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Protecting Your Family 
Securing Your Future 
“As long as you've got your health ….” 

If you're physically healthy, you can work, play, take care of your 
family and enjoy life. 

But, if something were to happen to you, all your hard work – and 
everything you have – could be lost unless you take steps to protect your 
income. 

If asked to name your most valuable assets, you might list your 
home, your furnishings or your automobiles. 

But what about your paycheck? 

You insure your home and your auto. Shouldn’t you insure your 
income as well? 

After all, it’s your income that enables you to buy and enjoy all of 
your other assets. 

Having adequate insurance coverage is not only the basis for a 
sound financial blueprint, it helps to provide the protection you 
need to ensure that your family, your home and your finances will 
be protected. 

By purchasing this disability insurance through your employer, 
you also benefit from: 

• Affordable group rates 

• Convenient payroll deduction 

 

How This Program Protects You 
If you suffer a covered disability while insured by this plan, you’ll 
receive monetary benefits designed to help you maintain your 
normal lifestyle. 

This program covers disabling injuries or sicknesses sustained off 
the job which last beyond the elimination period. 

Please take a few minutes now to read this program description 
and learn how this valuable program helps protect your income 
and your lifestyle. 

 

 
Eligibility For Coverage 
You must be an active, full-time employee to receive coverage 
under this plan. Full-time employment means you work at least 
30 hours per week. 

Eligibility Waiting Period 

All employees who meet the eligibility requirements are eligible to 
participate in this program the first of the month on or after 30 
days of active service.  

You can enroll any time within 31 days following the date you 
become eligible for coverage. If you decide to enroll later, you will 
have to provide acceptable evidence of good health. This may 
require a medical examination, at your cost.  

You will be asked to complete an enrollment form, indicating your 
wish to participate and your authorization for payroll deductions. 

 

When Coverage Takes Effect 
If you meet these eligibility requirements, your coverage takes 
effect on the later of the program’s effective date, the date you 
become eligible, the date we receive your completed enrollment 
form, or the date you authorize any necessary payroll deductions. 

If you have to submit evidence of good health, your coverage takes 
effect on the date we agree, in writing, to cover you. If you’re not 
actively at work on the date your coverage would otherwise take 
effect, you’ll be covered on the date you return to work. 
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How Disability is Defined 
To receive benefits under this plan, you must be disabled (as 
defined below) as a result of a covered injury or sickness, and you 
must be under the appropriate care of a licensed, practicing 
physician who is qualified to treat your disability. 

Disabled means that, solely because of a covered injury or 
sickness, you are unable to perform the material duties of your 
regular occupation  and you are unable to earn 80% or more of 
your covered earnings from working in your regular occupation. 
We will require proof of earnings and continued disability. 

Injury means any accidental loss or bodily harm that results 
directly and independently of all other causes from an accident. 

Sickness means any physical or mental illness. 

Accident means a sudden, unforeseeable event that causes bodily 
injury and occurs while you are covered under this plan. 

Appropriate Care means the determination of an accurate and 
medically supported diagnosis of your disability, or ongoing 
medical treatment and care of your disability by a physician that 
conforms to generally accepted medical standards, including 
frequency of treatment and care. 

Regular Job means you will be considered disabled if, because of 
Injury or Sickness, you are unable to perform all the material 
duties of your regular job.  In evaluating the disability, the 
insurance company will consider the duties of the job as it is 
normally performed for the employer. 

Physician means a licensed doctor practicing within the scope of 
his/her license and rendering care and treatment to an employee 
that is appropriate for the condition and locality. A physician 
cannot be the employee, his/her spouse, the immediate family of 
either the employee or spouse, or a person living in the employee's 
household. 

 

Elimination Period 
Before collecting benefits, you must satisfy the elimination period 
following your date of disability. For your plan, this period is 30 
days for accident, 30 days for sickness of continuous disability. 

Takeover Provision 

The Takeover Provision applies to you, if you were covered 
under your prior company-sponsored disability program on 
the day before this policy becomes effective. 

If you were not in active service on the day prior to the effective 
date of this policy due to a reason for which the prior plan and this 
policy both provide for continuation of insurance, coverage will be 
provided until the earlier of the date: (a) you return to active 
service, (b) continuation of insurance under the prior plan would 
end but for termination of that plan; or (c) the date continuation 
of insurance under this policy would end if computed from the 
first day that you were not in active service. 

If you were covered under your prior company sponsored disability 
program on the day before this policy becomes effective, the 
elimination period for this plan will be waived for any disability 
that begins while you are insured under this plan if: 

• the disability results from the same or a related condition for 
which prior plan benefits were payable but the prior plan did 
not pay benefits solely because it is no longer in effect 

• the elimination period would not have applied under the 
prior plan, had it remained in effect 

• the disability begins within 14 days of your return to active 
service. 

If benefits are payable under the prior plan, then no benefits will 
be payable under this plan. If benefits are not payable under the 
prior plan (solely because it is no longer in effect), this plan will 
pay the lesser of the gross benefit payable under the prior plan 
(subject to applicable maximums) and the benefits provided by 
this plan. 

Prior Plan means the plan of insurance providing similar benefits 
to you, sponsored by the employer and in effect directly prior to the 
policy effective date. A prior plan will include the plan of a 
company in effect on the day prior to that company's addition to 
this policy after the policy effective date. 

 

Benefits 
This plan offers two levels of coverage. 

The basic level, for which your employer pays, provides a weekly 
benefit up to 66.67% of your covered weekly earnings — to the 
program maximum of $1,000 per week. 

The optional level allows you to decrease your elimination period 
from 30 days to 7 days. 

Your benefit amount will be reduced by any amounts payable to 
you by any of the sources listed under the “Effects of Other Income 
Benefits” 
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Return-To-Work Incentives 
This plan encourages you to return to work as soon as medically 
feasible. It includes return-to-work incentives that offer you both 
the opportunity and the encouragement to successfully return to 
productive employment. 

Return-to-Work Incentive Benefit 

You may continue to receive benefits if you return to work but 
continue to meet the definition of disability. 

For any week that the sum of your disability benefit, current 
earnings and any additional other income benefits exceed 100% of 
your weekly covered earnings, we may reduce the benefit by the 
excess amount. 

Recurrent Disability Feature 

If you return to work after receiving benefits under this plan, then 
again become disabled from the same or a related cause, you will 
not have to fulfill another elimination period, unless you have 
worked more than 14 days or you earn 80% or more of your 
covered earnings during at least one week. The disability would be 
considered a continuation of your initial claim. If the second 
disability recurs beyond this limit or results from a cause unrelated 
to the first, you must file a new claim and fulfill a new elimination 
period. 

Rehabilitation Services 

If you are offered a rehabilitative assistance program, we will work 
with you during the course of your elimination period or while 
benefits are payable. You will be expected to cooperate with the 
implementation of that assistance program. If you refuse such 
assistance without good cause (e.g., a medically substantiated 
reason), disability benefits will not be payable and coverage under 
this plan will end. Coverage may be reinstated, and benefits 
resumed, if, within 30 days of the termination date, you agree to 
participate in the rehabilitation efforts. 

 

Effects of Other Income Benefits 
Disability insurance is designed to help you meet your financial 
obligations if you cannot work as a result of a covered injury or 
sickness. The disability benefit provided by this plan is a total benefit; 
that is, it will be reduced by any disability benefits payable on behalf of 
you or your dependents, or a qualified third party on behalf of you or 
your dependents, whether or not you are actually receiving them. Your 
disability benefits will not be reduced by any Social Security disability 
benefits you are not receiving as long as you cooperate fully in efforts 
to obtain them and agree to repay any overpayment when and if you 
do receive them. 

Other income sources that may reduce your benefits under this plan 
include: 
• Any Social Security disability or retirement benefits you or any 

third party receive (or are assumed to receive) on your own 
behalf; or which your dependents receive (or are assumed to 
receive) because of your entitlement to such benefits. 

• Benefits payable by a Canadian and/or Quebec provincial 
pension plan. 

• Amounts payable under the Railroad Retirement Act. 
• Amounts payable under any local, state, provincial or federal 

government disability or retirement plan or law as it pertains to 
the employer. 

• Employer-paid portion of company retirement plan benefits. 
• Amounts payable by company sponsored sick leave or salary 

continuation plan. 
• Amounts payable by any franchise or group insurance or similar 

plan. 
• Benefits payable under work-loss provisions of any mandatory 

“no fault” auto insurance. 
• Any amounts paid on account of loss of earnings or earning 

capacity through settlement, judgment, arbitration or otherwise, 
where a third party may be liable, regardless of whether liability 
is determined. 

Income sources that WILL NOT reduce your benefits under this plan 
are: 
• Benefits paid by personal, individual disability income policies. 
• Individual deferred compensation agreements. 
• Employee savings plans, including thrift plans, stock options or 

stock bonuses. 
• Individual retirement funds, such as IRA or 401(k) plans. 
• Profit-sharing, investment or other retirement or savings plans 

maintained in addition to an employer-sponsored pension plan. 

Minimum Disability Benefit 
Your benefits from this plan will never be less than $25 per week. 
However, if there is an overpayment due, the minimum benefit may be 
reduced or not apply in order to recover the overpayment. 
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Benefit Period 
Once you qualify for benefits under this plan, you continue to 
receive them until the end of the 26 week benefit period for the 
basic plan or 25 week benefit period for the optional plan, or until 
you no longer qualify for benefits, whichever occurs first. (We will 
ask you to periodically furnish proof of your continuing 
disability.) 

This plan pays short-term disability benefits weekly. 

Benefits payable under this plan will terminate on the earliest of 
any date indicated below: 

• The date we determine you are no longer disabled. 

• The date you earn from any occupation more than the 
percentage of your covered earnings as defined in your 
definition of disability. 

• The date the maximum benefit period ends. 

• The date you cease to get appropriate care. 

• The date you die. 

• The date you refuse to participate without good cause in all 
required phases of the rehabilitation plan. 

• The date you fail to cooperate with us in the administration 
of the claim. 

Benefits may be resumed if you begin to cooperate in the 
rehabilitation plan within 30 days of the date benefits terminated. 

 

Exclusions 
This plan does not pay benefits for a disability which results, 
directly or indirectly, from any of the following: 

• Suicide, attempted suicide, or whenever you injure yourself 
on purpose 

• War or any act of war, whether or not declared 

• Active participation in a riot 

• Commission of a felony 

• The revocation, restriction or non-renewal of your license, 
permit or certification necessary for you to perform the duties of 
your occupation, unless solely due to injury or sickness 
otherwise covered by the policy 

• Cosmetic surgery or medically unnecessary surgical 
procedures 

(Medically necessary means: prescribed by a licensed physician 
as required treatment for a sickness or injury and appropriate 
according to conventional medical practice in the locality where it 
is performed. Benefits are payable if the disability is caused by your 
donation of an organ in a non-experimental organ transplant 
procedure.) 

• An injury or sickness for which you are entitled to benefits 
from Workers’ Compensation or occupational disease law 

• An injury or sickness that is work-related 

In addition, we will not pay disability benefits for any period of 
disability during which you are incarcerated in a penal or 
corrections institution for any reason. 

 

Changes To Existing Coverage 
You can make changes to your existing coverage only during the 
open enrollment period or within 31 days after the following 
specific “life status changes.” 

• Marriage, divorce, annulment or legal separation. 

• Birth or adoption of a child. 

• Your spouse’s death, termination of employment, or a 
change in benefit plans available to your spouse. 

• Change in your or your spouse’s employment affecting your 
benefits eligibility. 
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Termination of Coverage 
Your coverage will end on the earliest of any of the following dates: 

• the date you are no longer a member of an eligible class of 
employees. 

• the date the plan is terminated by the insurer or the 
employer. 

• the day after the last date for which premium has been paid 
by you or the employer. 

• the date you become eligible for a plan of benefits intended to 
replace this coverage. 

• the date you are no longer in active service. 

• the date benefits end because you did not comply with the 
terms and conditions of the policy. 

If you are receiving disability benefits when the policy terminates, 
disability benefits will continue if you remain disabled and meet 
the requirements for the insurance. Any later period of disability, 
regardless of cause, that begins when you are eligible under 
another disability coverage provided by any employer, will not be 
covered. 

 

How Much 
Your Coverage Will Cost 
The cost of the basic insurance program is paid for by your 
employer. However, you can supplement your basic coverage with 
the additional benefit option offered below. 

This optional plan offers you the opportunity to enhance your 
coverage by electing to change your elimination period to 7 days. 

The cost of this coverage is $0.1 per $10 of weekly benefit. 

Please indicate your disability plan choice (or your decision not to 
select coverage) on your enrollment form. You must authorize 
payroll deductions for any portion of the premiums for which you 
pay. 

Costs are subject to change. 

To calculate the cost of your coverage, follow these steps: 

Step 1.   Enter your gross or pre-tax weekly pay (not counting 
commissions, bonus or overtime). $  

Step 2.   Multiply by .66.67 to determine your weekly 
benefit. Round to nearest dollar. This amount cannot 
exceed $1,000. $  

Step 3.   Enter the rate. $0.10 

Step 4.   Multiply your weekly benefit (Step 2) 
by the rate (Step 3). $  

Step 5.   Divide by 10 to determine the amount of premium that 
will be deducted from your paycheck each month. 
 $  
(Please Note: All benefits in this plan are paid on a weekly basis, 
regardless of your regular pay period.)



 

 

 

 



 

 

 

LIFE INSURANCE COMPANY OF NORTH AMERICA 

POLICYHOLDER POLICY NUMBER 

City of North Port FLK 960801 

Short-Term Disability (STD) 
Enrollment Form 

Name __________________________________________________________________________ Sex:  Male  Female 
 Last First M. I. 

Date of Birth _________________________________ Social Security No. ________________________________________ 

Address _____________________________________________________________ Home Phone ( ____ )  
Number and Street City State Zip Code 

Date Hired ____________________ Title or Occupation _________________________ Annual Salary $ ______________  

♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦  

Please check the appropriate box. 

 I understand that basic STD insurance is provided by my employer. 

 I accept the optional STD insurance provided by the Company’s Group Insurance Plan and authorize the 
deduction from my earnings of the required contribution toward the cost of the insurance. 

 I have been offered optional STD insurance and decline to purchase it at this time. I understand that if I 
wish to participate at a later date, I may be required to furnish evidence of insurability at my own expense 
and that coverage is subject to the Insurance Company’s approval. 

Late entrants must complete an Evidence of Insurability Form. Coverage for late entrants is subject to the 
Insurance Company’s approval. 

If you are not in active service on the date your coverage would otherwise take effect, you will be covered on 
the date you return to active service. 

 
 

Signature of Applicant _______________________________________________ Date  
 
 

TL-007117 (Core Buy-up)  

 
 
 

Return original to your employer and make a copy for your records. 



 

 



 

 

 



 

 

This information is a brief description of the important features of this plan. It is not a contract. Terms and conditions of the coverage are set 
forth in Group Policy No. FLK-960801, on Policy Form TL-004700, issued in Florida and subject to its laws. The availability of this offer may 
change. Please keep this material as a reference, and file it with your certificate, should you become insured. 

 

 

 

Licensed Resident Agent: 
Stephen C Zilberfarb #E108462 

 

 

Coverage is underwritten by 
Life Insurance Company of North America 
1601 Chestnut Street 
Philadelphia, PA 19192 
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