
AssuritY� 

Legal Name 

Social Security No. 

Home Address 

Preferred Phone No. 

Assurity® Life Insurance Company 
Post Off ice Box 82533, Lincoln, NE 68501-2533 
402- 476-6500 I 800-276-7619 I FAX 877-864-6630

D Male at Birth 
D Female at Birth 

E-mail

street Address City 

Birth State/Country 

Driver's license state of issue: Driver's license number: 

state 

Height fl. 

Application for 
Individual 
Insurance 

l/P+4 

in. Weight lbs. 

1. During the past 12 months, has the Proposed Insured used any form of tobacco or nicotine-based products, or substitutes such
as patches or gum? ...................................................................................................................................................................................... D Yes D No 

2. During the past 12 months, has the Proposed Insured used any form of marijuana or product containing THC? ................................. D Yes D No 

3. Is the Proposed Insured a United States citizen, or does the Proposed Insured have permanent resident status? .................................... D Yes D No 
If the Proposed Insured has permanent resident status, please list the following: 

a. Green card number:

b. Number of Years residing in the United States:

PREMIUM PAYMENT 

Please indicate preference for payment type and billing frequency below. 

What amount was collected with this application? $ 

Type Frequency 

D Direct Billing D Automatic Bank Withdrawal D Annual D Semi-Annual D Quarterly 

D List Billing (employer) D Monthly (not available with Direct Billing) 
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PRIMARY PROPOSED INSURED OCCUPATION INFORMATION 

1. During the past six months, has the Proposed Insured been working continuously at least 30 hours per week, and are they
currently working at least 30 hours per week? .......................................................................................................................................... D Yes □ No 

2. During the past six months, has the Proposed Insured been limited in ability to perform regular occupational duties or work
regular hours due to physical, mental or psychological impairment? ....................................................................................................... D Yes □ No 

3. Is the Proposed Insured currently working as an employee, non-owner of any business? ..................................................................... D Yes □ No 

If Yes, please provide details of all current sources of such earned income as follows: 
(Gross income from this source is typically reported to IRS as W-2 income on Form 1040.) 

Employer Name and Address Job/Occupation Duties 
Years Weekly Hours Gross Annual 

Employed Worked Income 

4. Is the Proposed Insured currently working as a sole proprietor or self-employed independent contractor? .......................................... D Yes □ No 

If Yes, please provide details of all current sources of such earned income as follows: 
(Net income from this source is typically reported to IRS via Form 1040, Schedule C.) 

Years Self- Weekly Hours 
Percentage of 

Net Annual 
Job/Occupation Duties hours worked 

Employed Worked 
from home 

Income 

5. Is the Proposed Insured currently working for a business in which they have an ownership interest? .................................................. D Yes 

If Yes, please provide details of all current sources of such earned income as follows: 
(Depending on the nature of the organization and type of income, typically reported as Form 1040, Schedule C income, Schedule E income, 
W-2 income; and/or Schedule K-1 income.)

Percentage Years 
Type of Business 

Ownership Owned 

D Partnership 
□ LLC
□ CCorp
□ SCorp
D Unknown
D Other (specify)

D Partnership 
□ LLC
□ CCorp
0 SCorp
D Unknown
D Other (specify}

Percentage of 
Job/Occupation Duties hours worked 

from home 

Net Annual 
Income, 
all types 

6. Does the Proposed Insured have any unearned income (interest, dividends, net rental income, etc.}? ................................................ D Yes 

If YES, please provide total annual amount of all unearned income. 
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Policy Type: D Accident and Sickness Disability Income Weekly Benefit Amount $ 
-'---------------

Occupation Classes: D 4A O3A O2A O1A 

Please select your desired Maximum Benefit Period and Elimination Period. 

D 13-Week Benefit Period: 
Accident/Sickness Elimination Period Options: D 0/7 days D 0/14 days 

D 26-Week Benefit Period: 
Accident/Sickness Elimination Period Options: D 0/7 days 

D 1-Year Benefit Period: 
Accident/Sickness Elimination Period Options: D 0/7 days 

D 60/60 days 

D 2-Year Benefit Period: 
Accident /Sickness Elimination Period Options: D 30/30 days 

ADDITIONAL BENEFITS (If available) 

Check benefit(s) desired and indicate amount where requested. 

D 0/14 days 

D 0/14 days 

D 90/90 days 

D 60/60 days 

□ 717 days D 14/14 days 

□ 717 days D 14/14 days D 30/30 days 

□ 717 days D 14/14 days D 30/30 days 

D 90/90 days 

D Catastrophic Disability Rider (available with 1-Year or 2-Year benefit periods) Weekly Benefit Amount: $ 
-'-------

D Family Care Rider 

D Guaranteed lnsurability Rider 

D Retroactive Injury Rider (available with 30-day, 60-day, and 90-day elimination periods) 

D Return of Premium Rider 

D Stay-at-Home Spouse Disability Income Rider• Weekly Benefrt Amount: $ 
-'-------

"Stay-at-Home Spouse must not be receiving retirement benefits, or working for wage, salary or profit. 
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SPOUSE PROPOSED INSURED INFORMATION 

Legal Name 
" • Last 

Date of Birth 

Social Security No. 
D Male at Birth 

0 Female at Birth 
E-mail

Home Address 
Street Address City state ZIP+4 

Preferred Phone No. Birth State/Country Height ft. in. Weight lbs. 

Driver's license state of issue: Driver's license number: 

1. During the past 12 months, has the Proposed Insured used any form of tobacco or nicotine-based products, or substitutes such
as patches or gum? ....................................................................................................................................................................................... D Yes D No 

2. During the past 12 months, has the Proposed Insured used any form of marijuana or product containing THC? .................................. 0 Yes O No 

3. Is the Proposed Insured a United States citizen, or does the Proposed Insured have permanent resident status? .................................... D Yes D No 

If the Proposed Insured has permanent resident status, please list the following: 

a. Green card number:

b. Number of Years residing in the Untted States:
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GENERAL SECTION FOR PRIMARY PROPOSED INSURED 

Please answer the following questions. 

1. Is the Proposed Insured currently or has the Proposed Insured entered into a written agreement to become a member of the military
or an active duty member of the National Guard? ..................................................................................................................................... D Yes □ No 

2. Does the Proposed Insured currently hold any type of pilot's license or intend to pursue a pilot's license
within the next 12 months? ...................................................................................................................................................................... D Yes □ No 

3. During the past 12 months, has the Proposed Insured engaged in, or does the Proposed Insured intend within the next 12 months
to engage in, any of the following activities? Check all that apply.

a. Motor sports events or racing (auto, truck, cycle, boat, etc.) ................................................................................................................. D Yes □ No 

b. Rock, mountain or ice climbing ............................................................................................................................................................. D Yes □ No 

c. Skin or scuba diving .............................................................................................................................................................................. D Yes □ No 

d. Aeronautics (hang-gliding, sky diving, parachuting, ultralight soaring, ballooning, bungee jumping) ................................................... D Yes □ No 

e. Cave exploration ................................................................................................................................................................................... D Yes □ No 

f. Boxing .................................................................................................................................................................................................... D Yes □ No 

g. Rodeo .................................................................................................................................................................................................... D Yes □ No 

h. Professional, semi-professional sports .................................................................................................................................................. D Yes □ No 

4. During the past 12 months, has the Proposed Insured traveled or lived outside of the United States, or does the Proposed Insured
intend to travel or live outside the United States within the next 12 months? ........................................................................................... □ Yes □ No 

5. During the past 5 years, has the Proposed lnsured's driver's license been suspended or revoked; and/or has the Proposed Insured
ever plead guilty to or been convicted of driving while impaired, intoxicated or under the influence of any drug; and/or has the
Proposed Insured plead guilty or been convicted of more than 3 moving violations? ................................................................................ □ Yes □ No 

6. During the past 10 years, has the Proposed Insured plead guilty to or been convicted of a felony or misdemeanor? ............................. □ Yes □ No 

7. Has the Proposed Insured ever filed for personal or business bankruptcy? ............................................................................................. D Yes □ No 

8. Is the Proposed Insured currently receiving any type of disability benefits or currently in the process of applying for any type of
disability benefits, including social security or workers compensation? .................................................................................................... D Yes □ No 

9. Does the Proposed Insured have other disability income insurance coverage in force? ............................................................................... D Yes □ No 

If YES, please provide details for all in force coverage as follows. 

Individual or 
Employer 

Is this coverage 
Company Name Group Monthly Benefit Benefit Period being replaced or 

Coverage? 
Paid? 

modified? 

D Individual □ Yes □ Yes
D Group □ No □ No

D Individual □ Yes □ Yes
D Group □ No □ No
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Assurity. 
Assurity® Life Insurance Company 
Post Office Box 82533, Lincoln, NE 68501-2533 

402- 476-6500 I 800-276-7619 I FAX 877-864-6630

Legal Name of Applicant/Insured/Claimant (Please print) 

Legal Name of Additional Applicant/Insured/Claimant (Please print) 

Applicant/Insured/Claimant: List child(ren) and date(s) of birth 

Legal Name Date of Birth Legal Name 

Confidential Information 

Authorization 

Date of Birth (MMIDDIYYYY) 

Date of Birth (MMIDDIYYYY) 

Date of Birth 

I, on behalf of myself or the person named above (Individual), hereby authorize any licensed physician, medical practitioner, hospital, clinic or other 
medical or medically related facility, insurance company, MIB LLC, or other organization, institution or person, that has any records or knowledge of 
me or my health, to give to Assurity Life Insurance Company (Assurity), or its reinsurers, any such information. This may include: 

• Information as to diagnosis, treatment and prognosis pertaining to medical history, mental or physical condition, pharmacy and/or prescription
drug records, or treatment and information pertaining to mode of living (except as may be related directly or indirectly to sexual orientation),
occupation, finances, avocations and other characteristics.

• Information on the diagnosis or treatment of human immunodeficiency virus (HIV) infection and sexually transmitted diseases.

• Information on diagnosis and treatment for alcohol, drug and tobacco use, and mental illness. Excluded are psychotherapy notes, but inducted are
medication prescription and monitoring, counseling sessions (start and stop times), the modalities and frequencies of treatment furnished, results
of clinical tests and any summary of the following items: diagnosis, functional status, treatment plan, symptoms, prognosis and progress to date.

• Information provided on applications to obtain driving records and credit information. The records obtained will be used to determine eligibi lity
for insurance, including additional coverage to an existing policy. I authorize the release of any information contained in credit reports and
driving records, including but not limited to information on motor vehicle accidents and/or violations.

• Financial records and information.

I understand that this information may be released by Assurity and/or its reinsurers to their consulting physicians, their attorneys, MIB LLC and lo other 
insurance companies with which the Individual has policies or lo whom applications may be made, or to whom claims for benefits have been made or may 
be submitted. By this authorization, I further authorize Assurily, or its reinsurers, to make a brief report of my personal health information to MIB LLC. 

By my signature below, I acknowledge that any agreements I have made to restrict protected health information of the Individual do not apply to this 
authorization, and I instruct any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records custodians, 
other medical or medically related facility, insurance or reinsurance company, MIB LLC, consumer reporting agency, clearinghouse, employer or 
other organization or person that has any records or knowledge of the Individual or their health, to release and disclose the Individual's entire medical 
record as described above without restriction. The medical information so acquired will be used to determine eligibility for insurance, including 
additional coverage to an existing policy and/or eligibility for benefits under a policy. I understand that this information may be subject to redisclosure 
by Assurity and may no longer be protected by the federal rules governing privacy of health information, and that this information may only be 
redisclosed in accordance with other applicable laws or regulations. 

I further agree to execute addttional documents that may be necessary to permtt Assurity to obtain medical and/or financial information relevant to my 
application for insurance or claim for benefits, including, but not limited to, federal and/or state tax records and Social Security Administration records. 

This authorization is valid for twenty-four (24) months from the date of signature below (authorization to disclose HN-related information is valid for 
180 days from the date of the signature below), for collecting information in connection wtth an application for an insurance policy, policy reinstatement or 
claim. A copy of this authorization is as valid as the original. I understand that I, or my authorized representative, will receive a copy of this authorization 
if requested. I understand that I have the right to revoke this authorization at any time by providing written notice to Assurity. I understand that a revocation 
is not effective to the extent that action has been taken in reliance on this authorization. I further understand that if I refuse to sign this authorization, 
Assurity may not be able lo process this application, or if coverage has been issued, may not be able to make any benefit payments. 

This authorization complies with the Health Insurance Portability and Accountability Act (Hf PAA) Privacy Rule. 

Date (MMIDDIYYYY) Signature of Applicant/Insured/Claimant, Legal Representative or Parent of Child(ren) under age 18 

Signature of Additional Applicant/Insured/Claimant or Legal Representative Signature of Applicant/Insured/Claimant Child (if age 18 or older) 

Description of Legal Representative's Authority for Applicant/Insured/Claimant (please indicate which Individual is represented) 

ORIGINAL TO HOME OFFICE, COPY TO BE LEFT WITH APPLICANT 
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Assurity. 
Assurity® Life Insurance Company 
Post Office Box 82533, Lincoln, NE 68501-2533 

402- 476-6500 I 800-276-7619 I FAX 877-864-6630 

Legal Name of Applicant/Insured/Claimant (Please print) 

Legal Name of Additional Applicant/Insured/Claimant (Please print) 

Applicant/Insured/Claimant: List child(ren) and date(s) of birth 

Legal Name Date of Birth 

Confidential Information 
Authorization for Release 

of Psychotherapy Notes 

Date of Birth (MMIDDIYYYY) 

Date of Birth (MMIDDIYYYY) 

Legal Name Date of Birth 

I, on behalf of myself or the person named above (Individual), hereby authorize any licensed physician, medical practitioner, hospital, clinic or other 
medical or medically related facility, insurance company, MIB LLC, or other organization, institution or person, that has any records or knowledge of 
me or my health, to give to Assurity Life Insurance Company (Assurity), or its reinsurers, any such information. This may include: 

• Psychotherapy notes

I understand that this infonnation may be released by Assurity and/or its reinsurers to their consulting physicians, their attorneys, MIB LLC and to other 
insurance companies with which the Individual has policies or to whom applications may be made, or to whom claims for benefits have been made or may 
be submitted. By this authorization, I further authorize Assurity, or its reinsurers, to make a brief report of my personal health infonnation to MIB LLC. 

By my signature below, I acknowledge that any agreements I have made to restrict protected health information of the Individual do not apply to this 
authorization, and I instruct any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records custodians, 
other medical or medically related facility, insurance or reinsurance company, MIB LLC, consumer reporting agency, clearinghouse, employer or 
other organization or person that has any records or knowledge of the Individual or their health, to release and disclose the Individual's entire medical 
record as described above without restriction. The medical information so acquired will be used to delennine eligibility for insurance, including 
additional coverage to an existing policy and/or eligibility for benefits under a policy. I understand that this information may be subject to redisclosure 
by Assurity and may no longer be protected by the federal rules governing privacy of health information, and that this information may only be 
redisclosed in accordance with other applicable laws or regulations. 

I further agree to execute additional documents that may be necessary lo permit Assurity to obtain medical and/or financial information relevant lo my 
application for insurance or claim for benefits, including, but not limited to, federal and/or state tax records and Social Security Administration records. 

This authorization is valid for twelve (12) months from the date of signature below, for collecting infonnation in connection with an application for an 
insurance policy, policy reinstatement or claim. A copy of this authorization is as valid as the original. I understand that I, or my authorized representative, 
will receive a copy of this authorization if requested. I understand that I have the right to revoke this authorization at any time by providing written notice 
to Assurity. I understand that a revocation is not effective to the extent that action has been taken in reliance on this authorization. I further 
understand that if I refuse to sign this authorization, Assurity may not be able to process this application, or if coverage has been issued, may not be 
able lo make any benefit payments. 

This authorization complies with the Health Insurance Portability and Accountability Act (Hf PAA) Privacy Rule. 

Date (MMIDDIYYYY) Signature of Applicant/Insured/Claimant, Legal Representative or Parent of Child(ren) under age 18 

Signature of Additional Applicant/Insured/Claimant or Legal Representative Signature of Applicant/Insured/Claimant Child (if age 18 or older) 

Description of Legal Representative's Authority for Applicant/Insured/Claimant (please indicate which Individual is represented) 

ORIGINAL TO HOME OFFICE, COPY TO BE LEFT WITH APPLICANT 
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How to Submit Your Application 
 
 

 Phone / Agent Assisted (recommended).  Provide information over the phone, then wait 
for your link from the carrier to e-sign the fully prepared application. 

 Fax: (206) 899 1356.  This is Rip’s direct fax number.  No cover is necessary. 

 Upload: https://disabilityunderwriters.com/upload 

 DocuSign:  Request a DocuSign version. 

 Email:  rip@ripcurtis.com.  Do not use ordinary email.  If you don’t know how to send 
securely, please ask.   

 
Receipt will be acknowledged promptly. 

 
 

 
Rip W. Curtis 

Disability Underwriters 
1420 5th Avenue,  Suite 2200   

Seattle, WA     98101 
(206) 652 2266  

 
 
 
State insurance license numbers 
 
Alabama 693034 
Alaska 0109096 
Arkansas 670169 
Arizona 1034318 
California 0B73499 
Colorado 351718 
Connecticut 2625242 
Delaware 3000471370 
District of Columbia 
3000085210 
Florida W004391 
Georgia 3009530 
Hawaii 486346 
Idaho 292989 
Illinois 670169 
Indiana 3411220 
Iowa 670169 
Kansas 670169 

Kentucky 1026779 
Louisiana 727692 
Maine PRN325152 
Maryland 3000002183 
Massachusetts 1932470 
Montana 3000276492 
Michigan 0721730 
Minnesota 40519161 
Mississippi 10594113 
Missouri 8345962 
Nebraska 0670169 
Nevada 3157202 
New Hampshire 670169 
New Jersey 1576772 
New Mexico 670169 
New York 1484281 
North Carolina 0670169 
North Dakota 670169 

Ohio 769705 
Oklahoma 3000471388 
Oregon 670169 
Pennsylvania 847459 
Rhode Is. 3000471373 
South Carolina 670169 
South Dakota 40507150 
Tennessee 2047645 
Texas 1726888 
Utah 483697 
Vermont 3411471 
Virginia 895401 
Washington 118074 
West Virginia 670169 
Wisconsin 2635185 
Wyoming 391239 
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