Submit Request Clear Form

' The ABACUS Group

252 Harry Lane Blvd., Suite 100 < Knoxville, TN 37923
2541 LaFayette Plaza Drive « Albany, Georgia 31707

FAX: 800-653-5507 865-539-5011

"The ABACUS Series"

Issued through:
KANSAS CITY LIFE INSURANCE CO.

Request form For
VOLUNTARY Proposal

] Proposal [J Enrollment Materials [ Re-enroliment Materials Phone: 800-653-5242 865-539-5000
AGENCY: GRroupr NAME:
AGENT: # ADDRESS/CITY:
STREET: PHONE #: STATE:
Citv/ST/Zie: No. oF EMPLOYEES: sic:[ gwoa,
PHONE #: Fax: INDUSTRY:
EMAIL: NOTE: These INpusTRIES REQUIRE UNDERWRITING APPROVAL: PLEASE INCLUDE A CENSUS.
PVINING, PO|L & Gas EXTRACTION,PLOGGINGé SAwr\/nLLsI,__\,> PLARING glLk/sv, PAPE_RI_& PuLp MiLs,
D i APER RODUCTS, SBESTOS, OSTAL ERVICE, AIL IR ATER RANSPORTATION,
PRroPoOsAL: Just Ratesheets  [] Emailed NeDeaggd' EmpLoymeNt & Help Suppiy Services & PEOQ's, Lasor FRraTernaL & PoLimical
[J Full Proposal [] Faxed Dato ) ORreANIzATIONS, PrIVATE HousEHOLDS.
[J Bound Formal Proposals (FV;EX) Qty: Needed:
. Supplemental Questionnaire Required for:
L] Weekly [ Bi-Weekly - Hotel Chains over 999 lives, 1099's, Associations, PEO's and Unions.
SHow PREMIUMS: (1 Monthly [l Semi-Monthly
Voluntary STD [(J1Yes [J No TRADITIONAL PLAN OPTIONS:
| |\ - - - - - - - - - - -7 "="=""="=>">"""”>""\""®=>""="=""=—"==-~
PLAN TYPE: — ELIMINATION PERIOD: ' PORTABILITY: JYes [J No |
| |
"] PREMIER (65%) DURATION: ‘
() TRADITIONAL (60%) : 0/7 7/7 0/14 14/14 30/30 : PRE-EXISTING BENEFIT: (0Yes [ No !
° 1 13 wkK | O O O O | :
JoB COVERAGE: 26wk O O O O O . 65% Maximum BENEFIT: 1 Yes [ No '
[0 Non-Occ I B2 wk O O O O 0 | |
| | .
] 24 Hr 104 wk 0 0 0 0 0 | Issue AGE RATE STRUCTURE: 0 Yes [ No :

Lower PRe-Ex BENEFIT: [ 3/12 [ 6/12

Minimum participation is 6 enrolled lives.

PLAN OPTIONS:

Minimum Hours worked per week is 20 hours.

L - - - _ __ _ - _ _ r_ - _ - _ v _  ___T_
FuLL CommissioN oN REPLACEMENT: [J YEs [ No
12/12 Pre-existing Condition limitations (in most states).

Proposal valid for up to 1,000 lives.

Voluntary LTD [JYes [ No

ELimiNATION PERIOD: [0 90 DAYs [ 180 pAays [ 365 pAyYs

BENEFIT DURATION:

Duration reduces
Js year Graded gradually after Age 60)

[J Age 65 Injury / Sickness

[J 2 year Injury / Sickness
[J 3 year Injury / Sickness

RATE Basis: J Issue AGe [ ATTAINED AGE

OwN OCCUPATION: 0 1 YEAR O 2 YEAR

Minimum participation - Greater of 6 enrolled or 25% of eligible lives.
(Reduced Participation/Commission Option requires 15 enrolled.)

Minimum Hours worked per week is 30 hours.

PLAN OPTIONS:

PORTABILITY: O Yes OO No

SuRVIVOR INCOME BENEFIT: 0 YEs [ No

AccIDENTAL DismMeEMBERMENT & [ YEs [ No
Loss OF SIGHT:

FuLL Comm. oN REPLACEMENT: [J YEs [J No

Lower PRe-Ex BeENerFIT: [] 3/12 [ 6/12 []112/12

12/24 Pre-existing Condition limitations (in most states).

Proposal valid for up to 1,000 lives.

Voluntary Group Term Life [JYes [JNo 1 AD&D

Guarantee Issue based on eligible lives.
Minimum participation is greater of 6 lives or 20%.

CHiLD Riper: [J $5,000 [J $10,000 Proposal valid for up to 1,000 lives.

Rx Card [Yes [INo MemBER RATE: [1 $16/m0 OTHER FamiLy RaTE: [ $23/MO OTHER

* Not an insured product.

COMMENTS / SUPPLIES (Qty)= Employer Apps Employee Apps EOIl's Claim forms Transmittals

07/2009
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