
1. Check One below to select Term Life Plan A, B, C, or D that you want:

■ Plan A  $50,000
■ Plan B  $100,000
■ Plan C  $200,000
■ Plan D  $250,000

2. All Applicants Complete (Please type or printin ink.)
Social Security #: E-mail Address:

Full Name: First Middle Last Date ofBirth (month/day/year): Place ofBirth (city, state):

Street Address: Age:

City, State, ZIP: Height:

_______Ft. _______In.

Weight:

____________Lbs.

First Middle Last Relationship to Me: Beneficiary’s Date ofBirth:

Beneficiary’s Address:

3. All Applicants Complete: Yes No
a. During the past 2 years, were you unable to perform your normal activities for more than 10

consecutive working days due to sickness or accident?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

b. During the past 5 years, have you been diagnosed or treated by a physician (or been advised to seek
treatment) for a heart disorder; high blood pressure; stomach, kidney or liver disorder; cancer or
tumor; brain or nervous system disorder; paralysis or bone disorder; mental or nervous disorder;
respiratory or lung disorder; diabetes; blood disorder; or Acquired Immunodeficiency Syndrome 
(AIDS),AIDS Related Complex (ARC) or any otherimmune disorder?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

c. Have you been confined in a hospital or otherinstitution due to illness in the past6 months? . . . . . . . . ■ ■

4. Please turn over. Sign and date where indicated. Your application cannot be processed without your 
signature. Complete Item #5 if applying for $100,000 or more.

A-00754 M-1004

ASEA Member Enrollment Form for the 
ASEA Term Life Insurance Plan Policy No. TL-44
Underwritten by Fidelity Security Life Insurance Company 76745

■ Male

■ Female

■ Male

■ Female

My
be n efic i a ry
is to be:

ASEA Spouse Enrollment Form for the 
ASEA Term Life Insurance Plan Policy No. TL-44
Underwritten by Fidelity Security Life Insurance Company 76745

■ Male

■ Female

■ Male

■ Female

My
be n efic i a ry
is to be:

1. Check One below to select Term Life Plan A, B, C, or D that you want:

■ Plan A  $50,000
■ Plan B  $100,000
■ Plan C  $200,000
■ Plan D  $250,000

2. All Applicants Complete (Please type or printin ink.)
Social Security #: E-mail Address:

Full Name: First Middle Last Date ofBirth (month/day/year): Place ofBirth (city, state):

Street Address: Age:

City, State, ZIP: Height:

_______Ft. _______In.

Weight:

____________Lbs.

First Middle Last Relationship to Me: Beneficiary’s Date ofBirth:

Beneficiary’s Address:

3. All Applicants Complete: Yes No
a. During the past 2 years, were you unable to perform your normal activities for more than 10

consecutive working days due to sickness or accident?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

b. During the past 5 years, have you been diagnosed or treated by a physician (or been advised to seek
treatment) for a heart disorder; high blood pressure; stomach, kidney or liver disorder; cancer or
tumor; brain or nervous system disorder; paralysis or bone disorder; mental or nervous disorder;
respiratory or lung disorder; diabetes; blood disorder; or Acquired Immunodeficiency Syndrome 
(AIDS),AIDS Related Complex (ARC) or any otherimmune disorder?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

c. Have you been confined in a hospital o r otherinstitution due to illness in the past6 months?  . . . . . . . . ■ ■

4. Please turn over. Sign and date where indicated. Your application cannot be processed without your 
signature. Complete Item #5 if applying for $100,000 or more.

A-00754 M-1004



5. Complete for $100,000 or larger plan: Yes N o
a . Have you used any t oba cco products du ring the las t 12 mon th s ?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

b. Have you eve r had life or h ea l th insura nce decl i n ed ,m odi fied or rat ed up?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

c . A re you now ta king medication or rece iving medical att e n tion ?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

d . Have you been con fi n ed in the las t 5 years to a hos p i tal or oth e rm edical fa c i l i ty or seen a doct or
for a ny reason oth e r than stat ed above ?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

If “yes” to any part of items 3 or 5, give details below. U se a se pa rate sh eet o f pa pe ri fm ore spa ce is needed for a n swe r s.

Q ues tion No. Pe r son Condi tion Dat es Treatm e n t Name & Addresses of Doct or s, Hos p i ta l s, Cl i n ics

6. Please Sign and Date:
I unde r s ta nd the insura nce appl ied for sh a ll become effective on the date spec i fied by the Com pa ny on l yi f th is appl ication is

a cce pt ed by the Com pa ny a nd fi r s tp remium is pa id du ring the lifetime of the insured . I re p rese n t th at, as of the date I sign ed th is
a p pl ication ,a ll stat e m e n ts and answers recorded on th is appl ication are true and com plete and are ma de to obtain the insura nce
a p pl ied for. I agree th at th is appl ication sh a ll become pa rt o f my ce rti ficat e.

I have rece ived and read a cop yo f the Pre - Notice, w h ich desc ri bes how i n formation is obta i n ed and used by Fidel i ty Sec u ri ty
L i fe Insura nce Com pa ny. I hereby a u th ori ze any l ice n sed phys ic i a n ,m edical pra cti tion e r, h os p i ta l , cl i n ic or oth e rm edical or m edica l-
l y - relat ed fa c i l i ty, i n s u ra nce com pa ny, the Medical Information Bureau or oth e r orga n i zation ,i n s ti tu tion or pe r son , th at h as any
records or knowled ge of me or my h ea l th , to give to Fidel i ty Sec u ri ty L i fe Insura nce Com pa ny or i ts re i n s u re r s, a ny s uch information
for u se to det e rmine el igi b i l i ty for i n s u ra nce or be n efi ts unde r an exis ting pol icy. A ph ot ogra ph ic cop yo f th is auth ori zation sh a ll be
as va l id as the origi n a l . I agree th is auth ori zation sh a ll be va l id for two years from the date sh own below.
A p pl ica n t’s Sign atu re _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Today’s Date (mon th / day / yea r ) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

7. P a y roll Deduction Authorization to ASEA:
I unde r s ta nd th at, h e rea ft e r, the regu la rm on th l yp remiums wi ll be deduct ed from my paych eck.
S ign ed _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Dat e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
D e pa rtm e n t / Age ncy: Social Sec u ri ty No. D ivis ion : Date Employed :

Send no money now — Re m e m be r, you have 30 days to examine yo u r pol icy before paying for i t! If you dec ide aga i n s t
keeping it, retu rn yo u r pol icy wi th no ques tions asked .
Act Now — Retu rn yo u r com plet ed Enroll m e n t Form today, w h i le yo u’re th i n king abo u ti t. Yo u’ll be glad you took the 
time to pre pa re for the fu tu re.
Questions? Call the ASEA Insurance Office at (334) 834-6965 or toll-free (800) 252-7063
Mail your completed Enrollment Form in the pos ta ge - pa id envelope t o : ASEA L i fe Insura nce Progra m ,1 10 North Ja ckson 
Street, M on t gom e ry, A L3 6177- 9 727

Wor k Ph one No. :

(              )

Home Ph one No. :

(              )

Wor k Ph one No. :

(              )

Home Ph one No. :

(              )

5. Complete for $100,000 or larger plan: Yes N o
a . Have you used any t oba cco products du ring the las t 12 mon th s ?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

b. Have you eve r had life or h ea l th insura nce decl i n ed ,m odi fied or rat ed up?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

c . A re you now ta king medication or rece iving medical att e n tion ?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

d . Have you been con fi n ed in the las t 5 years to a hos p i tal or oth e rm edical fa c i l i ty or seen a doct or
for a ny reason oth e r than stat ed above ?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ■ ■

If “yes” to any part of items 3 or 5, give details below. U se a se pa rate sh eet o f pa pe ri fm ore spa ce is needed for a n swe r s.

Q ues tion No. Pe r son Condi tion Dat es Treatm e n t Name & Addresses of Doct or s, Hos p i ta l s, Cl i n ics

6. Please Sign and Date:
I unde r s ta nd the insura nce appl ied for sh a ll become effective on the date spec i fied by the Com pa ny on l yi f th is appl ication is

a cce pt ed by the Com pa ny a nd fi r s tp remium is pa id du ring the lifetime of the insured . I re p rese n t th at, as of the date I sign ed th is
a p pl ication ,a ll stat e m e n ts and answers recorded on th is appl ication are true and com plete and are ma de to obtain the insura nce
a p pl ied for. I agree th at th is appl ication sh a ll become pa rt o f my ce rti ficat e.

I have rece ived and read a cop yo f the Pre - Notice, w h ich desc ri bes how i n formation is obta i n ed and used by Fidel i ty Sec u ri ty
L i fe Insura nce Com pa ny. I hereby a u th ori ze any l ice n sed phys ic i a n ,m edical pra cti tion e r, h os p i ta l , cl i n ic or oth e rm edical or m edica l-
l y - relat ed fa c i l i ty, i n s u ra nce com pa ny, the Medical Information Bureau or oth e r orga n i zation ,i n s ti tu tion or pe r son , th at h as any
records or knowled ge of me or my h ea l th , to give to Fidel i ty Sec u ri ty L i fe Insura nce Com pa ny or i ts re i n s u re r s, a ny s uch information
for u se to det e rmine el igi b i l i ty for i n s u ra nce or be n efi ts unde r an exis ting pol icy. A ph ot ogra ph ic cop yo f th is auth ori zation sh a ll be
as va l id as the origi n a l . I agree th is auth ori zation sh a ll be va l id for two years from the date sh own below.
A p pl ica n t’s Sign atu re _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Today’s Date (mon th / day / yea r ) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

7. P a y roll Deduction Authorization to ASEA:
I unde r s ta nd th at, h e rea ft e r, the regu la rm on th l yp remiums wi ll be deduct ed from my paych eck.
S ign ed _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ Dat e_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
D e pa rtm e n t / Age ncy: Social Sec u ri ty No. D ivis ion : Date Employed :

Send no money now — Re m e m be r, you have 30 days to examine yo u r pol icy before paying for i t! If you dec ide aga i n s t
keeping it, retu rn yo u r pol icy wi th no ques tions asked .
Act Now — Retu rn yo u r com plet ed Enroll m e n t Form today, w h i le yo u’re th i n king abo u ti t. Yo u’ll be glad you took the 
time to pre pa re for the fu tu re.
Questions? Call the ASEA Insurance Office at (334) 834-6965 or toll-free (800) 252-7063
Mail your completed Enrollment Form in the pos ta ge - pa id envelope t o : ASEA L i fe Insura nce Progra m ,1 10 North Ja ckson 
Street, M on t gom e ry, A L3 6177- 9 727


