
 
 
 

Lincoln Financial STD/LTD/Term Life Voluntary Benefits 
 
Employees have their choice of enrolling in voluntary Short Term Disability, Long Term Disability, 
and/or Term Life Insurance.  Rates and coverage levels are listed below for each product.  
Employees must complete the attached enrollment form to indicate the coverage options they choose 
or that they are declining coverage.   
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
        
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Long Term Disability is offered to supplement your 
income. There is an elimination period of 180 days 
(the number of days you must be disabled prior to 
collecting disability benefits). You may not be 
eligible for benefits if you have received treatment 
for a condition within the past 12 months until you 
have been covered under this plan for 24 months, or 
if you remain treatment free for a period of 12 
consecutive months. If you enroll during the open 
enrollment period, there is no health examination 
required. If you enroll after the open enrollment 
period, you will be required to complete an evidence 
of insurability form. You will not be required to pay 
premiums during any time of approved total or 
partial disability.  There is a benefit limitation on 
mental illness for 24 months.  This benefit pays 60% 
of your salary up to $5,000 per month.  It has a 5 
year maximum benefit and if your employment 
terminates for any reason other than retirement, 
disability, or leave of absence, you can keep your 
current LTD coverage at the same rate for up to 12 
months.  Your current coverage must have been in 
force for at least 12 months to be portable. 
 

  

Age    
Premium         
Factors 

Less 
than 30 0.0023 
30-34 0.0031 
35-39 0.0042 
40-44 0.0054 
45-49 0.0098 
50-54 0.0143 
55-59 0.0260 
60-64 0.0394 
65-69 0.0315 
70-74 0.0124 
75-80 0.0136 

 
Monthly premium is calculated by selecting the 
premium factor for your age group and multiplying it 
by your monthly salary. To select the right age 
category, use the age you will be when the benefit 
becomes effective. 

Short Term Disability benefits are based on your annual salary and range 
from $200 to $500 weekly. No medical underwriting is required and 
benefits begin on the 14th day after the disability and can extend up to 26 
weeks. You are considered disabled if due to an injury or illness, you are 
unable to perform each of the main duties of your own occupation. You 
may not be eligible for benefits if you have received treatment for a 
condition within the past 3 months until you have been covered under this 
plan for 6 months.     
 
Rates for coverage classes are: 
Class 1:  Annual salary less than $20,000, the cost of the coverage is 

$2.95 weekly and you will be eligible for a weekly benefit of $200. 
Class 2:  Annual salary $20,000 to $29,999.99, the cost of the coverage is 

$4.42 weekly and you will be eligible for a weekly benefit of $300. 
Class 3:  Annual salary $30,000 to $39,999.99, the cost of the coverage is 

$5.89 weekly and you will be eligible for a weekly benefit of $400. 
Class 4:  Annual salary $40,000 or more the cost of the coverage is $7.36 

weekly and you will be eligible for a weekly benefit of $500.  
 

Life Insurance of up to $100,000 is available for employees under age 60 
without evidence of insurability. For employees age 60-69, $10,000 in 
coverage is available without evidence of insurability requirement. For 
employees over age 70, evidence of insurability will be required and the 
maximum coverage amount is $50,000. There is no cash value associated 
with this benefit. This benefit is portable after 12 months of coverage. Life 
insurance will terminate at age 80 or upon retirement, whichever occurs 
first.  Benefits will reduce by 35% at age 65, an additional 25% of the 
original amount at age 70 and an additional 15% of the original amount at 
age 75.   

MONTHLY LIFE INSURANCE RATES 
 

  AGE $10,000 $20,000 $40,000 $60,000 $80,000 $100,000 
<30 $0.72  $1.44  $2.88  $4.33  $5.77  $7.21  
30-34 $0.93  $1.85  $3.71  $5.56  $7.42  $9.27  
35-39 $1.03  $2.06  $4.12  $6.18  $8.24  $10.30  
40-44 $1.55  $3.09  $6.18  $9.27  $12.36  $15.45  
45-49 $2.06  $4.12  $8.24  $12.36  $16.48  $20.60  
50-54 $3.71  $7.42  $14.83  $22.25  $29.66  $37.08  
55-59 $7.21  $14.42  $28.84  $43.26  $57.68  $72.10  
60-64 $8.24  $16.48  $32.96  $49.44  $65.92  $82.40  
65-69 $6,500  $13,000  $26,000  $39,000  $52,000  $65,000  
  $9.04  $18.08  $36.15  $54.23  $72.31  $90.38  
70-74 $4,000  $8,000  $16,000  $24,000  $32,000  $40,000  
  $15.45  $30.90  $61.80  $92.70  $123.60  $154.50  
75-79 $2,500  $5,000  $10,000  $15,000  $20,000  $25,000  
  $16.74  $33.48  $66.95  $100.43  $133.90  $167.38  
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The Lincoln National Life Insurance Company 
A Stock Company Home Office Location: Fort Wayne, Indiana 

Group Insurance Service Office:  P.O. Box 2616, Omaha, NE 68103-2616  
Phone: (800) 423-2765 Fax: (877) 573-6177 

                                                                                       

 
ENROLLMENT FORM FOR GROUP INSURANCE 
Please Use Ink or 
Type 
 

GROUP ID:    
AMSTAFF 

GROUP POLICY #: Billing Division or Location: 
FRANKCRUM, INC 

A. Employee Information (Complete for ALL Enrollments) 
Employer Name/Company Name (Please Print) 
 FrankCrum 

County 
Pinellas 

Employer ZIP 
     33756 

State 
Florida 

Employee Last Name First Name Middle Initial 
 

Social Security Number Date of Birth 

Street Address City State Zip 
       

Gender: Male Female Marital Status: Married  Single Home Phone 
(          ) 

Work Phone 
(          ) 

Completed By FrankCrum 
Average Hours Worked Per 

Week: 
Occupation: 

Earnings: Hourly Monthly Weekly Yearly 
$  

     Date of Full-Time Employment: 
 

Rehire Date: 

 
B. Product Selection (Completed by Employee) 

Voluntary Coverage NOTE:  Please mark the box or boxes for each coverage you are applying for. 
All coverage amounts are subject to the limitations and exclusions as stated in the policy. 

TYPE OF COVERAGE  AMOUNT OF COVERAGE TOTAL MONTHLY 
PREMIUM 

Voluntary Employee Life Insurance Yes No  $10,000  $20,000  $40,000 

 $60,000  $80,000  $100,000 

$ 

Voluntary Short Term Disability Yes No Weekly Benefit Amount $  $ 

Voluntary Long Term Disability Yes No Monthly Benefit Amount $  $ 

C. Beneficiary Information (Complete Only for Life Enrollments) 

Primary Beneficiary:  Last Name First MI Relationship of Beneficiary Social Security Number 

 
Street Address City State Zip 
 
Contingent Beneficiary: Last Name   First MI 
 

Relationship of Beneficiary Social Security Number 

Street Address City State Zip 
 
Note:  A Contingent Beneficiary will receive benefits only if the Primary Beneficiary does not survive you.  If you 
wish to designate more than one Primary or Contingent Beneficiary, please attach a separate sheet of paper. 

D.  Request for Coverages 
This coverage has been offered to me and after careful consideration of the benefits, I have decided to: 

����  REQUEST COVERAGE for which I am or may become eligible under the group policies issued by The Lincoln National 
Life Insurance Company. I hereby apply for group insurance, for which I am eligible or may become eligible.  If contributions are required, I 

authorize my employer to deduct premiums from my salary. 
���� NOT ENROLL myself in the Program.  I understand that if I apply for coverage at a later date, and if a physical examination or 

further medical information is required, it will be at my own expense. 
NOTICE:   ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE ANY INSURER, FILES A STATEMENT OF 
CLAIM OR APPLICATION CONTAINING ANY FALSE, INCOMPLETE, OR MISLEADING INFORMATION IS GUILTY OF A FELONY OF THE THIRD 
DEGREE.  

 
Employee Signature:   Date:    
 
Email Address: ______________________________________________ 


	Binder1.pdf
	Lincoln STD LTD Term Life

	LFG ENROLLMENT FORM.pdf

