
Application for New York
Disability Benefi ts Law Policy

Ameritas Life Insurance Corp. of New York
(Client Service Office) 
85 Allen Street, Suite 210
Rochester, New York 14608
877-797-5391, Fax 585-482-5132

DBL App  9-10 10-01-11 

Application is hereby made to Ameritas Life Insurance Corp. of New York for group disability insurance to provide benefi ts in 
accordance with the New York Disability Benefi ts Law (DBL). This application must be accepted and approved by Ameritas Life of NY 
or its authorized representative prior to any contract being placed in force.

EMPLOYER INFORMATION

 1. 
Legal Name of Employer

 2. 
Legal Business Address City State ZIP Code

 3. 
Billing Address (if different from above) City State ZIP Code

 

 4. Contact Person:_________________________________________________   5. Phone Number: _______________________

 6. Employer’s Fed. ID #: 
FEIN

   7. Employer’s Unemployment Acct. #:  
ERMIN

 8. Form of Organization:    � Corporation    � Partnership    � Proprietorship    � Other: _______________________________

 9. List additional locations (if more than one, list on separate sheet of paper)

Name 
   

Address 

City 
   

State
   

ZIP Code
   

FEIN

COVERAGE INFORMATION

 10. Eligible Classes Covered: � All eligible under NY DBL

� Only the following classes: _______________________________________________________

� Any partner or proprietor named herein: _____________________________________________

 11. Number of employees to be insured:     Male __________     Female __________     Total __________

 12. Statutory Benefi t Provisions:     � Yes     � Other

If other: Elimination Period:     Accident ______days        Sickness ______days

Weekly Benefi t: _______%       Maximum Weekly Benefi t: $_____________      Maximum Benefi t Period: ______weeks

 13. Mode of Billing:     � Quarterly in arrears     � Annual in advance     � Quarterly wage-based 

 14. Employee Rates:     Male __________     Female __________

$__________ composite rate per $100 of covered wages (if quarterly wage-based billing)

 15. Employee premium contributions:    � None    � Yes (maximum allowed by law)    � Yes (other): _______________________

 16. Requested effective date:______________________   17. Name of previous insurer:___________________________________

 18. Prior policy number:__________________________   19. Termination date: _________________________________________



DBL App  9-10 10-01-11 

AGREEMENT

In making this application, the applicant represents that such information accurately refl ects the true facts and that the undersigned 
has authority to bind the applicant to the proposed contract. Accordingly, this application will be a part of the contract if accepted by 
Ameritas Life of NY or its authorized representative.

FRAUD NOTICE:  Any person who knowingly and with intent to defraud any insurance company or other person fi les an application 
for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information 
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty 
not to exceed $5,000 and the stated value of the claim for each such violation.

Authorized Employer Signature 
   

Title

Signed at: 
City

   
State

   this ________  day of ________________________  ,   20 ______

Insurance Producer (print or type) 
   

Insurance Producer Social Security or Tax ID Number

Address 
   

City 
   

State
   

ZIP Code
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