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

RATE PAGE: Postal/Federal (pic) FORM

SELECT the Amount of Monthly Benefit.
SELECT How Long you want Benefits to be Payable for: ONE YEAR or TWO YEARS.
SELECT the Elimination (waiting) Period, Start Paying Benefits after the 14" Day or 30" Day of a Disability,

INITIAL in the Box to the left of the Rate for your Benefit Selection and CIRCLE the Rate under the 14/14 or 30/30 column,
pending your selection.

If you elect to add The Optional Riders, CIRCLE the rate and Type of Enroliment under Optional Riders. Add the amount of the
Optional Rider to the Disability Rate. Total the Bi-Weekly Deduction (26 pays) and then add $2.00 for the Payroll Deduction
Administrative Fee. This will be the Total Amount of your Payroll Deduction or Allotment. Make a copy fer your records and send
the original with your Application to us.

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

Complete the Employee Information Section of the 1199A Form. In the Bi-Weekly Amount enter the Total from Above. In the
Allotee’s Account Number add the last six digits of your social security number. This will be your assigned Checking Account
Number for the Allotment. Sign and Date. You must take or inter-office mail the Original to your Finance/Payroll Office for
processing and send a Copy of the 1199A form with your Application

ALL POSTAL EMPLOYEES USE THE: POSTAL ALLOTMENT B4 FORM

Complete the Employee Information. Enter the total Deduction in the Bi-Weekly Amount. Enter the last six digits of your social
security number after the 9079 in the Allottee’s Account Number. You must Call the PostalEase System at 877-477-3273, you
must use your PIN# to access the PostalEase System and set up your Payroll Deduction or Allotment Amount. Use the Bank
Routing Number on the B4 Form which is #071000013. Type of Account: Checking. Account Number will be 9079 plus the last
six digits of your social security number. Sign, date and include the confirmation number and start date on the B4 Form after
contacting PostalEase. DO NOT use your Personal Account Information, Use the Information on the B4 Form. Otherwise the
Deduction will be sent back to your Personal Checking Account. Send a Copy of the completed B4 Form with your application.

AUTHORIZATION TO HONOR CHECKS - AUTOMATIC CHECKING ACCOUNT DRAFT

Federal and Postal Employees can elect to pay the premium for the Federal Disability Income Plan by having it automatically
drafted from their Personal Checking Account instead of an Allotment from their PayCheck. There will NOT be a $2.00 Bi-Weekly
Administrative Charge added to the Disability Insurance Premium if paid by Automatic Bank Draft. Complete the Authorization
To Honor Checks Form and be sure to include a Check Payable to Professional Insurance Company for the first MONTHS
premium. Also include a VOIDED Check. To calculate the Monthly Premium, Multiply the Bi-Weekly Amount by 26 and then
Divide the Total by 12, DO NOT ADD THE $2.00 Bi-Weekly Payroll Administrative Fee to the Premium. Be sure to Include Pmt,

APPLICATION FOR INSURANCE - TWO PAGE FORM

Complete the PERSONS PROPOSED FOR INSURANCE Section. You will only need to complete the information about your spouse
or dependants if you elect to take the Optional Riders. Do Not complete the INSURANCE PLANS Section, we will complete that
for you. Complete Page Two of the Application. DO NOT complete C1. For Cancer Coverage, DO NOT complete L1. For Life
Coverage. Give Details to All Questions answered Yes in A) B) or C) on the top of page two of the Application. Be sure to include
any Pre-Existing Conditions in the Details Section so they wll be covered after 12 months. Sign and Date. Make a copy for
yourself and Send the Original Application. Along with a copy of your 1199A or Postal B4 Form or Authorization to Honor Checks
Form pending how you want to pay for the Plan. Include the Rate Page or Benefits Election Form and a Check for one Months
premium if using the Automatic Bank Draft. THE EFFECTIVE DATE OF COVERAGE WILL BE THE FIRST OF THE MONTH AFTER THE

PAYROLL DEDUCTION.
MAIL ALL FORMS TO:

Insurance Services
Federal Disability Income
515 E. Carefree Hwy. #257

Phoenix, AZ 85085

Phone 623-465-8992
email: federaldisabilityincome@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.

{1 Check if replacing or changing existing coverage in this company. Policy Number
PERSONS PROPOSED FOR INSURANCE

Last Name First Middie Relationship | Birthdate |Sex |Height |Weight| Social Security No.
Primary Insured I, - -
Spouse /o

Child /)

Chiid /

Child /
Address City State |Zip Home Telephone
Secondary Addressee City State |Zip (Home)TeIephone
Employer Date Employed Hours Worked/Wk
Occupation Monthly Income Group Number Employee/Payroll Number
Payor or Owner if other than Primary Insured : i Payor |Social Security No. Relationship To Primary Insured
Beneficiary A umer - - Age Relationship

FOR THE PAST 30 DAYS: Havc all proposed Insureds been performing normal activities, and been actively at work full time at their
regular occupation? Yes No. If"No", explain:

USED TOBACCO in the past 12 months? Primary Insured Yes No  Spouse Yes No

WILL THIS POLICY REPLACE OR CHANGE ANY: Existing Lifec or Health Insurance in this or any other company?

Yes No. If "Yes", complete replacement form where required.
INSURANCE PLANS
DISABILITY Primary Insured Only Monthly Ben Elim. Period Ben. Period

Monthly

Building Ben. 50% Ben. Red. Premium

O HPDI2002 Occ. Class Injury $ Rider unless % selected
0 1 g Sickness $ a here
AD&D Emerg. Acc. Hosp. Inj. Hosp. Indem. Outpat. Sick. Spec. Inj. 1st Hosp. Conf.
Primary Ins. $ $ $ $ $ g a 5
5 Spouse $ $ $ $ $ ] 3 $_
Children $ $ $ $ $__ J | —
HOSPITAL Base Policy AD&D Emerg. Acc.  Hosp. Inj. ICU Lump Sum  Outpat. Sick.
(1 0/0 180 Primary Ins. $ é $ $ $ $ $ $
(1 0/0 365 Spouse $ a 3 $ $ $ $ $
[J 0/3 365 Children $ 2 g $ $ $ $ $
a Private Nurse Surgical Surgical+ Spec. Inj.  1st Hosp. Conf.
2 PrimaryIns. $ $ $ a 0 $ $
Spouse $_ $ $ a a $ $
Children ~ $______ $ $ S D $ $ $
CANCER e Surgical  Physician Att. ICU (1 Comp. Care Disability Income $500
Base Policy $ H 8 $ $ _ First Occurrence (Primary Ins. Only)
() Primary Ins. E Can. ICU Chemo Hospice 1 $500 (J 6 Month Benefit
([ Family $__ 3 $ 0 $1000 [ 1 Yr Benefit $
LUMP SUM CANCER (] Individual [ 1Parent [J 2 Parent
(1 $10,000 (1 $20,000 (1 $30,000 (1 $40,000 J $50,000 $
LIFE ) 1PRT2002 Amount$ (1 Accidental Death Rider (] Waiver of Premium
4 Units Family Rider Units Children’s Rider [} Other $

ESG-PSFA. '10/02)



1.HAS ANY PROPOSED INSURED:

A) In the last 10 years been treated 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 Immunodeficiency Virus)? Yes No.

B) Consulted a Physician, received any medical treatment, or been hospitalized during the past 3 years? Yes No.

Yes(License # State ) No.
2. IS ANY PROPOSED INSURED currently covered or eligible for Medicare? Yes No. If'Yes, a "Guide to Health Insurance
for People with Medicare" must be given to any Proposed Insured age 65 or over.

D1. FOR DISABILITY COVERAGE: List the amount of any other individual disability insurance currently applied for or in force
for the primary 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; Scarlet Fever; Meningitis; Undulant Fever; Rocky Mountain
Spotted Fever; Hansen’s Disease; Addison’s Disease; Sickle Cell Anemia; Tularemia; or Typhoid Fever? Yes No

L1. FOR LIFE COVERAGE, HAS ANY PROPOSED INSURED IN THE PAST 3 YEARS:

A). Used any illegal, restricted, or controlled substance or narcotics except by doctor’s prescription or been advised to seek, or

C) In the past 2 years had a driver’s license suspended/revoked?

received treatment or counseling for alcohol or other druguse? ____Yes ___ No
B). Had an application for insurance or reinstatement that was declined, postponed, rated up or modified? ___Yes No
C). Had or been treated for any discasc of the lungs, blood, brain, heart, blood vessels, kidneys, pancreas, or liver or had or
been treated for high blood pressure, paralysis, cancer, or tumor? Yes ___ No
Details of "Yes" Answers in 1,D1,C1 or L1. Attach additional sheet if necessary.
Q“KI?O” Name Date Type of Injury or lliness Doctor/Hospital & Address Recic:)l\lll‘leyred? Medication Taken

Insurance Information Practices: This notice describes the practices we, Professional Insurance Company, and your agent follow to manage your
personal information. We will rely on the information you, the Primary Insured, provide in this application to decide 1f you and your depen({ems
are insurable. We or your agent may telephone you to confirm information given in this application or to obtain additional information needed to

rocess your application. Before asking other sources for information about you or your dependents, we will get your written authorization.
nformation you provide or authorize may be disclosed to third parties without authorization. You have the right to access and correct the
information collected about you and your dependents except information that relates to a claim or civil or criminal proceeding. You will be given
upon request our detailed Description of Information Practices by writing to us at P.O. Box 80637, Lincoln, NE 68501-0637.

Agreement: I have read, or had read to me the completed z;p lication and agree that 1)all statements and answers about me and other proposed
insureds are complete to the best of my knowledge and belief; 5) all statements and answers have been truliand accurately recorded; 3) acceptance
of any policy issued on this application will constitute a ratification of any corrections and/or additions to the application by us in the section called
“Home Office Corrections and/or Additions” for administrative purposes; 4) this application shall be part of any policy issued; 5) any false statement
or misrepresentation herein may result in loss of coverage(s) subject to the Time Limit on Certain Befenses under the Policy; 6) any coverage(s)
will be effective on the Policy Effective Daic recorded on the Policy Specifications Page of the Policy, not the date the application is signed; 7) all
exceptions, limitations, and pre-existing conditions pertaining to the coverage(s) applied for have been explained; and 8) the agent is not
authorized to make or modify contracts, waive any Company rights or requirements, or waive any information the Company requests.

Home Office Corrections and/or Additions Gnly

X Signed at on / /20
Signature of Primary Insured City, State Date
(Parent if person to be insured is less than 15 years old)
X X
Signature of Owner (If other than Primary Insured) Spouse

AGENT'S STATEMENT: ], the undersigned agent, also certify that to the best of my knowledge, replacement [Jis [] is not involved at this time.

X / /20 %
Signature of Agent Date Agent's No. % Credit State ID No.




1. Camplete Employee Information Saction.
2. Take originai fo the Finance Office. Send copy with the application.

Foael

SIGN- UP FORM 1199A

Emplnyaa Name (Last, first, middle initial)

Employse Address

1" Deduction Date A

Fruom

[] start Aliotment

{71 changa Allotment

To

D Cancel Allotment

EMPLOYEE PAYROLL D
Sociat Security Number

INENEERREE

Typs of Depositor Account

Biweskly Allotment Amount {even dollar amount)
Checking

Govammeant Agency/Pustal Installation Name

ALLOTTEE'S ACGOUNT NUMBER _ (Use {351 6 digits of SS#)

ofofo]ooJoa]sfef o] | [ 1 [ |

Govemmant Agancy/Postal Instaliation Address

£Employae Telephone Numter

Employea Certificalion

| certify that ! am entitled to the payment identified above, and that | have
raad and understand this form. In signing this form, | authorize my
paymant io be sent to the financial instilution named below to be
depasited to the designated account

Postal Employee Only- ]
Financial Number i

] ] } Employse Signature
X

Data

Name and Address of Finandial institution

JPMorgan Chase Bank, N.A.
1 Bank One Plaza
Chicago, 1L 50670

with 31 CFR Parts 240, 209, and/or 210.

I confirm the identity of the above named payee and the account number, As representative of the abovse named finandal
institution, 1 certify that the finandial institution agrees to receive and deposit the payment identified above in accordance

Print or Type Represantative’s Name Signalturs of Representative

Linda Weyant

L T \Aw}%‘(“'*"‘:gr

Telephons Number Data

217-525-9725

PRIVACY ACT STATEMENT
The collection of the information you are requested to provide on this form is authorized under 31 CFR 209 and/or 210.
The infoarmation is confidential and is neaded to prove entitiement lo payments. Ths information wil be used 1o process
payment date from the Federal agency to the financial institution and/or its agent.
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"TOWER ADMINISTRATIVE SERVICES, INC. (717) 872-8576
8 Marticville Road (800) 437-1670
Lancaster, PA 17603 FAX (717) 584-0277

PostalEASE (877) 477-3273

Note: Must use employee PIN #/ Job Bidding # to use the PostalEASE System.

POSTAL ALLOTMENT B4

EMPLOYEEINFORMATION | |

{Last, First, Middle Initial)

Employee Home Address (Street)

Employes Home Address (City, State, Zip)

Sacial Security Number Phone # (H) Phone # (W)
Bank Routing Number o Type of Depositor Account

071000013 | CHECKING
Allottee’s Account Number Biweekly Allotment Armount
olof7]efofe] | | [ [$

Check One

[1 Start Allotment [ Change Allotment ( Existing $ Amount ________ ) O Cancel Allotment
i Confirmation Number o Start Date Pay Period
B / /
2 $ - 00
3 s .00
7 $ 00
ADMINISTRATIVE FEE: | § 2.00
‘ TOTALWI;A'Y PERIOD DEDUCTION AMOUNT: | $ w .00

EE
SIGNATURE

"AGENT NAME |
(PRINT)

I hereby authorize Tower Administrative Services, Inc. {TAS) to receive my payroll deduction into their Bank One Account
(identified by my Social Security Number), and indicated above in the TOTAL PAY PERIOD DEDUCTION AMOUNT. | also
authorize: TAS to distribute that amount as indicated above under Distribution of Payroll Deduction.

I further authorize TAS to disclose my Social Security Number and other nonpublic personal information to third parties as
necessary to effect and administer the services to be performed by TAS hereunder.

[ further agree that if my empioyer fails to deduct and/or transmit the required payments, whether intentionally, inadvertently or
otherwise, TAS shall have no liability whatsoever with respect thereto even though such failure results in the forfeiture of any
and all insurance policies or contracts.

I further understand that any insurance coverage will only be effective upon the date of coverage stated on the respective
policy(s) and after premium money has been collected and applied by the insurance carrier.

Revised:01/07/04 TAS 3



