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Individual Disability Income Insurance Plan 

Please review the enclosed information regarding a benefit  provided and 
serviced by Commonwealth Financial Group. 
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Your income is likely your greatest asset. Help protect it. 
Congratulations!  Ohio National is offering you the chance to purchase individual disability income (DI) 
insurance coverage through this benefit program for resident and fellow physicians.   

Take a few minutes to learn more about this valuable benefit!  You will see how easy it is to help protect 
your income should you become sick or hurt and unable to work. 

How long could you manage without your usual income? 
A few weeks? A few months? Compare that to how long the average American worker can be sidelined 
from earning a paycheck and the financial impact that comes with it: 

This valuable coverage features permanently discounted premiums and it belongs to you – even when 
you finish your residency program. No medical exams or labs are required. Simply answer a few 
questions to see if you qualify.   

This enrollment kit includes a personalized assessment with plan options as well as important 
policy details and an application.  
Please review the pre-filled sections and complete the application in its entirety, making sure to: 

- Use black or blue ink
- Avoid using white-out and highlighters
- Initial any cross-outs or changes
- Double-check all signature pages to ensure they’ve been signed and dated
- Return completed application  

Questions about this benefit? 
Contact your Financial Professional, Stephen Johnson at ResidentGsi@FinancialGuide.com or calling 
617-526-9354

mailto:ResidentGsi@FinancialGuide.com
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The bottom line on your proposed disability income insurance benefit: 

Plan Option:  
Base Monthly benefit: $2,500, Non-Taxable
Elimination Period: 90 days 
Benefit Period: to age 67 
Rate: Unisex 
Discount: 15% 

Policy 

Plan Features Own Occupation Rider 

Enhanced Residual Rider 

Removal of Mental Disorder/Substance Abuse Limitation Rider* 

Guarantee of Physical Insurability Rider - $7,500 

OPTIONAL: Catastrophic Disability Benefit (CAT) Rider, up to $10,000 

OPTIONAL:  Annual Renewable Disability Income Rider - $1,500 

Sample illustration
Based on a sample $100,000 salary, this graph shows how disability income insurance can help replace 
an employee’s income on a tax free basis.  

Graph not based on this offer’s base monthly benefit options 



Disability Income Insurance

Pure Own Occupation for Physicians? 
At Ohio National, Absolutely.
When you purchase a disability income (DI) insurance policy from Ohio National, you can feel confi dent 
that your policy contains the best provisions available. One of the most important features you can have 
as a physician is protection in your own medical specialty. This benefi t has always been an integral part 
of Ohio National’s ContinuON Income Solutions® policy series and is available for most physicians. 

Because life 
doesn’t stop 
at disability ®

ContinuON Income Solutions®

To learn more about the valuable Disability Income insurance 
policies offered by Ohio National, call your representative. 

An Ohio National DI policy defi nes total disability 
as the inability, due to a sickness or injury, to perform 
the material and substantial duties of your regular 
occupation. If your regular occupation at the time 
disability begins is limited to a board certifi ed specialty, 
within the scope of your degree or license, we will 
deem that specialty to be your regular occupation*.

What does this mean to you?
If you are unable to work in your own American 
Medical Association (AMA) board certifi ed specialty, 
due to a sickness or injury, you will be eligible to 
receive benefi ts up to the maximum benefi t period 
stated in your policy. Benefi ts are payable even if you 
are able to work in another specialty or occupation. 

Here is an example. 
A surgeon who is disabled from performing surgeries, 
but can perform the duties of a general physician 
or even a medical director for a local insurance 
company will be deemed totally disabled and 
receive full benefi ts under the policy. 

Importantly, this defi nition of total disability 
applies to any benefi ts that are issued under 
the Guarantee of Physical Insurability (GPI) 
Rider on subsequent dates.
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Policy Riders 

Own Occupation Rider  

This rider replaces the definition of total disability in the base policy. When you purchase this rider, 

benefits are payable when disability prevents you from working in your own occupation, even if you are 

working elsewhere

Total Disability. You have a Total Disability if due to a sickness or injury, in and of itself: (1) you are not able to 
perform the Material and Substantial Duties of Your Regular Occupation ; and (2) you are under the regular care 
of a physician. Your Regular Occupation is the occupation in which you are regularly engaged on the date of 
Total Disability. Your Material and Substantial Duties are those you are normally required to perform in Your 
Regular Occupation, and that cannot be reasonably omitted or changed 

Enhanced Residual Rider  

Pays benefits proportionate to the loss of monthly earnings with full benefits payable with 75 percent or 

more loss of monthly earnings. 

Removal of Mental Disorder/Substance Abuse Limitation Rider*  

This rider replaces the 2-year limitation in the base policy, for disabilities resulting from mental disorders 

and substance abuse. When you purchase this rider, benefits for these disabilities are payable up to the 

maximum benefit period. 

*Not available for emergency room physicians and anesthesiologists

Guarantee of Physical Insurability Income Rider  

Allows you to increase your coverage annually, up to age 60, with only financial proof of insurability. 

Annual Renewable Disability Income Rider (OPTIONAL) 

You can purchase your monthly benefit amount with a lower initial premium that increases annually 

through age 55. You have the option to convert the benefit to level premium, up to age 50. 

Catastrophic Disability Rider (OPTIONAL) 

Provides additional benefit while you are catastrophically disabled until age 67. 

Standard policy provisions 

Survivor Benefit  

Pays up to additional three months of benefits if you die while receiving monthly disability benefits. 

Presumptive Total Disability 

You are presumed totally disabled if you sustain the total loss of use of both hands, use of both feet, or 

the use of one hand and one foot; or completely lose the sight in both eyes, the hearing in both ears or 

speech. The elimination period is waived and benefits are paid even if you are still working. 
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Rehabilitation  

Occupational rehabilitation: Ohio National may help pay for an occupational rehabilitation program 

intended to facilitate your return to work, if we are paying benefits under your policy and approve the 

program. 

Hospice Care Benefit  

You are deemed totally disabled and the elimination period is waived when you are receiving hospice 

services 

Cosmetic or Transplant Surgery Benefit  

If you are totally disabled due to cosmetic or transplant surgery, benefits will be paid. The transplant 

must occur more than six months after the issue date of your policy. If so, the elimination period will be 

waived. You must satisfy the elimination period in order to receive benefits for total disability due to 

cosmetic surgery. 

Waiver of Premium  

If you are totally disabled for at least 90 days or for the elimination period, whichever is less, we will 

waive premiums that come due while you are totally disabled. Any premiums due and paid during this 

period will be refunded. 

Voluntary Suspension During Unemployment  

You may suspend your policy while unemployed and receiving state or federal unemployment benefits. 

While suspended, your policy is not in force, no premiums are due and you have no coverage. 

Suspension will end the earlier of: one year after the date suspension began; or the date we receive 

your notice to end the suspension. 

Voluntary Suspension During Active Military Duty  

You may suspend your policy while on active duty in the armed forces. While suspended, your policy is 

not in force, no premiums are due and you have no coverage. When active duty ends, you may 

reactivate your policy by giving us notice and paying premiums. 

Recurrent Disability  

If total disability stops and then starts again within 365 days due to the same or related injury or 

sickness that caused the total disability, the two periods of total disability will count as one. You will not 

have to satisfy a new elimination period if already met and the same maximum benefit period will 

continue to apply to the total disability 

Pre-Existing Condition 
A pre-existing condition generally means a sickness or physical or mental condition that existed 
twelve months before the policy becomes effective. No benefit will be paid for any Total Disability that 
results from a pre-existing condition and that starts during the first twelve months of the policy.
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Remember! 
To get started, simply answer a few qualifying questions. No medical exams or labs are required. 

Next steps: 
1. Complete the enclosed, pre-filled application and required forms.

 Review and verify the pre-filled information. If any changes are necessary, correct the 
information and initial the change.

 Complete the section/questions that are not pre-filled.

 Sign and date the Mutual Agreement and Authorization sections of the application.

 Complete, sign and date all other required forms.

2. Don’t forget to:

 Avoid using white-out and highlighters

 Initial any cross-outs or changes

 Double-check all signature pages to ensure they’ve been signed and dated

3. Return completed application and forms. 

Contact you finan 

Need help enrolling? 
Contact Enrollment Support via email at enrollment@ohionational.com. 

1. U.S. Social Security Administration, 2015. 
2. U.S. Social Security Administration, 2015. 
3. GenRe U.S. Individual DI Risk Management Survey, 2011. 

Disability income insurance policies issued by Ohio National Life Assurance Corporation. Product, product features and rider availability vary by 
state. Guarantees are based upon the claims-paying ability of the issuer. Disability income insurance is not available in CA. Issuers not licensed 
to conduct business in NY. 

Disability income insurance policies contain exclusions, limitations, reduction of benefits and terms under which the policy may be continued in 
force or discontinued. For complete details of coverage, refer to the summary details of the proposed policy included with your offer. 

Tracing its corporate origins to 1909, Ohio National markets a variety of insurance and financial products in 49 states (all except NY) and in the 
District of Columbia and Puerto Rico, with subsidiary operations in South America. We are committed to building long-term relationships with 
our customers and to providing them with solutions as their needs change over time. Ohio National has received high marks for financial 
strength and claims-paying ability from major rating agencies 

Ohio National Life Assurance Corporation  
One Financial Way | Cincinnati, Ohio 45242 | 513.794.6100 | ohionational.com  
Post Office Box 237 | Cincinnati, Ohio 45201-0237 

Form T-328616 3-18    © 2018 Ohio National Financial Services, Inc.

Questions? 
Contact your Financial Professional, Stephen Johnson at ResidentGsi@FinancialGuide.com 

or calling 617-526-9354 

mailto:enrollment@ohionational.com
mailto:ResidentGsi@FinancialGuide.com
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make any of this personal information available to you or 
to your designated representative. You also have the right 
to request correction, amendment or deletion of any of this 
personal information. Within 30 business days of receipt of 
your written request, we will notify you of our correction, 
amendment or deletion of the information in dispute, or of 
our refusal to make such correction, amendment or deletion 
after further investigation. In the event that we refuse to 
correct, amend or delete the information in dispute, you have 
the right to submit to us a written statement of the reasons for 
your disagreement with our assessment of the information in 
dispute and what you consider to be the correct information. 
We shall make such a statement accessible to any and all 
parties reviewing the information in dispute.

Electronic Storage
We will conduct business related to your application and 
disability income insurance policy electronically.  We will 
also retain documentation, including your application, in an 
electronic format.  Original documents, if received by Ohio 
National, will be destroyed according to our normal rules 
and practices. 

Replacement of Existing Coverage
If you are considering replacing or causing a change to an 
existing disability insurance coverage, please tell our agent and 
answer questions in Section 4 in your application accordingly.  
Even if you are unsure about whether you will replace your 
existing coverage, indicating an intention to replace existing 
coverage may help you to receive information necessary for 
you to make an informed decision.  If you do replace your 
existing disability insurance coverage, the new policy will 
contain a new contestable period.

Premium Payments
For disability insurance, if premiums are paid other than 
annually, we adjust the required annual premium by a 
modal factor in order to compensate for lost investment 
earnings and additional administrative costs.  Therefore, 
if you elect to pay the required premium other than on 
an annual basis, your total out-of-pocket payments on an 
annual basis will be higher.

Ask our agent for assistance, or write or call us at Ohio 
National, Attention: Underwriting Division, P.O. Box 237, 
Cincinnati, Ohio 45201-0237. Telephone (513) 794-6100.

form 6465-gsi-mib-ma A 

Notice of Information Practices
Thank you for your application.

One of the prime objectives of Ohio National is to provide 
insurance at low cost. The underwriting process (evaluation  
of risks) is necessary not only to assure low cost, but also to  
assure that the fair share of the cost is contributed by each 
policyholder. Your application will be the primary source of 
information during the underwriting process.  Therefore, it 
must be true, accurate, and complete.  If the application is 
incomplete or it contains fraudulent statements or material 
misrepresentations, any claim made may be denied or coverage 
may be contested by Ohio National.  The policy, if issued, will 
indicate under what circumstances it may be contested.  You 
must inform Ohio National of a change to any answer in any 
part of the application before accepting delivery of the policy.

Information Practices
In addition to your application, information from a number of 
sources is considered when we evaluate your application. 

We will not be contacting MIB or other sources regarding 
medical information. We will, however, contact a department 
of MIB to request information regarding any disability income 
coverage applied for, issued, or in force.

Upon receipt of a request from you, MIB will arrange disclosure 
of any information it may have in your file. Please contact MIB 
at 866-692-6901 (TTY 866-346-3642).  If you question the 
accuracy of information in MIB’s file, you may contact MIB 
and seek a correction in accordance with the procedures set 
forth in the federal Fair Credit Reporting Act.  The address 
of MIB’s information office is 50 Braintree Hill Park, Suite 
400, Braintree, Massachusetts 02184-8734. Information for 
consumers about MIB may be obtained on its website at www.
mib.com.

As a general practice, we will not disclose personal information 
about you to anyone else without your consent, unless a 
legitimate business need exists or disclosure is required or 
permitted by law. You understand that by completing your 
insurance application you are disclosing personal information 
to any other party required to sign the application, (e.g., 
the agent). You are entitled, upon request, to receive a more 
detailed statement of our information practices. You have the 
right to access any personal information we have collected 
about you in connection with your insurance transaction. 
Within 30 days of receipt of your written request, we will

Please detach  
and deliver to the 
Proposed Insured/
Owner immediately. 

Ohio National Life Assurance Corporation
P.O. Box 237, Cincinnati, Ohio 45201-0237
(513) 794-6100



Case No. _______________________________

1 form 6465-gsi-ma

1. Proposed Insured Information

a. First Name Middle Name (no initials, please) Last Name

b. Home Address How long at this address?

City State Zip 

c. Mailing Address (if different than home) City State Zip

d. Birth Date e. Issue Age (nearest birthday)       f. ❐ Male  ❐ Female

-          -

i. State of Birth

k. Are you a U.S. citizen?  ❐ Yes  ❐ No

2. Proposed Insured Employment Information

a. Occupation/Position b. Type of Business

c. Present Employer

Address City County         State Zip

d. Length of Current Employment e. How many hours per week are you at work in this occupation?

f. Current Annual Earned Income

Salary Bonus Commission Total

m. Home Phone Number n. Business Phone Number o. Other Phone Number

g. Social Security Number

-          -

j. Country of Birth

-           - -           - -           -

l. If non-U.S. citizen, do you have a
U.S. Green Card?  ❐ Yes  ❐ No

h. Email Address

P.O. Box 237
Cincinnati, Ohio 45201-0237

1.800.366.6654

Ohio National Life Assurance Corporation 

Guaranteed Standard Issue
Disability Income Insurance Application
Please print all answers.

effective 9/16



4. Other Coverage/Replacement Information  (Check answer to left of question.)

❐ Yes 
 
❐ No a. Do you have existing Disability Income Insurance?

❐ Yes 
 
❐ No b. Are you now eligible or will you become eligible in the next 12 months, for other Disability Income Insurance, 

including Group Disability Income Insurance? 
❐ Yes 

 
❐ No c. Are you currently applying for other Disability Income Insurance including, but not limited to, Individual or

Group Disability Income Insurance?  If “Yes,” provide details:  

❐ Yes 
 
❐ No d. Do any of your policies contain a Catastrophic Disability Rider?

If so, list the monthly Catastrophic Cost Benefit Amount.   $_________________

❐ Yes 
 
❐ No e. Does the proposed policy replace or reduce any portion of any existing policy?

❐ Yes 
 
❐ No f. Will benefits received from any existing policy be taxable to you?

If either 4a., 4b., 4c., 4d., 4e. or 4f. is answered “Yes,” list all types of Disability Income Insurance below, and indicate whether 
the proposed policy will replace or reduce the benefit in any existing policy.  If group or association, include the percentage and 
maximum cap.

Base   Amount   
Monthly Maximum  Check if   to Be  

Type: DI,  Benefit Benefit Employer   Replaced or  Date of 
Company or Source Group Amount Period Paid   Reduced?  Replacement

    ❐  

 ❐  

    ❐  

 ❐  

3. Health Information

❐ Yes  ❐ No a. Have you used tobacco in any form in the last 12 months? (Tobacco means cigarettes, cigars, pipe, snuff/dip/
chew, or Nicotine Delivery Systems.) 

❐ Yes  ❐ No b. Have you been continuously at work full time (at least 30 hours per week) performing the duties of your
occupation for the past 90 days without limitation due to injury or sickness? (Disregard vacation days, normal 
non-working days, and any absences that total less than seven days.)

❐ Yes  ❐ No c. Have you applied for or are you now receiving disability benefits, workers’ or unemployment compensation
 benefits or a pension disability benefit?

If you answered “Yes” to Questions 3a. or 3c. or “No” to 3b, provide details below.

___________________________________________________________________________________________________

___________________________________________________________________________________________________

If applying for the Catastrophic Disability Rider, please answer the following four questions.

❐ Yes  ❐ No a. Have you ever had an injury or sickness which caused a loss of sight in both eyes, hearing in both ears,
speech, or the use of two arms or legs?

❐ Yes  ❐ No b. Do you need human assistance of any kind to perform everyday activities such as bathing, continence,
dressing, eating, using the toilet or transferring (for example, from a chair to your bed)?

❐ Yes  ❐ No c. Do you use any special medical equipment or appliances, such as a wheelchair, pacemaker, oxygen tank,
cane, catheter, or artificial limb?

❐ Yes  ❐ No d. Have you ever received treatment, attention or advice for memory loss or confusion, Alzheimer’s disease,
stroke, senility, dementia, loss of speech or comprehension of spoken language?

2 form 6465-gsi-ma

5. Premium Information

a. Will your employer pay any part of premium?    ❐ Yes   ❐ No     If “Yes” what percentage?

b. Will the premium paid by your employer be reported to you as W-2 taxable income?  ❐ Yes   ❐ No

c. Premium Mode:  ❐ A    ❐ S    ❐ Q    ❐ M-Bank Draft   ❐ M-List Bill

%

$

$

$

$

$

$

$

$

effective 9/16



form 6465-gsi-ma 3

Month Day Year

City State

I hereby certify that I have truly and accurately recorded on 
this application the information supplied by the Proposed 
Insured.

· This authorization is good, as needed, for 24 months from
the date signed or while I have a claim, if longer.

· I agree that a photocopy of this authorization may be used
the same as the original.

· I have received the Notice of Information Practices.

· I understand that I have the right to receive a copy of this
authorization.

Signature of Proposed InsuredDate

In order to enable Ohio National Life to act upon my 
application for insurance or to decide if I qualify for benefits or 
coverage, I authorize you to give to Ohio National Life any 
financial, employment or personal information requested for 
insurance purposes.

Ohio National Life may release information to reinsurance 
companies or to MIB, Inc.

Mutual Agreements

It is mutually agreed that:

a. The statements and answers on this application are true and 
complete to the best of my knowledge and belief. A copy of
this application will be the basis of any policy issued.

b. By signing below, I acknowledge receipt of the Temporary
Disability Insurance Agreement and I accept the terms and
conditions of that Agreement.

c. Except as provided in the Temporary Disability Insurance
Agreement or the Electronic Debit Authorization, if
completed, no policy shall be in force unless and until: (1) it
is delivered to me; and (2) the full first premium is paid.

d. By accepting an insurance policy issued on this application,
I ratify any corrections, additions or changes made by Ohio
National.  In those states where required, there can be no
change in amount, age at issue, risk class, plan of insurance
or benefits, unless I agree to the change in writing.

e. No agent is authorized to make or change a contract of
insurance for Ohio National, nor extend the due date for a
premium payment, nor waive any of Ohio National’s rights
or requirements.

f. If the coverage applied for qualifies as a benefit in an
employee welfare benefit plan governed by the Employee
Retirement Income Security Act (ERISA), Ohio National
or its agent will be the claims administrator and, in states
where permitted, will have exclusive discretionary authority 
to make benefit decisions, resolve factual disputes and
interpret policy provisions. I will be entitled to appeal any
adverse benefit decision pursuant to ERISA.

g. I will permanently discontinue any group or individual
policy(ies) shown to be discontinued in answer to questions 
on or before the date(s) indicated.

Signature of Proposed Insured

Signature of Owner, if Owner is other than Proposed Insured 
(or one authorized to sign for the Applicant)

Signature of Agent Print Agent Name

Authorization to Any Insurance Company, Reinsurance Company, MIB, Inc. and/or Employer

Insurance Fraud Notice:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit, or knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Signature required  
for all applications

6. Individual DI Coverage

a. Proposed Insured’s Occupational Class: ________________________________________________

c. Additional Benefits/Riders:

1. ❐ Residual Disability Rider   ❐ Enhanced    ❐ Basic

2. ❐
 
 Cost of Living Rider   ❐ 3% Simple   ❐ 2% - 6% Compound 

3. ❐
 
 Pure Own Occupation Rider

b. Monthly Benefit:         Elimination Period Benefit Period

1. Base     $ ______________ ______________

2. Social Insurance Supplement     $ ______________ ______________ 

3. Catastrophic Disability    $

4. ❐  Mental Disorders Limitation Rider

5. ❐  ____________________________

Signature required  
for all applications

effective 9/16



4form tia.gsi

IF the following CONDITIONS are met:

1. you have truthfully completed and signed your Application for insurance;

2. you are not over age 70;

3. you have truthfully answered “Yes” to question 3b. and “No” to question 3c. in your application; and

4. you have truthfully answered question 4 in your application and the cumulative coverage listed does not exceed our issue and
participation limits based upon your income and total coverage in force with all carriers, including Group coverage.

THEN you will have Temporary Disability Insurance under this, subject to all its TERMS below.

Otherwise NO COVERAGE takes effect under this Agreement. 

Detach and  
deliver to the 
proposed insured 
and owner.Temporary Disability Insurance Agreement

Scope of Coverage; Exclusions. Your insurance under 
this Agreement is the same as provided in the policy we 
determine you are eligible for based upon your application 
and our underwriting rules and practices. You have NO 
COVERAGE at any time: (1) if  your disability results from 
self-inflicted injury; or (2) if your disability is due to a sickness 
or condition for which you sought advice or treatment from 
a medical professional within one year before the date of your 
application. No agent is authorized to approve coverage or to 
waive or change any of the provisions of this Agreement.

Amount and Benefit Period of Disability Insurance.  The 
amount of your temporary disability insurance under this 
Agreement is the LESSER of: (a) the monthly benefit amount 
you have applied for in your Application; or (b) the monthly 
benefit amount we will issue based on your income according 
to our published rules. The benefit period for disability 
insurance under this Agreement is the benefit period you have 
applied for.

When Insurance Begins. Your temporary coverage under this 
Agreement begins on the date of your Application.

When Insurance Ends. Your temporary coverage under this 
Agreement ends on the EARLIEST of: (a) 60 days after it begins; 
or (b) the date the insurance policy you applied for takes effect; 
or (c) the date we offer you a policy other than as applied for. A 
claim for disability beginning before your coverage ends will still 
be considered.

Changes in Your Health. This Agreement does not commit us 
to issue the policy you have applied for or any other policy. (See 
the Application’s mutual agreements printed on the preceding 
page.) However, if we can find based on our underwriting rules 
and practices that you were an acceptable risk for disability 
insurance as of the date your coverage began under this Agreement, 
then: (a) we will act upon your Application without regard to 
any change in your health which occurs while this Agreement 
is in effect: and (b) we will offer you a policy in place of this 
Agreement. This policy may be reduced in amount according 
to our financial underwriting rules.

“You” or “your” means the proposed insured and/or the 
applicant. “We,” “our” or “us” means Ohio National, Post Office 
Box 237, Cincinnati, Ohio 45201-0237.

Signature of Proposed Insured Signature of Owner (if other than the Proposed Insured)

TERMS

P.O. Box 237
Cincinnati, Ohio 45201-0237

Ohio National Life Assurance Corporation 

effective 12/16



form 6465-gsi-ma 5

Complete for all 
applications.

1. Allocation of Production Credits

2. Agent’s Report and Checklist

❐ Yes  ❐ No a. Did you give the Proposed Insured  a
copy of the Notice of Information 

 Practices? 
b. How well acquainted are you with the

Proposed Insured?
 ❐ First Contact
 ❐ Known Casually
 ❐ Well Known
 ❐ Relative; state relationship:

❐ Yes  ❐ No c. Did you personally see the Proposed
 Insured?

❐ Yes  ❐ No d. Are you aware of any information not
disclosed in the application which might 
affect the underwriting of the risk? If 
“Yes,” explain in Remarks.

❐ Yes  ❐ No e. To the best of your knowledge and belief,
will the insurance applied for replace 
insurance issued by this or any other  

 company? 

If “Yes,” list all policies to be replaced:

3. Remarks

4. Certification
I certify that I have accurately recorded all information given me by the Proposed Insured and that my statements on this Agent’s 
Report are complete and correct to the best of my knowledge.

Date Agent’s Signature

Print  Agent Name(s) Agency Code Agent Code Percent

1st Agent

2nd Agent

3rd Agent

Allocation of Production Credit - Please Print  

Agent Phone ____________________________         Agent Fax Number _________________________________________



Policy Number(s):  ______________________      Name:  ____________________________________

Disability Income Electronic Debit Authorization Agreement
As indicated below and pursuant to the following terms, I authorize Ohio National to initiate a Single Debit and/or Regular 
Monthly Debits from the bank account listed below.

Single Debit
I authorize a single debit for the purpose of either (a) collecting the initial premium for the disability insurance policy for which 
I am applying, or (b) collecting any premium in addition to that submitted with my application necessary to put the disability 
insurance into force.  The debit will be made after approval of the application for disability insurance for maximum 
amount not to exceed $500 unless a different maximum is specified below.  I understand and agree that by granting this 
authorization for a single debit for the initial premium that no disability insurance will otherwise be in force until the 
disability insurance application has been approved by Ohio National, the full first premium is paid during the good health 
of the proposed insured and the statements and answers in the disability insurance application remain the same, without 
material change, as of the date the full first premium is paid by a single debit.   I expressly acknowledge and agree that if the 
amount I have authorized below is insufficient to pay the full first premium by a single debit, no disability insurance coverage will 
be in force until the full first premium is paid.

Regular Monthly Debits
I authorize monthly debits to pay the required monthly premium for the disability insurance policy for which I am applying 
once the full first premium has otherwise been paid.  Ohio National will notify me in writing as to the date and amounts of 
the monthly debit.  Thereafter, Ohio National will not provide separate notice of premiums due and debits will continue on a 
monthly basis while the policy remains in force.  Ohio National will typically submit a draft to the bank one business day prior to 
the scheduled monthly debit, or later, if the scheduled monthly debit is on a Sunday or a holiday. In all cases, the actual deduction 
from the below listed account will occur one business day after the draft is sent. Ohio National will provide notice at least ten days 
before any change in the monthly debit amount to the address of the bank account owner, or if none is provided, to the address of 
the policy owner.

Debit Authorized: 
    

❑ Single Debit       ❑ Regular Monthly Debits   
   
❑ Both Single and Regular Monthly Debits

_____________________________ _____________________________ _____________________________
Bank/Financial Institution Routing Number Account Number

Type of Account:    ❑   Checking     ❑
 
   Savings

❑ Add to existing Debit on Policy Number(s): _____________________________________________________

Single Debit Maximum Amount Authorized: $___________. If no amount is specified, Ohio National 
will be authorized to debit the required premium up to a $500 maximum.   If the amount authorized is 
insufficient, a new authorization will be required.   

This authorization may be revoked by verbal or written notice so long as such notice is received by Ohio National during regular 
business hours, at least one business day before the scheduled date of the debit.  You may call us at 1-800-366-6654 to revoke this 
authorization.  If any debit authorized hereunder is dishonored for insufficient funds or other reason, Ohio National will charge a 
returned debit fee of $25 or the maximum permitted by law, whichever is less, and all future debits will cease.  In the event this 
authorization is revoked or if a debit is dishonored, any policy not yet in force will not otherwise go into force and any 
policy already in force may lapse unless the required premium is paid.

______________________________________________ ________________________________________
Signature of Bank Account Owner(s)  Date

_______________________________________________________________
Printed Name of Bank Account Owner(s)
  

One Financial Way
Cincinnati, Ohio 45242
Telephone:  1-800-366-6654

Ohio National Life Assurance Corporation

form 4030-di rev. 9/16
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