UNITED STATES LIFE INSURANCE COMPANY IN THE CITY OF NEW YORK
Administrative Office: PO Box 1580, Neptune, NJ 07754

For Offuce Uise Only - Policy Mo

APPLICATION FOR DISABILITY INCOME AND BUSINESS OVERHEAD EXPENSE INSURANCE
MName of Drganizaﬁgn: DIERS PROFESSIONAL INSURANCE TRUST

Name

Address

This Address is my () Business ) Home [ Both | wish to pay premiums: 0 Annually 0 Semi-Annually

Please fill in your Daytime Phone Number to assist us in contacting you should the need arise in processing your application.

( )
Email Address:
Are you now working at least 30 hours per week with your present employer? ] Yes O MNo

I WOULD LIKE TO APPLY FOR DISABILITY INCOME | WOULD LIKE TO APPLY FOR BUSINESS OVERHEAD EXFENSE
INSURANCE INSURANCE
My annual earned income for the 12 months immediately Average monthly amount of eligible overhead expenses in the
preceding the date of this application is: § preceding six months? Per month $

Type of Organization J Proprietorship O Corporation [ Partnership
If Corporation or Partnership, my share of the eligible expenses are

Indicate the monthly benefit desired (in $100 increments) %
3 Indicate the monthly benefit desired: (in $100 increments)
s
Indicate Waiting Period: Indicate Waiting Period
130 0Day 1 60 Day 90 Day 3180 Day [ 360 Day a15Day (30 Day
Indicate Benefit Period: J65-65 [115-2 Benefil Period: 24 MONTHS
Occupation Social Security Number - -
Beneficiary Relationship
HEALTH SECTION (Must be completed in full prior to any underwriting consideration)
Height Ft. In. Weight Ibs. SexM QOF
Date of Birth [ ! Place of Birth
Name, address & telephone number of your physician
Date last consulted: What treatment or medication was prescribed? s A
1. Have you ever had or been treated for (Circle Specific disorders experience)
a. Heart trouble or murmur, chest pain, rheumatic fever, elevated blood pressure, stroke? QOYes [QONo
b. Injury, pain or disorder of neck or back? Sciatica? Any disabling injury? aYes ONo
¢. Arthritis, gout, bursitis or rheumatism? OYes (QONo
d. Dizziness, epilepsy, convulsions, recurrent headaches, glaucoma, cataract, or other
disorder of the eyes or ears? QYes QONo
e. Disease or disorder of rectum or anus, Varicose veins or other vascular disorder? OYes QONo
f. Diabetes or elevated glucose? Sugar, albumin, or pus in uring?
Thyroid or other glandular disorder? OYes QNo
g. Duodenal or stomach ulcer, or other disorder of stomach, liver, gall bladder? Colitis,
diverticulitis, or other disorder of small or large intestine? aYes [QNo
h. Prostate disorder? Kidney stone or colic, nephritis, nephrosis, or other kidney disorders?
Urinary infection? OYes QNo
i. Menstrual, uterine, or ovarian disorder, disorder of the breast? OYes [QNo
j. Bronchitis, emphysema, pleurisy, difficult breathing, blood spitting, or other disorder
of lung or nose? OYes [ONo
k. Cancer or other tumor? Deformity or loss of limb? Congenital defect? OYes QONo
I.  Mental or emotional problem requiring help of a physician or psychologist? OYes [ONo
m. Asurgical operation? A surgical operation advised but not performed? OYes QONo
2. Have you consulted any hospital, institution, physician or practitioner within the past 5 years for any
disease, disorder, injury or other routine visit {(including pregnancy) other than stated above? QaYes [QNo

PLEASE CONTINUE THIS APPLICATION ON THE REVERSE SIDE
Form AG-43314






