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APPLICATION FOR DISABILITY INSURANCE: PART I

SECTION 1: PROPOSED INSURED INFORMATION

A. First Name Middle Initial Last Name Suffix

Previous Last Name (if applicable)

B. Gender:  Male  Female

C. Social Security Number:

D. 1. Residence Address:

Street

City State Zip Code

2. If less than two years, state prior address:

Street

City State Zip Code

E. Date of Birth (mm/dd/yyyy):
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SECTION 1: PROPOSED INSURED INFORMATION (CONTINUED)

I. 1. Are you a U.S. citizen or green card holder? Yes  No

If No, please answer the following:

2. Visa Type:

3.

4. Yes  No

5. When do you expect to obtain U.S. citizenship or permanent residency (green card)?

SECTION 2: BUSINESS INFORMATION

A. 1. Current Employer:

2. Number of years with current employer:

3. If less than two years, state prior employer:

B. Business Address:

Street

City State Zip Code

2. If yes, what percentage of time do you spend working outside the home?  %

C. Business Website:

 Yes  No

Visa Duration:
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SECTION 3: OCCUPATIONAL INFORMATION

A. Occupation: 

B. Number of years working in this occupation: 

C. How many hours per week are you at work in this occupation? 

D. 1. Job Title: 

For Medical Occupations Only: Physicians, Fellows, Residents, and Students - 

Please list certification(s) or intended certification(s):

2. Medical Board Specialty Certification:

3. Medical Board Subspecialty Certification:

E. Academic degrees, professional licenses, and/or designations held (if none, so state):

F. 1. Are you any of the following?

 Student  Resident  Fellow  None

2. If yes, what is your expected graduation date?

G. Describe the specific duties of your occupation, including but not limited to surgery, travel, sales, and supervisory duties. If the 
space provided is not adequate, provide additional details in Remarks & Special Requests Section 9.

Description of Specific Duties % of Time Devoted to Each Duty

H. 1. Do you ever perform any manual duties such as operating machinery, carrying or lifting objects in excess 
of 30 lbs., climbing ladders, or driving a delivery vehicle? .................................................................................... Yes  No

If yes, please provide details:

2. Do you ever wear any protective gear or attire? ................................................................................................... Yes  No

If yes, please provide details:



DI-201 Page 4

SECTION 3: OCCUPATIONAL INFORMATION (CONTINUED)

Yes  No 

If no, explain in Remarks & Special Requests Section 9.

J. Do you supervise any employees? ........................................................................................................................... Yes  No

K. Employment Status? Employee (no ownership)

Partner % of ownership

S-Corp Shareholder

L. Do you plan to change your occupation , job, or employment within the next six months? ...... Yes  No

If yes, provide details:

M. Do you have any other part-time or full-time occupations, jobs, or employment?..................................................... Yes  No

If yes, provide details:

% of ownership

% of ownership

I.
 ....... ............

Rip
Cross-Out
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SECTION 4: OTHER INSURANCE COVERAGE

A. Within the past five years, have you had any application for insurance declined, postponed, modified,
rated, cancelled, rescinded, or have you withdrawn a pending application, or had a renewal or
reinstatement request refused?................................................................................................................................. Yes  No

If yes, provide details in Remarks & Special Requests Section 9

B. 1. Within the past six months, have you applied for life insurance through The Guardian Life Insurance
Company of America (“Guardian”) or any other company?................................................................................... Yes  No

2. If yes, what company?

C. Do you have any disability insurance in force or applied for, or for which you are eligible within the next 12
months with any company, including Guardian or Berkshire Life Insurance Company of America (“Berkshire”)? .... Yes  No

If yes, list all coverages in the chart below.

Type: Individual (IDI); Long-Term Disability (LTD); Short-Term Disability (STD); Overhead Expense (OE); Disability Buy-Out 

(DBO); Retirement Protection (RP); if other, please specify.

Include all sources of insurance including Association, Employer, Group, Self-Purchased, etc.

Column A Column B Column C Column D

1. Company Name

2. Type

3. Status (In-Force, Applied For, Eligible For)

4. Benefit Amount $ $ $ $

5. Benefit Period

6. Catastrophic Benefit $ $ $ $

7. Retirement Protection $ $ $ $

8. Employer-Paid*  Yes  No  Yes  No  Yes  No  Yes  No

9.
Is this coverage being replaced? 

If yes, date to be replaced

 Yes  No

Date: _______

 Yes  No

Date: _______

 Yes  No

Date: _______

 Yes  No

Date: _______

10. Amount to be replaced $ $ $ $

* “Employer-paid” means your employer pays the premium and does not include it as taxable income to you.
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SECTION 5: PERSONAL FINANCIAL INFORMATION

For purposes of this section only, Earned Income means the income you are required to report to the Internal Revenue Service (“IRS”)
for income tax purposes. This includes W-2 wages, salary, bonuses, your share of net business income, and all other compensation
you received for work or services. Explain in Remarks & Special Requests Section 9, any significant fluctuations between years.

A. Earned Income

1. Year-to-Date This Calendar Year: $

2. Actually Filed with the IRS Last Calendar Year: $

3. Actually Filed with the IRS Two Calendar Years Ago:

B. What percentage of your Earned Income is commission-based? % (if none, enter 0)

 Yes  No  Not Applicable

If yes, complete question (D).

D. Total Annual Retirement Contributions:

Personal Contributions Employer Contributions

1. Year-To-Date This Calendar Year: 4. Year-To-Date This Calendar Year:

2. Last Calendar Year: $ 5. Last Calendar Year: $ 

3. Two Calendar Years Ago: $ 6. Two Calendar Years Ago: $ 

SECTION 6: ADDITIONAL INFORMATION

(Please provide details in Remarks & Special Requests Section 9 to all “Yes” answers)

A. Have you or a business you’ve owned ever filed, or plan to file, for bankruptcy? ..................................................... Yes  No

If yes, Type:  Personal  Business Filing Date: Discharge Date: 

B.  you plan to reside or travel outside of the U.S.? ............... ................ Yes  No

$

$ $

D.

Yes  No

E. Do any of the following apply? 1) Your professional or occupational license or certification has ever 
been suspended, revoked, restricted, inactivated, surrendered, or the like; 2) There is a pending 

investigation or complaint concerning you with a regulatory, governmental, or other entity that 

oversees your profession; 3) You have ever been disbarred; or 4) You have ever been fined or 

sanctioned by an entity that oversees your profession. ........................................................................................... Yes  No

(If yes, complete the Avocation Supplement.)

 Yes  No

C.

? .............................................. Yes  No

? ............ ....

F.
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SECTION 6: ADDITIONAL INFORMATION (CONTINUED)

(Please provide details in Remarks & Special Requests Section 9 to all “Yes” answers)

G. Have you used any tobacco or nicotine products and/or nicotine delivery systems in the last 12 months? ............. Yes  No

(If you no longer use any of the above, date last used:  )

H.

?.................................. ............................................................................... Yes  No

SECTION 7: PREMIUM INFORMATION

A. What percentage of the premium for the coverage you are applying for will be paid by your employer?

 None  100%  Other %

B. If your employer will pay any part of the premium, will it be reportable by you as taxable income? ......................... Yes  No

C. If any part of the premium is paid by you, is it paid with:  Pre-Tax dollars  After-Tax dollars

Semi-annual  Quarterly  Monthly (available with Group Bill and Automatic Bank Draft only)D. Premium Mode:  Annual

Automatic Bank Draft: 

 Group Bill: 

New Service (Complete Request for Guard-O-Matic (GOM) Arrangement

F. Send premium notices to:

Residence

Other

G. Prepayment of Premium – A prepayment must be accompanied by a signed Conditional Receipt.

 No money has been submitted with this application.
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SECTION 8: COVERAGE APPLIED FOR

Indicate all insurance applied for with this application and specify coverage desired. Complete the appropriate application supplement
as noted below:

 Individual Disability (Including Retirement Protection) – Complete Individual Disability Insurance Supplement

Overhead Expense  – Complete Overhead Expense Insurance Supplement

 Disability Buy-Out – Complete Disability Buy-Out Insurance Supplement

 – Complete Supplement

SECTION 9: REMARKS & SPECIAL REQUESTS

Identify each detail by question number. For additional space use the Supplement to Application for Insurance.

SECTION 10: AMENDMENTS OR CORRECTIONS (FOR HOME OFFICE USE ONLY)
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SECTION 11: REPRESENTATIONS OF THE PROPOSED INSURED AND OWNER

Those parties who sign below, agree that:

1. This Application for Disability Insurance: Part I, Application for Insurance: Part II – Health and Medical History, any required
Representations to the Medical Examiner, and any other supplements or amendments to this Application for Disability Insurance:
Part 1 will form the basis for, and become part of and attached to any policy or coverage issued and is herein referred to as the
“Application.”

2. ll of
the statements that are part of this Application are correctly recorded, and are complete and true to the best of the knowledge

3. No agent, broker or medical examiner has any right to accept risks, make or change contracts, or to waive or modify any of the
Company’s rights or requirements.

4. Any misrepresentation or omission, if found to be material, may adversely affect acceptance of the risk, claims payment, or may lead
to rescission of any policy that is issued based on this Application.

5. All coverage you have identified to be replaced in answer to Question 4C of this Application will be permanently terminated on or
before the date(s) indicated. If not, it is understood and agreed that the Company reserves all rights provided in any policy issued
and those available by law. Further, benefits under any policy or coverage issued based on this Application may be reduced by any
monthly indemnity or benefit under such existing policies.

6. The policy date is the date from which premiums are calculated and become due. Except as provided in the Conditional Receipt (if
an advance payment has been made and acknowledged and such Receipt issued), no insurance shall take effect unless and until
the policy is delivered, the first premium is paid, and there has been no change in the health, the income level, status of employment
or occupation of the proposed insured. If disability insurance becomes effective in the manner stated in the Conditional Receipt, the
amount of such insurance shall not exceed the limits set forth in such Receipt. If a request is made for coverage to commence as of
a specified date, it is understood and agreed that certain rights under the conditional receipt may be waived.

7. Changes or corrections made by the Company and noted in the “Amendments or Corrections” section are ratified by the owner
upon acceptance of a policy containing this Application with the noted changes or corrections.

8. By paying premiums on a basis more frequently than annually, the total premium payable during one year’s time will be greater than
if the premium were paid annually. That is, the cost of paying annualized periodic premiums will be more than the cost of paying one
annual premium.

9. If applying for Disability Buy-Out insurance, if no written buy-sell agreement is in place, one must be executed before a disability
occurs that would qualify for benefits under the policy. Otherwise, the Company will have no liability other than to refund premiums.
We will require written assurance within one year of the policy date that a written buy-sell agreement is in place. If no written
assurance is received, the policy will be voided and the premiums refunded.

Signed at City, State Today’s Date (mm/dd/yyyy)

Signature of Proposed Insured Signature of Applicant/Owner if Other than Proposed Insured

Witness Signature
not required















not required





Customer Service Office 
Mailing Address 
P.O. Box 26100
Lehigh Valley, PA 18002-6100

Authorization for Disclosure of Protected 
Health Information
THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

THE GUARDIAN INSURANCE & ANNUITY COMPANY, INC.

BERKSHIRE LIFE INSURANCE COMPANY OF AMERICA

AA1542-4-2021 Page 1 of 1

Proposed Insured signing this Authorization.

This Authorization is at the request of the Proposed Insured whose name appears below.

In order to allow my insurance representative to communicate with the Company (Company referred to herein includes The 

Guardian Life Insurance Company of America and/or The Guardian Insurance & Annuity Company, Inc., and/or Berkshire Life 

Insurance Company of America) and me about any medical, psychological or psychiatric or other health care information 

concerning my application for insurance coverage, reinstatement, or other insurance transaction, I authorize the Company 

to disclose the specific reasons for the underwriting decision to my insurance representative and/or to their delegate .  I 

understand that the Company will not condition eligibility for coverage, underwriting or risk rating determination, or 

payment of benefits on any provision of this authorization. I understand that this disclosure may involve specific, 

protected health information regarding me. I also understand that authorizing this disclosure is optional and I am not 

required to sign this Authorization.

REVOCATION OF AUTHORIZATION

I know that I may revoke this Authorization in writing, at any time, by sending a written request for revocation to the Chief

Underwriter at the address above. I understand that a revocation is not effective to the extent that the Company and/or any 

of the entities listed above has already relied on this Authorization, or to the extent that the Company has a legal right to

contest a claim under an insurance policy or to contest the policy itself.

EXPIRATION OF AUTHORIZATION

This Authorization will be valid for twenty-four (24) months from the date of my signature below.  However, this time limit 

may be shorter if the time period permitted by applicable law in the state where the policy is delivered or issued for delivery 

is less. 

I agree that a copy of this Authorization shall be as valid as the original. I agree that if I sign this Authorization electronically, 

including via voice authorization, that it will be equally as effective and valid as if I signed the form through traditional means. 

I understand, however, that I am under no obligation to sign this document electronically.

Proposed Insured (Please Print)

Proposed Insured Signature

(or parent or guardian if insured is under 18)

Date



Agreement to Conduct Business Electronically

The Guardian Life Insurance Company of America and its affiliated entities, including, The Guardian Insurance &
Annuity Company, Inc., Berkshire Life Insurance Company of America and Park Avenue Securities LLC (together
referenced as "Guardian") are required to provide you with disclosures and other information when you (i) access
and/or log in to a Guardian website; (ii) proceed with an electronic process in connection with an application for life
insurance or disability insurance; (iii) accept delivery of an approved life insurance or disability insurance policy;
and/or (iv) receive information and/or request specific transactions electronically regarding your policy, contract or
account (as applicable). We can only provide these disclosures and other information electronically with your
consent. You are not required to conduct business electronically.

1. Definitions

The Agreement refers to this Agreement 
individual, business or legal entity (i) accessing a Guardian website; (ii) proceeding with an electronic process in
connection with an application for life or disability insurance; (iii) accepting delivery of an approved life or disability
insurance policy; and/or (iv) receiving information and/or requesting specific transactions electronically regarding your
policy, contract or account (as applicable).

2. Consumer Consent

With your consent, Guardian can deliver disclosures and information to you by: displaying or delivering the
information electronically and requesting that you print or download the information and retain it for your records.
Your consent also permits Guardian to use an electronic signature and electronic records in connection with the
requested transaction.

By clicking "I Agree" , you affirmatively consent and agree that:

Guardian can provide all disclosures required by law and other information about your legal rights and
duties electronically.
Guardian may send the disclosures and other information to you electronically via email or via a Guardian
portal.
The use of a key pad, mouse or other device to click "I Agree" constitutes your signature,
acceptance and agreement as if actually signed by you in writing and has the same force and effect as a
signature affixed by hand. You agree that the lack of a certification, authority or other third-party verification
will not in any way effect the validity or enforceability of your signature.
By logging in, entering a Guardian website and making a request, or otherwise following a procedure to
verify your identity and intent to make a request, you are applying your electronic signature to your request.
In addition to making disclosures and information available to you electronically, your electronic signature
applies to all requests and transactions you make electronically on the website.

3. Withdrawal of Consent to Use Electronic Records

If you decide that you no longer wish to use electronic records or proceed with an electronic process for the purposes
described herein, you must notify Guardian that you are withdrawing your consent to use electronic records or
proceed with an electronic process. You may withdraw that consent at any time. If you withdraw your consent,
Guardian will not be able to continue processing any transactions you have requested electronically but may continue
processing any requested transactions through non-electronic means. The provisions of the Agreement will remain in
full force and effect until terminated in accordance with the provisions hereof.

4. Procedure to Update Information Required to Contact You Electronically

If you consent to use electronic records or proceed with an electronic process and your e-mail address changes or
there is some other change in the method by which Guardian can contact you electronically, you must update your
Guardian records with your updated contact information.



5. How You Can Obtain a Paper Copy of Your Records

You have the right to receive disclosures and other information in paper form. You may request paper copies of any
disclosure or other information by contacting Guardian at 1-888-Guardian (482-7342).

6. Hardware and Software Requirements

To access and retain information and electronic records from Guardian, you must:

1. Be able to view the disclosures and other information on your monitor and save files to your computer or
send screen prints to your printer, which can be done with your browser.

2. Be able to receive email that contains hyperlinks to Websites in order for Guardian to provide information to
you.

3. Have access to an Internet service using one of the following Web browsers as may be applicable to your
circumstances:

Desktop Browsers, Minimum Version

Internet Explorer, V.10
Chrome, latest version
Firefox, V.40
Safari, V.8

Mobile and Tablet Browsers/Operating Systems, Minimum Version

Chrome, V.67
Firefox, V.56
Safari, V.11.1
iOS

If you are registering as a user and you do not have the required software and/or hardware, or if you do not wish to
use electronic records and signatures for any other reason, DO NOT select "I Agree" where shown on
the screen and the registration process will be terminated.

7. Legal Effect

By consenting, you agree that electronic disclosures and information have the same meaning and effect as if
Guardian provided paper disclosures to you. Disclosures and information are considered to be received by you
within 24 hours of the time emailed or posted in a Guardian portal, unless you notify Guardian that the disclosure or
information was not received.

8. General

Your consent does not mean that Guardian must provide the disclosures and information electronically. Guardian is
still permitted, at its option and discretion, to deliver any and all disclosures and information on paper. Guardian may
also require that certain communications from you be delivered to Guardian on paper at a specified address.

Guardian reserves the right to cancel its provision of disclosures and information electronically as described in this
Agreement, change the terms of use of any service or send disclosures and information in paper form at any time.
Guardian is responsible for sending the information and disclosures electronically but is not responsible for any delay
or failure of your receipt.

Guardian may record certain data and metadata concerning any transaction performed on the site in order to process
any transactions or requests, to maintain a history of the transactions performed using the site, to resolve disputes,
and for other business, legal, or regulatory reasons and may retain such information for the period of time required by
such business, legal or regulatory requirements. This data and metadata may include and is not limited to: IP



addresses; mouse clicks; scrolling; keystrokes; and other information indicating your experience in submitting or
receiving information to Guardian, or requesting that Guardian take action in response to a request made by you.

PLEASE READ THIS AGREEMENT CAREFULLY BEFORE PROCEEDING. IF YOU DO NOT AGREE TO THE
TERMS OF THIS AGREEMENT, PLEASE DO NOT PROCEED AND YOU SHOULD LEAVE THE SITE
IMMEDIATELY.

9. Acceptance

By agreeing, you agree and affirm:

That you have read this Agreement to Conduct Business Electronically and consent to the terms thereof.

That you are authorized to give this consent, have access to the internet and are at least 18 years of age.

That you understand that there are certain risks associated with the transmission of confidential information,

electronic delivery notifications, and other communications through electronic delivery over the internet

including but not limited to unauthorized access, system outages, delays and disruptions in

telecommunications services and the internet.

You understand and acknowledge that you are not required to consent to electronic delivery of disclosures

and other information and that you can withdraw your consent at any time.

You understand that you may request paper copies of any disclosure or other information by contacting

Guardian at 1-888-Guardian (482-7342).

With my signature below, I confirm that I have read the Agreement to Conduct Business Electronically and consent to 
the terms thereof. I understand that I am not required to conduct business electronically and can opt out.

______________________________________   _____________________ 
Signature      Date

NB0011 (07-18) 



How to Submit Your Application 
 
Unsigned applications are welcome. 
Feel free to omit your SSN.  Most applications need to be revised anyway. 
 
Fax 
(206) 899 1356 

 

Upload 
https://disabilityunderwriters.com/upload 

DocuSign 
If you are viewing this within DocuSign, 
just complete the session. 

Email 
rip@ripcurtis.com    
Do not use ordinary email.  Use a secure message 
portal or Outlook native encryption.  If you don’t 
know how, please ask. 

 
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 

 
 

https://disabilityunderwriters.com/upload
mailto:rip@ripcurtis.com
tel:+12066522266
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