)?………………………………………………………………………………...  

d. arthritis, chronic pain or any disease or disorder of the joint, muscle or neuromuscular systems?............. 

e. disease or disorder of the liver, kidneys or digestive, intestinal, reproductive or urinary systems?............ 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

❑ Yes  ❑ No 

3) Have you ever received medical treatment or counseling for the use of alcohol or prescribed or non-
prescribed drugs, or been advised by a member of the medical profession to discontinue or reduce the use 
of such substances?...........................................................................................................................................  

 
 

 

❑ Yes  ❑ No 

 
 

 

❑ Yes  ❑ No 

4) Have any of your parents or siblings died prior to age 65 as a result of heart disease, stroke or 
cancer?.............................................................................................................................................................. 

 

❑ Yes  ❑ No 
 

❑ Yes  ❑ No 

5) Have you in the last three years flown, or do you anticipate flying in an aircraft, other than as a passenger 
on a scheduled airline?......................................................................................................................................  

 

❑ Yes  ❑ No 
 

❑ Yes  ❑ No 

6) Have you in the last five years had any DUI (driving under the influence) convictions, driver’s license 
suspensions/revocations or moving violations?  …………………………….................................................. 

 

❑ Yes  ❑ No 
 

❑ Yes  ❑ No 

a. Member/EE of Member’s driver’s license number and state of issue:______________________________ 
       b. Spouse/DP of Member’s driver’s license number and state of issue:________________________________ 

        

7) Do you currently have any disorder, condition or disease, or are you currently taking medication 
prescribed or provided by a member of the medical profession for any disorder, condition or disease not 
shown above? ………………………………………………………………………………………………. 

 
 

❑ Yes  ❑ No 

 
 

❑ Yes  ❑ No 

 

 

 

 

 
 

PLEASE COMPLETE AND 
SIGN END OF APPLICATION 
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For every “Yes” answer to questions in the previous section, give details below. Please attach a separate sheet if additional space is needed. 

Q# Applicant Description of  
Condition 

Date Condition 
Began 

Description of  
Treatment Received 

Health Practitioner 
Name, Full Address and Phone 

 ❑ Member/EE   
❑Spouse/DP 

    

 ❑ Member/EE   
❑Spouse/DP 

    

 ❑ Member/EE   
❑Spouse/DP 

    

 ❑ Member/EE   
❑Spouse/DP 

    

 ❑ Member/EE   
❑Spouse/DP 

    

 
4.  DESIGNATE YOUR BENEFICIARY 
Include Name, Address, Date of Birth, and Social Security Number for each beneficiary you list below. List the percent each will receive. The 
total must equal 100 percent. Beneficiary for dependent child(ren) coverage (if elected) will be the insured under the certificate to which the 
dependent child(ren) coverage is attached. Attach additional sheets if necessary. 
 

Beneficiary for Member/EE Coverage (complete this section only if applying for Member/EE coverage on this application)  
Name (Last, First, M.I.)     ❑ Primary     ❑ Contingent 
 
Date of Birth (MM/DD/YYYY) 
 

Social Security Number Relationship Percent 

Address 
 

City State Zip Home/Cell Phone #      
 

 

Name (Last, First, M.I.)     ❑ Primary     ❑ Contingent 
 
Date of Birth (MM/DD/YYYY) 
 

Social Security Number Relationship Percent 

Address 
 

City State Zip Home/Cell Phone #      
 

 

Beneficiary for Spouse/DP of Member Coverage (complete this section only if applying for Spouse/DP coverage on this application) 
Name (Last, First, M.I.)     ❑ Primary     ❑ Contingent 
 
Date of Birth (MM/DD/YYYY) 
 

Social Security Number Relationship Percent 

Address 
 

City State Zip Home/Cell Phone #      
 

 

Name (Last, First, M.I.)     ❑ Primary     ❑ Contingent 
 
Date of Birth (MM/DD/YYYY) 
 

Social Security Number Relationship Percent 

Address 
 

City State Zip Home/Cell Phone #      
                             

 

 
 
 
 

PLEASE COMPLETE AND 
SIGN END OF APPLICATION 
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5.  READ THIS INFORMATION CAREFULLY, THEN SIGN AND DATE BELOW 

  To the best of my knowledge and belief, the information I have provided is complete and correct.  
  I understand and agree that no coverage shall take effect unless this application is approved by ReliaStar Life Insurance Company and   

 the first premium is paid in my lifetime.  
  I understand my coverage begins on the “effective date” assigned by ReliaStar Life Insurance Company.  
 
Authorization and Acknowledgment – Please read and sign below. For underwriting and claim purposes, I give my permission to: Any 
physician, or any other member of the medical profession, hospital, clinic, other medical or medically related facility, pharmacy, pharmacy 
benefit manager, insurance or reinsurance company, MIB, Inc. (MIB), Department of Motor Vehicle Records, employer or any other 
organization or person to give ReliaStar Life Insurance Company (ReliaStar Life) or its authorized representative (including ChoicePoint 
or any consumer reporting agency) acting on its behalf ALL INFORMATION on my behalf (except as limited below), including findings 
on medical care, psychiatric or psychological care or examination, surgery, pharmacy prescriptions or prescription records or any non-
medical information, including motor vehicle records, as they apply to any person who is to be covered. I give my permission to ReliaStar 
Life, or its reinsurers, to make a brief report of personal health information to MIB about these same persons. I give my permission to 
ReliaStar Life to get consumer or investigative consumer reports about these same persons. 
 

I give my permission to ReliaStar Life to get any and all such information for the purposes described in this form. I specifically consent to 
the redisclosure of such information as set forth in this form. I know that my medical records, including any alcohol or drug abuse 
information, may be protected by Federal Regulations – 42 CFR Part 2. I may revoke this authorization as it applies to any information 
protected by 42 CFR Part 2 at any time, but not to the extent action has been taken in reliance on it. 
 

I understand all or part of the information obtained by this authorization may be communicated between ReliaStar Life its affiliates and 
may be sent to MIB. This information may be made available to any ReliaStar Life affiliate, reinsurer, employer, or contractor who 
processes transactions that concern any coverage I may have requested or have with ReliaStar Life or its affiliates. 
 

I understand that my additional written consent will be required before any information described above is given, sold, transferred, or, in 
any way, relayed to another party not previously specified (unless otherwise provided by law). My additional consent must be provided on 
a form that states the new use of the information or why another party needs it.  I know that I have the right to get a copy of this form. A 
photocopy of this form will be as valid as the original. This form will be valid for 24 months from the date shown below.  I acknowledge 
that I have been given ReliaStar Life’s Consumer Privacy Notice. 
 

Any person who, knowingly with intent to defraud any insurance company or other person files an application for insurance 
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material 
thereto commits a fraudulent insurance act, which is a crime, and may subject such person to criminal and civil penalties, and 
denial of insurance benefits.   
 

 

Member/EE Signature (always required) 
                               
                                         

Date 
                            

Spouse/DP of Member Signature (if applying) 
                                                                                      

Date        
                            

 
 
 
 
 

Owner of Member Certificate (if other than yourself).  The owner controls all rights to the Certificate. 
Name (Last, First, M.I.) 
 

Date of Birth (MM/DD/YYYY) 
 

Social Security Number 

Address 
 

City State Zip 
                             

Owner’s Signature 
 

Date                           

 

Owner of Spouse/Domestic Partner of Member Certificate (if other than yourself).  The owner controls all rights to the Certificate. 
Name (Last, First, M.I.) 
 

Date of Birth (MM/DD/YYYY) 
 

Social Security Number 

Address 
 

City State Zip 
                             

Owner’s Signature 
 

Date                           

 
 



ReliaStar Life Insurance Company and ReliaStar Life Insurance Company of New York 
Consumer Privacy Notice and Insurance Information Practices Notice 

 

We are pleased to provide you with information regarding your application or claim.  This information is provided to you in accordance 
with legislation enacted in your state.  You may also receive other privacy notices from us or from our affiliated companies.  Please keep 
this notice and a copy of the completed application or claim form for your records. 
 

Our Underwriting Procedures 
For certain types of coverage, we underwrite your request to determine if you are eligible for the coverage you requested.  We review all 
of the information in the application, and, if necessary, confirm or add to this information in the ways described in this notice.  In the 
event of an adverse underwriting decision, we will provide you with the specific reason for the decision in writing. 
 

Privacy and Information Practices 
Collecting Information 
Your application or claim form is our main source of information.  But we may: 
• Ask you to have a physical exam, an EKG and/or a blood profile, etc. 
• Ask physicians, hospitals, or other health care providers to confirm or add to the information you have given us.  The types of 

information we may ask for are described on the authorization form you will be asked to sign.  If you want a copy of this form, it will 
be given to you for your records. 

• Obtain information from MIB, Inc., formerly known as the Medical Information Bureau.  See “Notice Regarding MIB, Inc.” below. 
• Seek information from other companies you have applied to for insurance. 
• Ask you for additional information through use of a written request. 
 

Notice Regarding Consumer Reports 
Insurance companies commonly ask an outside source to verify and add to the information given in an application.  Consumer reports are 
used to help us decide if you are eligible for the insurance you have applied for.  The report deals with your mode of living, character, 
general reputation, and such personal items as your health, job, and finances.  It may include information on the following:  your marital 
status, past and present employment record, job duties, driving record, avocation, health history, use of alcohol and drugs, and hazardous 
sports activities.  The agency may get information in these ways:  from public records, and by contacting you, members of your family, 
business associates and employers, financial sources, friends, or others you know.  This information will not be used to determine your 
sexual orientation.  You can request that the agency interview you in connection with the preparation of the report.  If the report affects 
your application as requested, we will notify you and provide you with the name and address of the reporting firm. 
 

We use the report only to be sure that each application is evaluated on a fair basis.  We will not reveal any of the information we obtain to 
your friends or associates.  We may reveal the information we obtain to other companies or entities affiliated with us.  The information 
may be kept by the consumer reporting agency; it may also later be given to others who have a legitimate need for these reports.  It will 
be given only to the extent permitted by these laws:  the Federal Fair Credit Reporting Act as amended by the Consumer Credit Reporting 
Reform Act of 1996; your state's Fair Credit Reporting Act, if any; or your state's Insurance Information and Privacy Protection Act, if 
any.  If you wish, we will send you the name, address and phone number of any agency we ask to prepare a consumer report about you.  
The agency will give you a copy of the report if you ask for one and give proper identification. 
 

Information Use 
We will use the information only for business purposes arising from the relationship you have with us. 
 

Information Maintenance and Disclosure 
We treat the information we have about you as confidential.  The authorization form that you have been asked to complete will permit us 
to send the information to our affiliates and to MIB, our reinsurers, employees, contractors, or other organizations that process 
transactions concerning coverage you have with us or our affiliates, and to other life insurance companies to whom you may apply for life 
or health insurance or to whom a claim for benefits may be submitted.  In certain circumstances, the information we have about you may 
be disclosed to third parties without your specific permission. 
 

Access to Information 
If you request it in writing, we will send you a copy of the relevant information we obtain about you in connection with your request for 
coverage or an adverse underwriting decision.  Medical information, however, will only be disclosed through the attending licensed 
physician unless state law provides otherwise.  If you feel that any of the information in our file is not correct or is incomplete, we will 
review it.  If we agree with you, we will make the corrections.  If we do not agree with you, you may file a short statement of dispute with 
us.  Your statement will be included any time we disclose this information to anyone.  We will not send you information we collect in 
expectation of or in connection with any claim or civil or criminal proceeding. 
 

Notice Regarding MIB, Inc.  
We or our reinsurers may make brief reports to MIB. The reports will include the factors that affect the insurability of any person for 
whom coverage is being requested.  MIB is a nonprofit organization of life insurance companies.  It operates an information exchange for 
its members.  If you apply to some other member company for life or health coverage, or send in a claim for benefits, MIB may supply 
that company with any information in its file.  If you ask, MIB will arrange to disclose to you the information it has about you in its file.  
If you question the accuracy of the information in MIB’s file, you may contact MIB and ask them to correct it as provided in the Fair 
Credit Reporting Act.  The address of MIB’s information office is 50 Braintree Hill Park, Suite 400, Braintree, MA 02184-8734.  MIB’s 
phone number is 866-692-6901 (TTY 866 346-3642).  We may also release information in our files to other life insurance companies to 
whom you may apply for life or health insurance or to whom a claim for benefits may be submitted. 
 
47316c                        116249  (5/09) 
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