
HOW TO ENROLL IN THE FEDERAL EMPLOYEE SHORT TERM
DISABILITY INCOME PLAN

RATE PAGE:  Pos ta l /Federa l  (p i c )  FORM

SELECT the  Amount  o f  Month ly  Benef i t .

SELECT How Long you want  Benef i t s  to  be  Payab le  fo r :  ONE YEAR or  TWO YEARS.

SELECT the  E l im ina t ion  (wa i t ing)  Per iod ,  S tar t  Pay ing  Benef i t s  a f te r  the  14 th  Day or  30 ' r 'Day  o f  a  D isab i l i t y ,

IN IT IAL in  the  Box  to  the  le f t  o f  the  Rate  fo r  your
pend ing  your  se lec t ion .

Benef i t  Se lec t ion  and CIRCLE the  Rate  under  the  L4 /L4  or  30 /30  co lumn,

l f  you  e lec t  to  add The Opt iona l  R iders ,  CIRCLE the  ra te  and Type o f  Enro l lment  under  Opt iona l  R iders .  Add the  amount  o f  the
O p t i o n a l  R i d e r  t o  t h e  D i s a b i l i t y  R a t e .  T o t a l t h e  B i - W e e k l y  D e d u c t i o n  ( 2 6  p a y s )  a n d  t h e n  a d d  $ 2 . 0 0  f o r  t h e  P a y r o l l  D e d u c t i o n
Admin is t ra t i ve  Fee.  Th is  w i l l  be  the  Tota l  Amount  o f  your  Payro l l  Deduct ion  or  A l lo tment .  Make a  copy  fo l  your  records  and se t rd
the original with your Applicatiott to us.

ALL  NON -  POSTAL FEDERAL EMPLOYEES USE THE:  D IRECT DEPOSIT  1199A FORM TO START
YOUR ALLOTMENT

Comple te  the  Employee In fo rmat ion  Sec t ion  o f  the  11994 Form.  In  the  B i -Week ly  Amount  en ter  the  Tota l  f rom Above.  In  the
A l l o t e e ' s  A c c o u n t  N u m b e r  a d d  t h e  l a s t  s i x  d i g i t s  o f  y o u r  s o c i a l  s e c u r i t y  n u m b e r .  T h i s  w i l l  b e  y o u r  a s s i g n e d  C h e c k i n g  A c c o u n t
Number for the Af fotment. Sign and Date. You must take or i t t ter-off ice mail  the Oriqinal to your Finarrce/Payrol l  Off ice for
processing atrd setrd a CopV of the 7199y'- fortn with Vour Applicatiotr

ALL  POSTAL EMPLOYEES USE THE:  POSTAL ALLOTMENT 84  FORM

Comple te  the  Employee In fo rmat ion .  Enter  the  to ta l  Deduct ion  in  the  B i -Week ly  Amount .  Enter  the  las t  s ix  d ig i ts  o f  your  soc ia l
secur i ty  number  a f te r  the  9O79 in  the  A l lo t tee 's  Account  Number .  You n tus t  Ca l l  the  Pos ta lEase Svs te tn  a t  877-477-3273,  you
trtust use your PIN# to access the PostalEase System and set up vour Pavrol l  Deductiorr or Al lottnettt  Amount. Use the Bank
R o u t i n g  N u m b e r  o n  t h e  8 4  F o r m  w h i c h  i s  # 0 7 1 O O O O 1 3 .  T y p e  o f  A c c o u n t :  C h e c k i n g .  A c c o u n t  N u m b e r  w i l l  b e  9 0 7 9  p l u s  t h e  l a s t
s ix  d ig i ts  o f  your  soc ia l  secur i ty  number .  S ign ,  da te  and inc lude the  conf i rmat ion  number  and s ta r t  da te  on  the  84  Form a f te r
contac t ing  Pos ta lEase.  DO NOT use your  Persona l  Account  In fo rmat ion ,  Use the  In fo rmat ion  on  the  84  Form.  Otherw ise  the
Deduct ion  w i l f  be  sent  back  to  your  Personaf  Check ing  Account .  Ser td  a  Copy o f  the  co tnp le ted  84  Form wi th  your  app l i ca t io r r .

AUTHORIZATION TO HONOR CHECKS -  AUTOMATIC CHECKING ACCOUNT DRAFT

Federa l  and Posta l  Employees  can e lec t  to  pay  the  premium fo r  the  Federa l  D isab i l i t y  Income P lan  by  hav inq  i t  au tomat ica l l y
dra f ted  f rom the i r  Personaf  Check ing  Account  ins tead o f  an  A l lo tment  f rom the i r  PayCheck ,  There  w i l l  NOT be a  $2 .OO B i -Week ly
Adrt ' t i r t istrat ive Charqe added to the Disabi l i tv Irrsurartce Prertr iun't  i f  paid bv Auton'tat ic Batrk Draft Complete the Authorization
T o  H o n o r  C h e c k s  F o r m  a n d  b e  s u r e  t o  i n c l u d e  a  C h e c k  P a y a b l e  t o  P r o f e s s i o n a l  I n s u r a n c e  C o m p a n y  f o r  t h e  f i r s t  M O N T H S
premium. Af so include a VOIDED Check. To calculate the Motrthlv Pretnium, Mult iplv the Bi-Weekly Arnourrt bv 26 arrd then
Divide the Total by 72. DO NOT ADD THE $2.O0 Bi-Weeklv Pavrol l  Adntirt istrat ive Fee to the Pretnium. Be sure to Include Pmt.

APPLICATION FOR INSURANCE -  TWO PAGE FORM

Comple te  the  PERSONS PROPOSED FOR INSURANCE Sect ion .  You w i l l  on ly  need to  comple te  the  in fo rmat ion  about  your  spouse
or  dependants  i f  you  e lec t  to  take  the  Opt iona l  R iders .  Do Not  comple te  the  INSURANCE PLANS Sect ion ,  we w i l l  comple te  tha t
fo r  you .  Comple te  Page Two o f  the  App l ica t ion .  DO NOT comple te  C1.  For  Cancer  Coverage,  DO NOT comple te  L1 .  For  L i fe
Coverage.  G ive  Deta i l s  to  A l l  Quest ions  answered Yes in  A)  B)  o r  C)  on  the  top  o f  page two o f  the  App l ica t ion .  Be sure  to  inc lude
any Pre-Ex is t ing  Cond i t ions  in  the  Deta i l s  Sec t ion  so  they  w l l  be  covered a f te r  12  months .  S ign  and Date .  Make a  copy  fo r
yourseff and Send the Oriqinal Application. Alonq with a copv of Vour 7799y'.  or Postal 84 Forrn or Authorization to Honor Checks
Fortrt  pendinq how vou watrt to pay for the Plarr. Iuclude the Rate Paqe or Benefi ts Electiott  Forttr and a Check for one Months
premium i f  us inq  the  Auton ta t i c  Bar tk  Dra f t .  THE EFFECTIVE DATE OF COVERAGE WILL BE THE FIRST OF THE MONTH AFTER THE
P A Y R O L L  D E D U C T I O N -

MAIL ALL FORMS TO:

Insurance Serv ices
Federa l  D i sab i l i t y  I ncome

515  E .  Care f ree  Hwy .  #257
Phoen ix ,  AZ  85085

Phone 623-465-a992
ema i l  :  f ede ra ld i sab i l i t y i ncome@msn.com



Professional Insurance Company Application For Insurance
FRAUD: Any person who, knowingly and with intent to defraud any insurance company or other person, files an application for insurance
or statement of claim 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 (in Oregon and Nebraska "may be") a crime and subjects (in Oregon
and Nebraska "may subject") such person to criminal and civil penalties.

f, Check if replacing or changing existing coverage in this company. Policy Number

I  as t  Namp  F i r s t  M idd lp Relat ionshio Fl irthd ntp Sex HeiohtWe ioh Soc ia l  Secur iW No
Primary Insured l l

Spouse t l

chi td t l

ch i rd t l

chi ld t t
Address City State 7ip Home Telephone

( )
Secondary Addressee Urty State zip Home Telephone

( )
Employer Date Employed Hours WorkedMk

Occupat ion  
lMonth lV  

Income Grouo Number Employee/Payrol l  Number

Payor or Owner if other than Primary Insured 
I I |ilfJ.

Social  Securi ty No. Relat ionship To Primary Insured

Benefic iary Age I  Relat ionship

FOR THE PAST 30 DAYS: Havc all proposcd Insurcds bccn pcrforming normal activities, and bccn actively at work full time at their
rcgr.rlar occupation? _ Ycs _No. If "No". cxplain: _ _
USED TOBACCO in thc past 12 months? Primary Insurcd Yes _No Spousc Yes No

WILL THIS POLICY REPI-A.CE OR CI{ANGE ANY: Existing Lifc or Health Insurance in this or any other company?
Ycs _No. If 'Yes", complcte rc nt form wherc reouired.

DTSABTLITY Primary Insured only Monthly Ben Elim. Period Ben. period

f HPOIZOOI Occ. Class loj*y $

1  l t  t r 2  S i ckness$

g,silding Ben.
Rider

I

Sick.Outpal
$_

SumLump
$_

TCUIoj.Hosp.
$_

Acc.Emerg.
$_

$
$

$
$

$
$

$
$

$
$

$
$

$
$

$
$
$

$
$

$
$

$
$
$

50% Ben. Red.
unless 7o selected
here

(A AD&D

fr ni---yI"". $-
I Soo*" $
c imar"o $-

Emerg. Acc.
$_

Base Policy
$_
$_
$_

$

Nurse Surgical

$

Hosp. Indem.

$_
lst Hosp. Conf.

tr
tr
tr

$_
$_
$_

Ioj.Hosp.
$_

$
$

$
$

$
$

$
$

Spec. Inj.

tr
tr
tr

Sick.Outpat
$_

HOSPITAL

E ozo l8o
J oto 865
fl oul 365

AD&D
Primary Ins,
Spouse
Children

v7
$

tA

fr ni-*yt"*
fr Spouse
F( clitd..n

Surgical+

$_
Spec. Inj.

tr
tr
tr

lst Hosp. Conf.

D
tr
tr

CANCM,
Base Policy $_
D Primrylns.

f family

Physician Att.

$_
I Comp. Care

Firct Occurrence

$_
Disability Income $500
(Primary Ins. Only)
E 6 Month Benefit
E t Yr Benefit

Surgical
$_
Can. ICU

$_ $
LUMP SUM CANCER fl Individual I I parent

fl $t0,ooo E $20,000
LIFE E lpnrzoo2 Amo'nt g

$
Cherno Hospice E $soo

$ tr $rooo
D 2 Parent

E $30,000 E $40,000 E $50,000

E Accidental Death Rider E Waiver of Premium

ICUq

ESGP SFA

tr Units Family Rider Units Children's Rider E Other



I.TIAS ANIY PROPOSED INSURED:

A) In the last 10 years been reated for or been diagnosed by a member of the medical profession as having Acquired Immune
Deficiency Syndrome (AIDS) and/ or tested positive for HIV (Human Immunodehciency Mrus) ? _Yes _No.

B) Consulted a Physician, received any medical treatment, or been hospitalized during the past 3 years? Yes _No.

C) In the past 2 ycars had a driver's license suspcnded,/revokcd? Yes(License # State ) No.

2. IS ANY PROPOSED INSURED currently covered or eligible for Medicare? Yes No. IfYes, a "Guide to Health Insurance
for People with Medicare" musl be given to any Proposed lnsured age 65 or over.

Dl. FOR DISABILITI COVERAGE: List the amount of any other individual disability insurance currently applied for or in force
for thc insured $

Cl. FOR CANCER COVERAGE: Has any proposed Insured in the last 10 years been treated for or been diagnosed as having:
Cancer or any malignancy; Muscular Dystrophy; Poliomyelitis; Multiple Sclerosis; Encephalitis; Rabies; Tetanus; Malaria;
Bubonic Plague; Smallpox; Tuberculosis; Osteomyelitis; Diphtheria; ScarletFever; Meningitis; Undulant Fever; Rocky Mountain

Fever: Hansen's Disease: Addison's Disease: Sickle Cell Anemia: Tirl or TVphoid Fever? Yes No

LI. FOR LIFE COVERAGE, IIAS ANY PROPOSED INSURED IN THE PAST 3 YEARS:
A). Used any illegal, restricted, or controlled substance or narcodcs except by doctor's prescription or been advised to seek, or

received treatment or counseling for alcohol or other drug use? Yes _No

B). Had an application for insurance or reinstatement that was declined, postponed, rated up or modified? Yes No

C). Had or becn trcated for any discasc of thc lungs, blood, brain, heart, blood vessels, kidneys, pancreas, or liver or had or
been treated for hish blood , paralysis, cancer, or tumor? Yes _No

[ fstni l5 of "Yes" Answers in l .Dl.Cl or Ll.  Attach addit- ional hect if
0uestion

No. Name Date Type of lnjury or lllness DoctorlHospital & Address Fully
Recovered?Medication Taken

lnsurance Information Practices: This noticc dcscribes the practices we, Professional Insurancc Company, and your agent follow to manage your
personal information. Wc will rcly on thc information you, ihc Primarv Insurcd, provide in this appliiation to decide if you and your depehdcns
lre insurablc. Wc or your agcnt mal'tclephonc you to cbnfirm information siven in this applicatiorior to obnin additional inlormation needed to
process your applicaiion. Beforc asking othcf sources for information abiout you or y6rir depcndens, we will get your written authorization.
lnformaiion ycid provide or authorize may be disclosed to third partics without authbrization. You havc the rishi to access and correct the
inlormation collcctcd abouL you and your dcpendens cxccpt inforrhation that relatcs Lo a claim or civil or criminal[roceeding. You wil l bc given
upon rcquest our dctailed Dbscriptioir o[ Information Pract'rces by writ ing to us at P.O. Box 80637, l. incoln, NE 68501-0637.
Ag reemenu  l havc read ,o rhad read tome thecomp le t cdapp l i caL ionandag ree tha t l ) a l l  s ta temcnsandanswersabou tmeando the rp roposed
inJureds arc completc to thc bcst of my knowlcdge arid bclic[ 2) all statementi and answcrs havc bcen truly and accuratcly recorded] 3) afceritance
o[ any policy issucd on this application will constitutc a ratification o[ any corrections and/ or additions to lhe application by us in the section'called
"Home Olfite Corrcctions arid/or Additions" for administrativc purposcs; 4) this application shall be part o[any bolicy issueid; 5) any false statement
or misrcprescntation herein may rcsult in loss o[ covcraee(s) sdbictt to thc Timc'Limit on Ccrtain Defenscs irnder ihe Policy; 6)'any coveraqe(s)
will bc eltccrive on the Policy Eflectivc Datc recordcd oi thc Policy Spccifications Page o[ thc Policy. nol the date thc application is signed; 7) all
exceptioni, l imitations, and prc-cxisting conditions pcrtaining tcj lhc coverage(s) applicd for hdve bcen explained;' ind 8) t]re a[ent is not
autnonzed to make or modlty contracts, walve any Lompany ngn$ or rcqulremenls, or walve any lnlormatlon me uompany requesls.

Home 0ff ice Correct ions and/or Addit ions 0nly

x

x

Signed at

x

Ciry, Sute
on -/ -/20

DateSignature of Primary Insured
(Paent if penon to be insured is less thm l5 yem old)

Signature of Owner (If other thm Primary Insured) Spouse

AGENT'S STATEMENT: I, the undersigned agent, also certi$' that to the best of my knowledge, replacement tr is tr is not involved at this time.

%x _/ _/20
DateSignature ofAgent Agent's No. 7o Credit State ID No
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Employod Cortification 

I
I I certity that I anl 6rrtl06d lo th6 payment iclentifiad above, arrd that I har'e I

rsad and undsrstand this form. In $igning his form, I authorhc myl

lpaynrant io bo $nl to tha financjal insiitution namsd b€low to bel
doFo^sJted io tho dB6lgnatRd account 

I
I I

I effiy'"Frs. 
-1o".

_I-x_--.- *- I --- I

I confirm the identiby of flre above named payeo and d'le account number , As representadve of the above named financial
instifution, I certify that the f rrancjal institution agrees to res:ive and deposii the payment idenUfied above in ac@rdance
\#ith 31 CFR Parts 240, 209, andlor 210.

Print or Iype R€prs6mlabv€'s Nafi)D

Linda Wevant

Cornplete Employee Informalion Secl ion..
Take original to the Finance Off lce Send copy with the application,

Govamn\ent Aganry/Posrfl l  lnsiallation Nile

Govamment Agcnry/Postal Instetlalion Address

Enrployoe Telef hono Number

Poslal Enrploya Only

1
,

Slgnaturo of Reproscnlativo

srs 
{;*-5}^, \t)'"^.*,-*

PRIVACY ACT.sTATEMENT
lhe collection of the information you are requested lo provide on this form is authorized under3l CFR 209 ancl/or210.
The information is confldential and is needed to prove entttlement to Davrients. The information will be used lo process
payment date from the Federai agency to the f inancial inst i tut icn and/or i ls agent

1573-1199AJB1 Rav5O9i05

Employca Nama (Lasr. f iEt, nriCdlo inirial)

EIJPLOYEE PAYROLL iD

Nanls and Address of Financial lnstitution

JPMorgan Chara 3ank,  N"A.
1 Eank One Plaza
Ch i cago ,  l L  S0670

TAS 1-B



.TOWER ADMI NISTf{ATI\/E ISERVICES. INC.
B Marticville Road
Lancaster, Pl\ 176(l:i

(717\ 872-8576
(800) 437-1670

FAX (717) 584-0277
Posta/EA SE (aTL ary -3?13_

llote: Must use employee PIN # / .!otr l3idding # to use the PostalEASE System.

POSTAL AI.LOT]MENT 84

Postal Ernpkryere

Emph,yee l,lome Acldress (Street)

Enrployee |tl.'me Acidress (City, State, ,Zip)

Social Sex;tuity Nunrber

.00

.00

.00

.00

ADMINISTRATIVE FEH: 2.OO

TOTAL PAV PEIRIOD DF:DUCTION AMOIJN'I-: "00

EMF'LOYEE
_s!Grl!Ar.JR!a _ I _
AGE:NT NANIE I
I|E!ry]]_ _ __t

I hetrebry'authori;ze -Iower 
Administrative Serrvices, Inc. (ll,ASi) to receive my payroll cleduction intrr their Bank One Account

(identified by my Sor.ral Secu,rity Nurnber), and indicated above rn the TOTAL PAY FIERIOD DEDUC:TION AMOUNT. I also
authorizer TAS to distribrute that amount as indk:ated above under Distribution of Payroll Deduction.

I furlher authoriz:,el'l-,AS to clisclose my Soc;ial Security Nuimber and other nonpr"rblic personal inlormation to third parties as
necessary to elfect arrd adnrinister the servicer; to be perfornred by TAS hereunder.
I further agrrle that il rny emptoyer fails to deduct andior tran$mit the required paym(xnts, wtrether intentionally, inadvertently or
otherwise, TAS shall have no liabilitr/ whatsoever with respect thereto even though r;uch failure results in the forfeiture of any
and all insuranc:e policies or contracts.

I furllrer understiend thert arry insurance coverage will only' be effective upon ther date ol ooverage stated on the respective
policy(s) and after prr;mium money has been crrllected and ap,plled by the insurance'carrier.

j lype ot Depositor Acc'runt

I  CHECKTNG

I 
A:*eetrV nrrotrn.nt nruuuni 

-

t$

Revised:011/07/04 TAS 3


