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Ameritas Life Insurance Corp. of New York
P.O. Box 40888, Cincinnati, OH 45240
877-280-6110, Fax 513-595-2352
(Client Service Office)

The Union Central Life Insurance Company
P.O. Box 40888, Cincinnati, OH 45240 
800-319-6901, Fax 513-595-2352 
(Client Service Office)

Application for Insurance
Agreement

Agreement
The undersigned represent that their statements in this 
application and Part II, if such Part II is required by the 
companies listed above ("the Companies"), are true and 
complete to the best of their knowledge and belief. It is agreed 
that: 

(a)	 the only statements to be considered as the basis of the 
	 policy are those contained in the application or in any
	 amendment to the application; 

(b)	 any prepayment made with this application will be 
	 subject to the provisions of the CONDITIONAL RECEIPT; 

(c)	 if there is no prepayment made with this application, 	
the policy will not take effect until: 

	 (1) the first premium is paid _during the lifetime of the 
proposed insured(s) and while his/her health and the 
facts and other conditions affecting their insurability 
remain as described in this application _and Part II, if 
required; and 

	 (2) the policy is delivered to the Owner; 

(d)	 no one except the President, a Vice President, the 
Secretary, or an Assistant Secretary can make, alter or 
discharge _contracts or waive any of the Companies’ rights 
or requirements; 

(e)	 this application was signed and dated in the state 
indicated; and

(f)	 this application is to be attached to and made a part of the 
policy.

If applying for an indeterminate premium plan:  

(a)	 the premium for such plan is guaranteed for the initial 	
guarantee period, and after such period, the current 
annual premium is not guaranteed and may change; and 

(b)	 the premium will never exceed the specified maximum.

Fraud Notice 
The following Fraud Warning Notice applies to Disability 
Income insurance only: Any person who knowingly and with 
intent to defraud any insurance company or other person files 
an application for insurance or a statement of claim containing 
any materially false information, or conceals for the purpose 
of misleading, information concerning any fact material 
thereto, commits a fraudulent insurance act, which is a crime, 
and shall also be subject to a civil penalty not to exceed five 
thousand dollars and the stated value of the claim for each 
such violation.

Dated at:__________________________________________
                       City                       State                   Month       Day     Year     

________________________________________________
Print or Type Proposed Insured Name.

X_______________________________________________
Signature of Proposed Insured.

________________________________________________
Print or Type Name of Other Proposed Insured.

X_______________________________________________
Signature of Other Proposed Insured.

________________________________________________
Print or Type Owner if not Proposed Insured.

X_______________________________________________
Signature of Owner if not Proposed Insured.

______________________________	 _ ________________
Print or Type Insurance Producer Name.	 Producer No./Sit. Code.

X_____________________________	 _ ________________
Signature of Licensed Soliciting Producer.	 Producer State Lic. No.

______________________________	 _ ________________
Print or Type Insurance Producer Name.	 Producer No./Sit. Code.

X_____________________________	 _ ________________
Signature of Licensed Soliciting Producer.	 Producer State Lic. No.

______________________________	 _ ________________
Agency Name.                                                Agency No.

Taxpayer Identification Number (TIN)
Under penalties of perjury, I certify that:

1)	 The number shown on this form is my correct TIN (or I am 
waiting for a number to be issued to me); and

2)	 I am not subject to backup withholding either because: 
(a) I am exempt from backup withholding; (b) I have not 
been notified by the Internal Revenue Service (IRS) that I 
am subject to backup withholding as a result of a failure to 
report all interest or dividends; or (c) the IRS has notified 
me that I am no longer subject to backup withholding.

3)	 I am a U.S. Citizen or other U.S. Person (including a U.S. 
resident alien).

Cross out item (2) if you have been notified by the IRS that you 
are currently subject to backup withholding because you have 
failed to report all interest and dividends on your tax return.

X_______________________________________________
Signature of Owner, Trustee/Employer		  Date

Social Security Number Employer Identification Number
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