GROUP LONG TERM DISABILITY INSURANCE

WITH EVIDENCE OF INSURABILITY

For Existing Employees of the

STATE UNIVERSITIES OF FLORIDA
Underwritten by:

UNUM Life Insurance Company of America
Here’s how to apply:

1.Complete the application 

2. Complete the medical questionnaire

3. Send the completed forms to The Gabor Agency

We’ll process your application right away and 

notify you in 4-6 weeks if you’ve been approved!

Enrollment and Premium Administration:
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The Gabor Agency, Inc.  

3500 Financial Plaza, Suite 400  

Tallahassee, Florida  32312

Phone:  (850) 894-9611
Toll-free:(800) 330-6115
Fax:     (850) 894-4268
www.gaboragency.com
The Gabor Agency, in partnership with UNUM, is pleased to offer Group Long Term Disability Insurance for eligible employees of the State University System of Florida.  This is a unique benefit that offers you a way to “insure your paycheck” in the event of a disability. 

Losing your ability to work can be an emotionally and financially devastating event for you and for your family.  This program will replace 2/3 of your university income, tax-free, in the event that you are unable to work due to injury or illness. 

“Disability” or “Disabled” means that you are limited from performing the material and substantial duties of your occupation and you have a 20% or more loss in earnings because of an injury or sickness.  After 24 months of payments, you are disabled when UnumProvident determines that, due to the same sickness or injury, you are unable to perform the duties of any gainful occupation for which you are reasonably fitted by education, training or experience.  You must be under the regular care of a physician in order to be considered disabled.

 

The premium for the 90-day elimination period option is $.61 per $100 of covered monthly salary; for an additional $.33 per $100 of covered monthly salary, you can begin receiving benefits a full 60 days earlier in the event of a disability.  Sample deductions are enclosed for your review.  The maximum monthly benefit is $9,000.  Your coverage will become effective the first of the month following the date of approval by UNUM.  Deductions from your pay will begin in the month in which it takes effect.   

ADDITIONAL FEATURES

Retirement Income Benefit



Cost of Living Adjustment Benefit

Work Incentive Benefit




Dependent Care Expense

3-month Survivor Benefit




Worldwide Emergency Travel Assistance

Rehabilitation & Return to Work Assistance

 

Consider this . . . 3 out of every 10 workers between the ages of 25 and 65 will experience an accident or illness that keeps them out of work for three months or longer.*  This program is an inexpensive way to protect your income, yourself and your family.  We encourage you to take advantage of this important protection.

*1985 Commissioner’s Individual Disability Table, Society of Actuaries.
To take advantage of this opportunity:
· Complete and sign the attached forms.  Your height and weight must be included.  Please leave Group and Division numbers blank. NOTE: If your spouse is not an employee of the University system, they are not eligible for this coverage.
· Return the forms by mail to:


The Gabor Agency, Inc.

Attn: Cindy Ragsdale

3500 Financial Plaza, Suite 400

Tallahassee, Florida 32312

UnumProvident will process your application, and will approve or deny coverage within 4-6 weeks of receipt.  Gabor will notify your employer to begin premium deductions when you are approved for coverage.

For full plan details, contact your HR office for a booklet, or visit our website at www.gaboragency.com.
[  ] NEW APPLICANT 

              GROUP INSURANCE ENROLLMENT FORM

                                                           Unum Life Insurance Company of America

[  ] CHANGE IN COVERAGE  

STATE UNIVERSITIES OF FLORIDA

Enrollment for Group Voluntary Disability Coverage


( PREMIUM EXAMPLES(
The monthly cost to participate in the 30 day Elimination Period Option is $.94 per $100 of covered monthly salary. Should you prefer to participate in the 90 day Elimination Period Option, the monthly cost is $.61 per $100 of covered monthly salary, collected on a bi-weekly basis. 

To help you calculate your monthly premium cost, please refer to the examples below:

If you participate in the:

30 day Elimination Period Option:

$20,000
÷
12
÷
100
x
$.94 =
$15.67 Monthly Premium 
(Annual salary)
(months)       
(per $100 salary rate-based)
$40,000
÷
12
÷
100
x
$.94 =
$31.33 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)
$60,000
÷
12
÷
100
x
$.94 =
$47.00 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)

Benefits are paid on a WEEKLY basis once you have been disabled for 30 days.
90 day Elimination Period Option:

$20,000
÷
12
÷
100
x
$.61 =
$10.17 Monthly Premium 
(Annual salary)
(months)       
(per $100 salary rate-based)
$40,000
÷
12
÷
100
x
$.61 =
$20.33 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)
$60,000
÷
12
÷
100
x
$.61 =
$30.50 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)
( PREMIUM EXAMPLES(
The monthly cost to participate in the 30 day Elimination Period Option is $.94 per $100 of covered monthly salary. Should you prefer to participate in the 90 day Elimination Period Option, the monthly cost is $.61 per $100 of covered monthly salary, collected on a bi-weekly basis. 

To help you calculate your monthly premium cost, please refer to the examples below:

If you participate in the:

30 day Elimination Period Option:

$20,000
÷
12
÷
100
x
$.94 =
$15.67 Monthly Premium 
(Annual salary)
(months)       
(per $100 salary rate-based)
$40,000
÷
12
÷
100
x
$.94 =
$31.33 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)
$60,000
÷
12
÷
100
x
$.94 =
$47.00 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)

Benefits are paid on a WEEKLY basis once you have been disabled for 30 days.
90 day Elimination Period Option:

$20,000
÷
12
÷
100
x
$.61 =
$10.17 Monthly Premium 
(Annual salary)
(months)       
(per $100 salary rate-based)
$40,000
÷
12
÷
100
x
$.61 =
$20.33 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)
$60,000
÷
12
÷
100
x
$.61 =
$30.50 Monthly Premium 
(Annual salary)
(months)      
 (per $100 salary rate-based)
Benefits are paid on a MONTHLY basis once you have been disabled for 90 days.





												   		        


Social Security No            Employee ID No 	   	    Date of Birth               Date of Hire    	            University	





                                                                                                							                                                                                


Last Name, First, MI								       Job Title	





														


 Street Address





											□ Male     □ Female


 City				State			Zip Code





								    	Annual Salary: $		


Department/Building & Room Number/Mail Code





I am employed on a [9] [10] or [12] month contract [please circle one]		           I work [        ] hours per week.





The disability plan has a pre-existing condition limitation.  If I have received medical treatment or consultation or taken prescribed drugs or medicines for any sickness or injury within three months prior to my effective date of coverage, these conditions will not be covered unless the disability begins more than twelve (12) consecutive months after my effective date of coverage. My effective date of coverage will be the first day of the month following the date of this application or approval by Unum, if applicable, provided that I am actively at work on a full time basis. 





I understand that if I do not apply for coverage during my initial eligibility period and choose to enroll at a later date, Unum may require Evidence of Insurability.





I hereby request coverage under my employer’s plan of benefits. I authorize my employer to deduct from my earnings my contributions for the coverage when I become eligible and for each period thereafter, automatically including future rate increases, and to calculate into deduction modes consistent with the payroll system of my employer, including prorated and accelerated deductions, as applicable. The deductions are to be continued until:


	(a)	I request that this authorization be cancelled; or


	(b)	termination of my employment.


The amounts deducted are to be paid to The Gabor Agency, Inc., Tallahassee, Florida, then remitted to Unum Life Insurance Company of America to cover premiums for disability coverage provided for me. Unum Life Insurance Company of America is solely responsible for paying benefits under the policy.





PLEASE SELECT ONE:  □ 30 day Elimination Period    -or-   □ 90 day Elimination Period





Enrollment			Effective


Date: 				Date:  			    					  		     


										Signature





														


										Agent Signature











This brochure is a brief summary of the Disability Plan. The complete terms of the coverage are set forth in the Group Policy issued by Unum Life Insurance Company of America. If the Group Policy and this summary differ, the Group Policy will govern.









