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Marketed By:  
Risk Insurance and 

Reinsurance Solutions Inc. 
 

Application for  
Individual Disability Income 

Insurance 
 

Fidelity Security Life 
Insurance Company ® 

3130 Broadway 
P.O. Box 418131 

Kansas City, MO 64141-8131 
(herein called “the Company”) 

 
Applicant Information 

1. Full Name (First, Middle, Last) 
 
2. Gender: 
  Male    Female 

3. Date of Birth 4.  State of Birth 

5. Marital Status 
 

6. Age  

7. Residence Address 
 
 City 
 

State Zip 

8. Do you want to add a secondary address?   Yes    No 
Secondary Address 

 
 City 
 

State Zip 

9. Mobile Phone   
 

10. Email Address 11. Social Security Number  

 
Employment Information 

12. Employer Name: 
 
13. Business Address 
 
      City/State/Zip 
 

Phone No. 
(          ) 

14.  Have you been continuously actively-at-work on a fulltime basis without medical restrictions performing your usual and customary duties 
during the past 90 days?   Yes    No 

15. Number of hours you are working per week: 
   

16. How long have you held this position? 
  

17. Primary Occupation: 18. What percentage of your duties includes physical activity (i.e., climbing, 
crouching, lifting, etc.)?  % 

19. List of your current and expected duties: 
 
 

20. List duties requiring physical activities identified in question 19: 
 
 

21. Employment status: 
 Employee    Self-Employed or Business Owner  

 

22.  If  Self-Employed or Business Owner,  
 
(a) Percentage of Ownership:          _________________ 
 
(b) How many people are employed 
      by your business/organization? _________________ 
 
(c) Type of business:  

 Sole Proprietor/1099  Partnership 
 LLC   S Corporation  C Corporation 

23. If Employee, what is your annual gross earned income (Total of Salary + Wages + Bonus + Commissions)? 
 Current Year (annualized estimate): $  Prior Year $  
 If Self-Employed or a Business Owner, what is your net annual earned income      
 (Total Salary + Wages + Bonus + Commission + Net Income of your business after Expenses)? 
 Current Year (annualized estimate): $  Prior Year $      
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Select A Plan 
24. Monthly Benefit Amount: 
 
 
 
25. Included Rider:  Own Occupation Extension Benefit Rider 

 
 
26. Guaranteed Renewable to Age 67; Conditionally Renewable to Age 70; Graded Benefit for Sickness 

Benefit Period (Select One) Elimination Period (Select One) 
 10-Year 90      180   365   730   Days 
 7-Year 90      180   365   730   Days 
 5-Year 30      60     90     180   365   730  Days 
 3-Year 30      60     90     180   Days 
 2-Year 30      60     90     180   Days 

 
Benefit Amount, Billing and Payment Information 

27. Premium Due*:   
28. Billing Mode:   Monthly    Quarterly    Semi-Annual    Annual  

*The Premium Due includes the applicable modal amount of the $50 Annual Policy Fee. 
29.  Is the Applicant the Payor?     Yes    No       

If No, name of Payor as shown on bank account:   
Payor address:   

 
Other Disability Income Insurance Information 

30. Do you have disability insurance coverage with this Company or any other insurance company?  Yes    No 
 Do you intend to replace this existing disability insurance coverage?  Yes    No 
 Is this existing disability insurance coverage Individual or Group Long Term Disability?  Individual    Group 
 What is the total Monthly Benefit Amount of this existing disability insurance coverage? $  per month 

 Unknown 
 

Personal Information 
31. Current height:   feet   inches  
 Current weight:   pounds   
32. Are you a citizen (or hold a green card) and a resident of the United States of America?  Yes    No 
33. Excluding marijuana, in the past 10 years have you ever used narcotics, barbiturates, amphetamines, 

hallucinogens, heroin, cocaine, or other habit-forming drugs, except as prescribed by a member of the medical 
profession?  Yes    No 

34.  Has your driver’s license been suspended, modified, limited or otherwise revoked in the past 2 years or have 
you ever been convicted of driving while impaired, intoxicated or under the influence? 
Driver’s License Number: ____________________  Driver’s License State of Issue: ___________________  Yes    No 

35. In the past 10 years, have you ever plead guilty to or been convicted of a felony or misdemeanor or are there 
any current legal proceedings or criminal charges pending?  Yes    No 

36. Have you been paid any type of disability benefit in the past 5 years?  Yes    No 
37. Have you had an insurance carrier ever decline, modify or rate a life, disability or health insurance policy?  Yes    No 
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Personal Health History 
Primary care physician name:   Phone #: 

  

Address City 
  

State Zip 

Date and reason for last consultation with primary physician? 
  
  
  
38. Are you presently using any medications prescribed by a member of the medical profession?  Yes    No 
39. In the past 12 months, have you or are you currently using marijuana in any form?  Yes    No 
40. In the past 12 months, have you been treated, examined or advised by a member of the medical profession in a 

doctor's office or hospital or medical facility about your health?  Yes    No 
41. In the past 5 years, have you had surgery performed, received a treatment or were prescribed by a member of 

the medical profession any diagnostic tests, including electrocardiogram (EKG) or X-ray, except for Human 
Immunodeficiency Virus (HIV)?  Yes    No 

42. In the past 12 months, have you used any tobacco or nicotine products? Tobacco or nicotine products include 
cigarettes, chewing tobacco, smokeless tobacco, cigars, nicotine gum, patch, vaping, or electronic cigarettes.  Yes    No 

43. In the past 12 months, have you sought medical treatment for alcohol misuse or dependence?  Yes    No 
44. Are you currently pregnant? (Female Applicants Only) 

If yes, when is your due date?   Yes    No 
45. In the past 5 years, have you been diagnosed by a member of the medical profession or tested positive for Human 

Immunodeficiency Virus (HIV)?  Yes    No 
46. In the past 12 months, have you been in a doctor’s office, a hospital or an in-patient or out-patient medical 

facility for any medical or surgical advice, treatment or procedure, or been diagnosed by a member of the 
medical profession for any disease or disorder not listed in this Application?  Yes    No 

47. In the past 10 years, have you been treated, examined or advised by a member of the medical profession for any 
physical impairment or deformity?  Yes    No 

48. In the past 10 years, have you been treated, examined or diagnosed by a member of the medical profession for 
the following conditions: high blood pressure, diabetes, cancer, arthritis, asthma, emphysema, or emotional, 
nervous or mental disorder, disease or disorder of the eyes, ears or speech, disease or disorder of the heart, back 
pain or musculoskeletal disorders, or stroke?  Yes    No 

49.  In the past 5 years, have you been treated, examined or advised by a member of the medical profession for the 
following conditions:  

a. Fainting or dizziness  Yes    No b. Blackout  Yes    No 
 

Activities and Travels 
50. In the next 12 months, are you planning on traveling outside of the US for more than 10 days?  Yes    No 
51. In the next 12 months, will you be participating in any of these activities more than once a year: flying as a 

licensed or unlicensed pilot, a stunt flyer, or flying as a pilot or passenger in an experimental, test or unlicensed 
aircraft?  Yes    No 

52. In the next 12 months will you be taking part in skydiving, hang-gliding, parachuting, underwater diving, 
motocross, heliskiing, motorcycle or motor vehicle racing, rock climbing, flying any type of aircraft, bungee 
jumping, boxing, or professional or semi-professional sports?  Yes    No 

 
 
 

Additional Information 
If you answered “Yes” to questions 38-52, please provide an explanation for each corresponding question number with:  specific medical 
condition/diagnosis, date of diagnosis, type of treatment or surgery, dates of each, last treatment date, name and address of physicians 
consulted for each.  If you need additional space, please use the Health History Continuation Form. 

Question Number  Diagnosis Date Specific Condition and Diagnosis 
   

Type of Treatment & Medications Surgeries and Dates 
  
Last Treatment and Dates Physician Consulted (Name, Address, Phone Number) 
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Question Number  Diagnosis Date Specific Condition and Diagnosis 
   

Type of Treatment & Medications Surgeries and Dates 
  
Last Treatment and Dates Physician Consulted (Name, Address, Phone Number) 
  

Question Number  Diagnosis Date Specific Condition and Diagnosis 
   

Type of Treatment & Medications Surgeries and Dates 
  
Last Treatment and Dates Physician Consulted (Name, Address, Phone Number) 
  

 
Notice and Acknowledgement 

I understand and agree that, under the terms of the insurance applied for, any indemnity for loss of time will not commence until after the 
elimination period selected on the second page of the application for any period of disability for accident, sickness, and/or nervous or mental 
disorders, and not before. 

I have read the foregoing answers and state that they are full, complete and true to the best of my knowledge and belief as of the date I signed 
this Application and may be relied upon as the basis for any contract, which may be issued on account of this Application. These statements 
are to be considered representations and not warranties. I understand any material misstatements or omissions made by me in this form may 
be used as a basis for rescinding my coverage. This means all claims will be denied and the Company’s liability will be limited to a full refund 
of premiums less any claims previously paid. I understand and agree that no insurance coverage will be in effect until the Company issues a 
policy and receives payment of the full initial premium according to the premium mode selected in this Application. No producer can waive 
or change any receipt or policy provision or agree to issue a policy. 

I have received and read a copy of the Pre-Notice, which describes how information is obtained and used by the Fidelity Security Life 
Insurance Company. I authorize any licensed physician, medical practitioner, hospital, clinic, other medical or medically-related facility, 
insurance company, its authorized representatives, Pharmacy Benefit Manager, MIB, LLC (MIB), IntelliScript, ScriptCheck, Lexis/Nexis or 
other organization or institution that has any records or knowledge of me or my physical or mental health, including significant history, 
findings, diagnoses and treatment, including diagnosis and treatment of HIV/AIDS or sexually transmitted diseases, or nonmedical 
information, such as driving records, any criminal activity or association, hazardous sport or aviation activity, use of alcohol or drugs, and 
other applications of insurance, to give to the Fidelity Security Life Insurance Company, its plan administrators, business associates, or its 
reinsurers, any such information for use to:  1) underwrite my Application for coverage, make eligibility, risk rating, policy issuance and 
enrollment determinations; 2) obtain reinsurance; 3) administer claims and determine or fulfill responsibility for coverage and provision of 
benefits; 4) administer coverage; and 5) conduct other legally permissible activities that relate to any coverage I have or have applied for with 
Fidelity Security Life Insurance Company. 

Fidelity Security Life Insurance Company or its authorized representatives may release to its plan administrators, business associates, other 
insurance companies, MIB, or others whom I authorize in writing, information covered by this authorization.  

I authorize Fidelity Security Life Insurance Company or its reinsurers to make a brief report of my personal health information to MIB. A 
photographic copy of this authorization shall be as valid as the original. 

I agree this authorization shall be valid for two years from the date shown below. I understand that I have the right to revoke this authorization 
in writing, at any time, by providing written request for revocation to:  Fidelity Security Life Insurance Company at P.O. Box 418131, Kansas 
City, MO 64141-8131, Attention:  Privacy Officer. I understand that any information that is disclosed pursuant to this authorization may be 
re-disclosed and no longer covered by federal rules governing privacy and confidentiality of health information. I understand that my providers 
may not refuse to provide treatment or payment for health care services if I refuse to sign this authorization. I further understand that if I 
refuse to sign this authorization to release my complete medical record, Fidelity Security Life Insurance Company may not be able to process 
my Application, or if coverage has been issued, may not be able to make any benefit payments. I understand I will receive a signed copy of 
this authorization. 

I agree to receive all documents and correspondence electronically and that I can access the internet, mobile phone or the email address 
provided. I understand that I may revoke this authorization or request specific paper documents without revoking this authorization by 
contacting the Company or Administrator by mail, email, or telephone.   Yes    No 

Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to 
penalties under state law. 
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Electronic Signature 
I have: (a) read and understand this Application; (b) read and approved the answers as recorded in this Application; (c) acknowledged that I 
have elected to apply for this insurance coverage electronically. I understand that part of the electronic Application process requires me to 
submit a “signed” Application, and that my “signature” on this Application will be electronic. I acknowledge and understand that my 
electronic “signature” is binding to the same extent as my written signature. I am providing electronic consent to process my Application by 
typing my name and date below. 
  
Applicant’s Signature Date Signed 
Signed at (City, State)  
  

AGENT INFORMATION  
 

How well and how long have you known the Proposed Insured?   

Will this coverage replace or change any of the coverages listed above?   Yes   No  

Agent Signature ►  Agent ID No.   

Agent Name (Please Print)   Telephone No.(     )  

Address:  
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