






SCHEDULE OF PREMIUMS 

Monthly Benefit Rate - Per $100 Lump Sum 

Age ($5,000 maximum) Benefit Rate - Per $1,000 

<34 0.847 0.12 

35-44 1.015 0.151 

45-49 1.449 0.217 

50-54 2.069 0.309 

55-59 3.111 0.703 

60-64 5.406 N/A* 

SAMPLE PREMIUM GRID 

BASIC COVERAGE: $5,000 A MONTH 

AGE30 AGE40 AGE 50 AGE 55 

$0.847 x50 = $1.015x50= $2.069 x50 = $3.111x50= 

$42.35/mo $50.75/mo $103.45/mo $155.55/mo 

$508.20/yr $609.00/yr $1,241.40/yr $1,866.60/yr 

LUMP SUM: $250,000 

AGE30 AGE 40 AGE 50 AGE 55 

$0.126 X 250 = $0.151x250= $0.309 X 250 = $0.703 X 250 = 

$31.50/mo $37.75/mo $77.25/mo $175.75/mo 

$378.00/yr $453.00/yr $927.00/yr $2,109.00/yr 

COMBINED TOTAL PREMIUM 

AGE30 AGE40 AGE 50 AGE 55 

$73.85/mo $88.50/mo $180.70/mo $331.30/mo 

$886.20/yr $1,062.00/yr $2, 168.40/yr $3,975.60/yr 

Go to our website to use the calculator to determine your premium amount. 

HOW TO APPLY 

1) Apply on line via our website www.AFSPA.org/disability for faster processing.

Alternately, you may complete the attached application and mail it to the

address below or via fax at 202-775-9082.

American Foreign Service Protective Association 
1620 L Street, NW 
Suite 800 
Washington, DC 20036 
Attn: Disability Insurance Department 

2) You will receive written confirmation from Lloyd's of London when you are

approved for coverage.

3) For additional information, you may contact us via phone at 202-833-4910 or via

e-mail at disability@AFSPA.org.

4) NOTE: Monthly premiums are to be paid via DIRECT DEBIT only. Please do not

send any premium payment with the application. You will be notified by e-mail

when the direct debit has been activated.

Disclaimer : This is not the insurance contract. This brochure provides a brief description 

of the important provisions of the master policy. 

Policy provisions will prevail if there is a conflict between the policy and this brochure. 

DIRECT DEBIT 

NOTE: Premiums must be paid by electronic debit from your bank account. 

We do not accept premium payments by any other method. Deductions will be on a 

monthly basis from your bank account. 

To set up direct debit please fill out the information below. You will need to 
know your routing number (ABA) and your bank Account Number. See 
image below for clarification. 

John Q. Smith 99999 

55 Maple Street 555-1234 

Hometown, NY 55009 

DATE ___ _ 
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Routing Number Account Number Check Number 

Depository Name: ________________ _ 

Branch: ___________________ _ 

City: _ _ _ _ _ _ _ _ _ __ State: _ _  Zip: _ _ _ __ 

Routing Number: ________________ _ 

Account Number: ________________ _ 

Important! P lease verify your bank information (above) and make necessary 
corrections. Incorrect information will result in delays in processing your direct 
deposit request with AFSPA. 

Account Type 
Checking: _ _
Savings: _ _

Account Holder SSN: _ _ _ _ _ _ _ _ _  _ 

Joint Account Holder SSN: _ _ _ _ _ _ _  _ 

You must mail or fax a copy of this direct debit form with your completed 
enrollment form to 202-775-9082. 

NOTE: We cannot activate your direct debit (and disability income protection 

coverage) until we receive all required forms. 



Q[afSP-8 
AMERICAN FOREIGN SERVICE PROTECTIVE ASSOCIATION 

Proposed lnsured's Name: 

First 

Relationship to Member: 

Address: 

Street & Number 

Date of Birth: 

Height: Ft. In. 

Phone: 

Agency Name: 

lnsured's Occupation: 

Major Duties: 

Coverage Requested: 

LLOYD'S OF LONDON 

DISABILITY INCOME PROTECTION 

Middle 

City 

Social Security No.: 

I Weight : Lbs. I 
E-mail:

Annual Salary: 

Current Work Location: 

Last 

State 

Monthly Benefit Requested: 

LLOYD'S 

Zip Code 

Sex: OM OF 

0 Disability (60% of salary, up to $5,000) 

0 Optional Lump Sum Benefit* Lump Sum Benefit Requested: 

* Disability must be selected to elect this option ($250,000 or 5x salary, whichever is less) 

Please answer the following questions: 

1. Have you been seen by, or been advised to see, a physician or other health care provider for any chronic condition, mental health condition, health problems or injuries

in the past 5 years (excludes routine physical exams or medical clearances)? 0 No 0 Yes, please provide details.

2. Are you currently taking any prescription or over the counter medications or receiving treatment of any kind? 0 No 0 Yes, please provide details. 

3. Do you engage in any hazardous sport, hobby, or avocation such as mountain biking, auto racing, roller blading, bungee jumping, scuba diving, hang gliding,

parachuting, technical climbing, etc? 0 No 0 Yes, please provide details. 

Declaration: I declare that the above statements are true and complete, and that, apart from the matters declared above, I am in good health and ordinarily enjoy 

good health. I agree to the Underwriters obtaining medical information from any doctor who has attended me and authorize such doctor to give this information. I 

agree that this proposal shall form the basis of the contract should the insurance company be affected and any misstatements or omissions above may be ground for 

rescission. I understand that pre-existing conditions are not covered unless disclosed on this application, and agree to be covered by the Underwriters. 

Signature: Date: 
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