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APPLICATION FOR LIMITED BENEFIT POLICY 

 GUARANTEE TRUST LIFE INSURANCE COMPANY 
1275 Milwaukee Avenue, Glenview, IL 60025 (800) 338-7452 

 

Application for:       □ New Coverage                 □ Reinstatement   □ Increase of Benefits 

If Reinstatement or Increase requested, please print GTL policy/certificate number(s) affected:________________ 

MAIL POLICY TO:   □ Agent      □ Insured 
 
 
PART A. APPLICANT(S) INFORMATION 
A 
P 
P  # 1 
L 

 
Last Name ____________________  First Name _______________ M.I ___  Birth Date_______________ 
 
Soc. Sec. # ___________________   Sex _______  Age _______  

A 
P 
P  # 2 
L 

 
Last Name ____________________  First Name _______________ M.I ___  Birth Date_______________ 
 
Soc. Sec. # ___________________   Sex _______  Age _______  

A 
D 
D 
R 
E 
S 
S 

 
Street Address __________________________________________________________________________  
 
City _________________________________________ State ______________ Zip Code ______________ 
 
Telephone (Day) __________________________ E-Mail Address ____________________________ 
 

 
 

IF YOU ARE  6 MONTHS YOUNGER OR OLDER THAN 65, AS OF THE DATE OF THIS APPLICATION 
SKIP TO QUESTION 6.  
 
QUALIFYING INFORMATION  (If any answer to questions 1 thru 5 is "YES" you are not eligible for coverage.)            
 
1.  In the past 12 months have you been confined as an inpatient to a hospital,  
     nursing home or have you received home health care? 
  
2.  In the past 12 months have you had a heart attack, stroke, heart surgery/ 
     bypass, malignant melanoma or cancer (other than skin cancer)? 
                
3.  In the past 12 months have you been treated for chronic obstructive lung  
     disease, insulin dependent diabetes, dementias, Alzheimer’s disease, 
     congestive heart failure, or chronic liver or kidney disease? 
 
4.  In the past 12 months have you had surgery which required an inpatient hospital   
     stay or been advised to have surgery which will require an inpatient stay but  
     have not yet done so? 
 
5.  Have you ever been treated for or been diagnosed by a member of the medical 
     profession as having Acquired Immune Deficiency Syndrome (AIDS), AIDS 
     Related Complex (ARC) or HIV infection? 
 

 

Applicant #1 

 

□YES   □NO 
 
 
 
□YES   □NO 
 
 
 

□YES   □NO 
 

 

□YES   □NO 

 
 

□YES   □NO 
 

 

Applicant # 2 

 

□YES   □ NO 
 
 
 
□YES   □ NO 
 
 
 

□YES   □ NO 
 

 

□YES   □ NO 

 
 

□YES   □ NO 

   
 
6. Will this policy replace any existing insurance with any company? 
  If “YES”, what company, type(s) of insurance and policy number(s) 

______________________________________________________  
______________________________________________________ 

 

 

 

 

□YES   □NO 
 

 

 

 

□YES   □ NO 
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PART B. COVERAGE SELECTION Complete appropriate section for each plan selected 
      
 

Daily Hospital Confinement Benefit 
 

 

Applicant #1 
 

Applicant #2 

• Choose an amount from $100 - $600  (in $10 
increments) 

$________ per day  $________ per day 

• Choose Number of Days Payable Per Benefit Period □  10 Days    □  21 Days □  10 Days    □  21 Days 

Optional Riders: □  $250 □  $250 

Lump Sum Hospital Benefit:  Choose 1 of 3 Benefit Amounts □  $500 □  $500 

 □  $750 □  $750 
 

Ambulance Service Benefit (maximum age – 80) □ □ 
 

Durable Medical Equipment Benefit □ □ 
 

Skilled Nursing Facility Benefit □ □ 
Accidental  Death and Dismemberment (maximum age – 80) 
• Choose Benefit Level 
• Choose Beneficiary 

□ $10,000 

□ $5,000 

_______________________ 
_________________________    

Beneficiary and Relationship 

□ $10,000 

□ $5,000 

______________________ 

______________________     
Beneficiary and Relationship 

 
 
PART C. PREMIUMS 
 
 
Daily Hospital Indemnity Annual Premium 
 
Optional Rider Annual Premium 
 

Lump Sum Hospital Benefit: 

Ambulance Service Benefit: 

Durable Medical Equipment Benefit: 

Skilled Nursing Facility Benefit: 

Accidental Death & Dismemberment Benefit: 

 

Total Annual Premium: 

Applicant #1 
$_____________  

 
 
 
 

$_____________ 
 

$_____________  
$_____________  

 
$_____________ 

 
$_____________ 

 
 
 

$_____________ 

 

Applicant #2 
$_____________  

 
 
 

 
$_____________ 

 
$_____________  
$_____________  

 
$_____________ 

 
$_____________ 

 
 
 

$_____________ 

 

Premium Payment Mode:    □ Annual    □ Semi-Annual (.520)    □ Quarterly (.265)   □ Monthly PAC (.084) 

 

Total Mode Premium for Applicants #1 and #2 
Applicant #1 

$_____________________ 

 

Applicant #2 
$____________________ 

 
Application Fee (if applicable): 
 
Total submitted Premium: 

 
$_____________________ 

 
$_____________________ 

 
 
Requested Effective Date: ___/___ /____ 
Requested Effective Date cannot be prior to the Application Date. If no Effective Date is requested, the Effective Date will 
be the date of the underwriting decision to approve issuance coverage. 
 

 
 
 






