




  

INITIAL 

ELECTION

BENEFIT AMOUNT 

PER MONTH

BI‐WEEKLY 

DEDUCTION

INITIAL 

ELECTION

BENEFIT AMOUNT 

PER MONTH

BI‐WEEKLY 

DEDUCTION

$300 $7.10 $300 $8.37

$400 $9.46 $400 $11.16

$500 $11.83 $500 $13.95

$600 $14.19 $600 $16.74

$800 $18.92 $800 $22.32

$900 $21.29 $900 $25.11

$1,000 $23.65 $1,000 $27.90

Address:________________________________________________________________________________

On the accompanying benefit applications and this enrollment form, I have applied for certain benefits 

offered through the above group. It is my decision to receive the following through allotment/payroll 

deduction.

DISABILITY PLAN ‐ OCCII ‐ 14/14 ‐ 1 YEAR DISABILITY PLAN ‐ OCCII ‐ 14/14 ‐ 2 YEAR

ELECTION FORM

Professional Insurance Company

Name:__________________________________________________________________________________

$1,200 $28.39 $1,200 $33.49

$1,300 $30.75 $1,300 $36.28

$1,400 $33.12 $1,400 $39.07

$1,500 $35.48 $1,500 $41.86

$1,600 $37.85 $1,600 $44.65

$1,700 $40.21 $1,700 $47.44

$1,800 $42.58 $1,800 $50.23

$1,900 $44.94 $1,900 $53.02

$2,000 $47.31 $2,000 $55.81

Employee only $4.13 Employee/Children $8.54

Employee/Spouse $7.80 Employee Family $12.21

Authorized Signature:__________________________________________   Date:_______________

OPTIONAL RIDERS AVAILABLE

Total Bi‐Weekly: $_____________ Add $2.00 Fee = Total Allotment: $________________

(includes any Rider Costs)



BANK AUTHORIZATION PLAN:  It’s the mistake-proof method of paying your premiums -- as easy as
payroll deduction. Just authorize us to debit your personal checking account each month. We’ll do the rest.
There will be no paper work for you and no more checks to write. It’s easy, reliable, and automatic so that
your valuable coverage will not lapse.

Type of Account: Savings[ ] Checking[ ]
Authorization Agreement for [name] Routing   #

(PLEASE ATTACH ONE BANK VOIDED CHECK) Account  #:

I (we) hereby authorize Beneftis Unlimited Inc. to initiate debit entries to my (our) checking account indicated
below, and the bank or credit union named below, herein called BANK, to debit the same to such account. This
authorization is to remain in full force and effect until BANK has received written notification from me (or either
of us) of its termination in such time and manner as to afford BANK a reasonable opportunity to act on it. This
authorization includes authority for increases in the program for as long as I remain a member in the program. A
customer has the right to have the amount of an erroneous debit immediately credited to his/her account by BANK
up to 15 days following issuance of statement of account or 45 days after charge, whichever comes first.

Bank Name:                                                               Bank Address:
Bank City:                                                      State: Zip:                     Phone #
Print Your Name: Social Secuirty #
Signature date:


