
ESB Pro 1 
The Union Central Life Insurance Company 

AM Best Rating: A, size X 
 

Available for 2 lives and up; 2, 3 or 4 lives must be in business for 1 year or pay semiannual 
premium 
 
CSL amounts from $100,000 to $1,000,000 (per person, per accident) 
 
Benefit periods of 52 weeks, 110 weeks and 156 weeks 
 
Deductibles begin at $250.00 
 
$3,000,000 Aggregate limit per policy 
 
AD&D Benefits- 10 times Basic Annual Salary up to $250,000 (not to exceed the CSL) 
 
AD&D includes Loss of Use (paralysis) 
 
Disability payments: 75% to a maximum of $700 per week 
 
Elimination period for Disability: 7/28, 14, or 30 days available 
 
Occupational disease and cumulative trauma included for most industries; benefit is 10% of 
selected CSL (available for groups of W2 employees only) 
 
Hernia Coverage included (up to $10,000) 
 
Coverage is always primary 
 
Administration: 
 
Certificates available; waiver of subrogation at no charge is included if required by certholder 
 
Subcontractors (1099’s) are eligible (requires monthly census) 
 
ERISA document is provided; issued and supported by ERISA Plans Inc. 
 
Monthly self-reporting premium statements 
 
Policy may be effective any day of the month 
 
New employees are covered immediately (if payroll is reported on next premium statement) 
 
All employees must be covered except owners and officers who may waive off 
 
Disability payments can be made with a pre-paid; reloadable debit card 
 
Underwriting: 
 
Groups of less than 25 lives do not require loss history       
Groups of more than 25 lives should be referred to Covington Financial Services for experience 
rating 



ESB-PRO-1N E W                                                  
B U S I N E S S
T R A N S M I T T A L

Company Name __________________________________________________________________________________________

Company Address _________________________________________________________________________________________

City ___________________________________________ State ________________________ Zip _______________________

Contact Person _________________________________ Phone (        )_________________ Fax (        ) _________________

E-Mail Address __________________________________________________________________________________

Broker/Agent’s Name ______________________________________________________________________________________

Address __________________________________________________________________________________________________

City ___________________________________________ State ________________________ Zip _______________________

Phone (        )____________________________________ Fax (        ) _______________________________________________

Tax I.D. or SS# __________________________________ Commission % ___________________________________________

E-Mail Address ____________________________________________________________________________________________

Broker/Agent’s Name ______________________________________________________________________________________

Address __________________________________________________________________________________________________

City ___________________________________________ State ________________________ Zip _______________________

Phone (        )____________________________________ Fax (        ) _______________________________________________

Tax I.D. or SS# __________________________________ Commission % ___________________________________________

E-Mail Address ____________________________________________________________________________________________

General Agent’s Name _____________________________________________________________________________________

Address __________________________________________________________________________________________________

City ___________________________________________ State ________________________ Zip _______________________

Phone (        )____________________________________ Fax (        ) _______________________________________________

Tax I.D. or SS# __________________________________ Commission % ___________________________________________

E-Mail Address ____________________________________________________________________________________________

Effective Date______/______/_______  Date Submitted______/______/______

Special Instructions: 1099 (Subcontractor)   � Yes  � No   (If Yes, Must provide proof of payroll)
Tx DOT (Requires special addendum)    � Yes  � No

Submission Must Include:

� Employee Census Form or Payroll Report

� Employer Subscription and Request to Participate, signed by client and agent

� ERISA Page

� Broker/Agent’s Licensing   (if not appointed by Union Central)

� Premium Check:  Client’s check payable to Union Central;  Agency check payable to CFS Inc.

� Current TWC Employer’s Quarterly Report (required)

Reviewed by: ________________________________________________

Marketed by:

COVINGTON FINANCIAL SERVICES, INC.
2825 WILCREST, SUITE 410, HOUSTON, TX 77042 � PHONE (281) 589-8591, (800) 589-4344 � FAX (281) 589-2836

Administered by: Verity National Group Inc (VNG), PO Box 780609, San Antonio, TX 78278-0609

(Edition 03/09)
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ESB-Pro-1
SUBSCRIPTION TO THE UNION CENTRAL EMPLOYEE SECURITY BENEFIT TRUST

AND REQUEST TO PARTICIPATE IN

THE PLAN OF GROUP OCCUPATIONAL ACCIDENT INSURANCE TO BE UNDERWRITTEN BY

THE UNION CENTRAL LIFE INSURANCE COMPANY

1876 Waycross Road
Cincinnati, Ohio 45240

S E C T I O N  I  —  S U B S C R I P T I O N  A G R E E M E N T  T O  T R U S T  A N D  R E Q U E S T  T O  P A R T I C I P A T E

The undersigned Employer hereby: (1) adopts the Trust Agreement known as The Union Central Employee Security Benefit Trust; (2) agrees to be bound by all of the terms, 
provisions, conditions and limitations of said Trust Agreement and all lawful amendments thereto; and (3) applies to the Insurer for group insurance under a policy issued 
to the Trustee for the plan of insurance shown in Section II below, subject to the following conditions. Effective as of the date the Employer is approved as a Participating 
Employer; it: (1) agrees to be bound by all the terms and provisions of the Group Policy insuring such plan issued to the Trustee including any riders or amendments to such 
Group Policy applying to the Employer’s plan; (2) understands that this application for insurance is subject to the approval of the Insurer or its  
designated representative; and (3) understands that nothing contained herein shall be binding upon the Insurer until the application is approved and accepted in writing by the 
Insurer or its designated representative.

S E C T I O N  I I  —  S P E C I F I C A T I O N S  F O R  G R O U P  O C C U P A T I O N A L  A C C I D E N T  C O V E R A G E

1. Name of Employer_______________________________________________________________________________________________________
(Fill in the full legal name.)

2. Address (Physical)________________________________________________________________________________________________________
	 Street	 City	 County	 State	 Zip Code

2. Address (Mailing)________________________________________________________________________________________________________ 	
	 Street	 City	 County	 State	 Zip Code

3. Phone Number_ _____________________________Fax Number_______________________________Email:_ _____________________________

4. Nature of Business_______________________________________________________________________________________________________ 	
 Corporation	  Proprietorship	  Partnership	 Other_____________________________________

	

5. Federal Tax ID Number_ _______________________________ SIC Code_________________________  Years in business?___________________

6. List all Subsidiaries, Divisions or Affiliated Companies to be included under this Plan.

	 Name_____________________________________________________   Address__________________________________________________________________________________

	 Name_____________________________________________________   Address__________________________________________________________________________________

	 Name_____________________________________________________   Address__________________________________________________________________________________

7. Requested Effective Date_________________________ 	 Number of Employees Eligible on Requested Effective Date_____________________________
	 (All employees must be covered except owners and officers, who may opt to waive coverage.)

8. Type of Employees (Check all applicable)      W2       1099 (Subcontractors)

UC 3300 - RTP	 [Ed. 03/09]

Send Correspondence to:     Physical    Mailing
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9. Occupational Classes.  (List all occupational classes. Attach an additional page if needed.)

12 __________________________________________________________________________________________________________________________________

12 __________________________________________________________________________________________________________________________________

12 __________________________________________________________________________________________________________________________________

12 __________________________________________________________________________________________________________________________________

10. Attach to this Application the names of: (a) Eligible Employees; (b) their Occupational Class Codes; and (c) the Monthly Payroll

11. Are any Eligible Employees listed now disabled?	  Yes	  No

11. If yes, describe details below.  (Attach an additional page, if needed.)

11. _________________________________________________________________________________________________________________________________

11. __________________________________________________________________________________________________________________________________

11. __________________________________________________________________________________________________________________________________

11. __________________________________________________________________________________________________________________________________

Plan of Insurance Applied For: (a) Occupational Accidental Death And Dismemberment Benefits; (b) Occupational Weekly Accident Indemnity
Benefits; and (c) Occupational Accident Medical Expense Insurance.

Aggregate Limit of Liability Per Accident.  (Applies to all types of coverages combined.):    $3,000,000.00

12. �Maximum Combined Single Benefit Limit Per Accident.
14.(The maximum amount payable for all benefits provided by the Policy for any one Employee as a result of any one Accident.)  (Choose one):

 $100,000	  $150,000	  $200,000	  $250,000

 $300,000	  $500,000	  $750,000	  $1,000,000	 Other *

13. Deductible Amount per Employee Per Accident.  (Choose one):
 $250	  $500  $1,000 $2,500

 $5,000  $10,000  $25,000	 Other * 

14. Maximum Benefit Period Per Accident.  (Choose one):

 52 Weeks	  110 Weeks  156 Weeks	 Other *

15. �Accidental Death and Dismemberment Coverage.
Principal Sum Per Accident: (a) 10 times the Employee’s annual basic earnings; (b) the Maximum Combined Single Limit per Accident selected in this 
Application; or (c) $250,000, whichever is less. However, if an Employee’s death occurs as the result of an Occupational Injury, a minimum of 15% of the 
Maximum Combined Single Benefit Limit Per Accident, not to exceed 10 times the Employee’s annual basic earnings, will be payable, regardless of the 
amounts paid for other losses.

16. Weekly Accident Indemnity Coverage.  (Choose one):
18. Elimination Period:	  30 Days 	  14 Days 	  7 Days; however, if the disability lasts longer than 28 days, 
			   the first 7 days of disability are reimbursed. If the disability does not
			   last longer than 28 days, the first 7 days of disability are not reimbursed.

18. Maximum Weekly Benefit Limit:	 The maximum benefit payable shall not exceed the lesser of: 
	 (a) 75% of the Employee’s Basic Weekly Earnings; or (b) $700.

UC 3300 - RTP	 [Ed. 03/09]

*  See attached signed Premium Calculation & Proposal
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17. Accident Medical Expense Coverage.

19. Maximum Hospital Daily Room and Board Rate:	 Semi-Private Rate
19. Maximum Hospital Intensive Care Room and Board Rate:	 3 times Semi-Private Rate
19. Maximum Hospital Intermediate Care Room and Board Rate:	 2 times Semi-Private Rate
19. Maximum Extended Care Unit Daily Rate:	 50% of the Hospital’s Semi-Private Rate applicable to the Hospital 
	 confinement from which discharged immediately preceding the 
	 Extended Care confinement

18. �Employment Waiting Period: None

Deposit Premium:  Check in the amount of $________________________________  (Amount equal to estimated initial monthly premium)

S E C T I O N  I I I  —  E M P L O Y E R ’ S  S T A T E M E N T

It is hereby agreed that:
1. �All statements in this Application are, to the best of my knowledge and belief, complete and true. This Application (and any supplement or 
1. �addendum to it) will be the basis of any policy issued.

2. No agent or broker can: (a) accept risks; (b) modify policies; or (c) waive any rights or requirements of the Insurer.

3. �The Insurance is subject to the terms and conditions of the policy issued. It will take effect as of the effective date requested, if this  
Application is approved.

4. �If this Application is not approved: (a) no insurance shall become effective; and (b) any Premium Deposited will be refunded.

5. �The insurance applied for is not Workers’ Compensation Insurance nor State Industrial Insurance. It does not duplicate such benefits.

6. �A copy of our Texas Employer’s Quarterly Report is required at case submission and when requested thereafter. We understand that employ-
ee participation required at 100% will be verified using this tax report.

7. If this Application is approved, we agree to pay 100% of the required premiums to the Insurer when due.

8. We have seen a copy of the benefits proposed and received a copy of the Trust Agreement.

Full Legal Name of Employer___________________________________________________________________________________________________________ 	

By__________________________________________________________________________________________________________________________________
	 Authorized Signature	 Title		  Printed Name

Signed At _ __________________________________________________________________________________________________________________________
	 City		  State	 Zip Code

Date ________________________________________________________________________________________________________________________________ 	

S E C T I O N  I V  —  A G E N T / B R O K E R ’ S  S T A T E M E N T

Signature of Agent or Broker __________________________________________________________ Printed Name______________________________________

Date___________________________________Email_________________________________________________________________________________________

SS#____________________________________________________________   Tax I.D.____________________________________________________________

Phone Number (__________)_______________________________________   Fax Number (__________) ___________________________________________  

 I am 	  I am not	 licensed as a Life, Accident & Health agent in the state of Texas on this date.

 I am 	  I am not	 appointed to represent The Union Central Life Insurance Company on this date.

If you are not currently appointed to represent The Union Central Life Insurance Company on this date, submit a copy of your current 
Texas Life, Accident & Health License with this application.

UC 3300 - RTP	 [Ed. 03/09]]
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A D D E N D U M  T O  T H E  A P P L I C A T I O N

We acknowledge and fully understand each of the following items:

1. �This is not Workers’ Compensation Insurance, nor is it a replacement for Workers’ Compensation Insurance. The Union Central Life Insurance 
Company does not sell, nor is it authorized to sell, Workers’ Compensation Insurance.

2. �This coverage is an employee benefit and does not insure any casualty or general liability risk.

3. �Neither this coverage nor The Union Central Life Insurance Company indemnify or protect the Employer from any losses or damages from 
employees on account of accidental injury or death of an employee.

4. �This coverage is not intended to, nor will it provide the Employer with any protection or defense against any suit which may be brought by 
anyone for any reason.

5. �Neither The Union Central Life Insurance Company nor its agent has represented the coverage as anything other than an employee benefit 
which offers no indemnity for Policyholder liability.

6. �THIS IS NOT A POLICY OF WORKERS’ COMPENSATION INSURANCE. WE DO NOT BECOME A SUBSCRIBER TO THE  
WORKERS’ COMPENSATION SYSTEM BY PURCHASING THIS COVERAGE, AND IF WE ARE A NON-SUBSCRIBER, WE LOSE  
CERTAIN COMMON LAW DEFENSES TO SUIT AS WELL AS CERTAIN LIMITATIONS OR LIABILITY THAT WOULD OTHERWISE BE AVAILABLE 
UNDER THE WORKERS’ COMPENSATION LAWS. WE MUST COMPLY WITH THE WORKERS’ COMPENSATION LAW AS IT PERTAINS TO NON-
SUBSCRIBERS AND THE REQUIRED NOTIFICATIONS THAT MUST BE FILED AND POSTED.

7. �We understand that to become a non-subscriber to the Texas Workers’ Compensation Act, we need to take the following steps to become a 
non-subscriber:

a. �We must provide notification to the Texas Department of Insurance on Form DWC-5 (Notice of Non-Coverage/Termination) that Workers’ 
Compensation Insurance is no longer provided. Notification to the Department can only be accomplished using this form sent by certified 
mail or hand delivered. The filing must be made annually or we may be liable for Workers’ Compensation coverage until we file the DWC-5 
form.

b. �We must display the required notices and posters for employees in a prominent place in the workplace. We must notify the employees in 
writing of the absence or termination of the Workers’ Compensation coverage using the required forms and obtain signed acknowledge-
ments from all current and future employees.

c. We must complete and file Form DWC-7 (Injury Report) monthly, if required.

Full Legal Name of Employer_ _______________________________________________________________________________________________

By __________________________________________________________________________________________________________________________________
	 Authorized Signature			   Title

Printed Name ________________________________________________________________

Signed At _ __________________________________________________________________________________________________________________________
	 City		  State	 Zip Code

Date ________________________________________________________________________________________________________________________________ 	

UC 3300 - RTP	 [Ed. 03/09]



Employee Name Soc. Sec. # Date of Hire Monthly Salary* Occupational Codes               des            

E M P L O Y E E  C E N S U S

Employer:_______________________________________________  Date:____________________

Completed by: ____________________________________________________________________

* Monthly payroll includes base pay,  overtime and commissions. . Maximum monthly salary is $5,000 for any one person.  ** Indicate “P” for part-time                (over)

ESB-PRO-1

I (We) sole proprietor or partners have elected not to carry any coverage under this group accident policy. (Please provide the name of your current carrier and policy number.)

Name/Title Social Security # Signature Name of Carrier and Policy Number



Employee Name Soc. Sec. # Date of Hire Monthly Salary* Occupational Codes** Job Title***



QUESTIONS?  CALL ERISA PLANS INC.  972-419-7172 

 

 

 
THE UNION CENTRAL LIFE INSURANCE COMPANY (ESBPROI) ERISA PLAN WORKSHEET 

Company's Legal Name (“Insured” or “You”): __________________________________________________________________ 

Company Contact Person:  __________________________________________________________________________________

Physical Address:  ____________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________ 

Policy Period:  _____________________________________

Company's fiscal year ends:  _________________________ 

NOTICE AND AGREEMENT BETWEEN YOU AND ERISA PLANS INC:  Insured acknowledges and agrees that: (i) 
by submitting this ERISA Plan Worksheet, Insured has retained ERISA Plans Inc. strictly to draft an employee injury benefit 
plan, Summary Plan Description, Plan Adoption Document, Plan User’s Manual, and Notice of Arbitration Policy (your 
“Plan”); (ii), Your decision to non-subscribe to Texas Workers’ Compensation was not based on any representation, advice or 
materials provided by ERISA Plans Inc., or any of its lawyers or by Covington Financial Services, Inc., or any of its agents or 
employees; (iii), You decided to non-subscribe before You engaged ERISA Plans Inc. hereunder; and (iv), You will be billed 
an annual policy fee by Union Central on all renewals, which includes Your ERISA Plan fee under this Worksheet.  ERISA 
Plans Inc. will rely on the information you provide in this Worksheet to draft your Plan.  After preparing your Plan, ERISA 
Plans Inc. has no obligation to inform You of changes in the law, ERISA reporting or filing requirements, or Your status as a 
non-subscriber.  
 
For Insured ______________________________ __________________________________          ______________ 
                    Signature    Title      Date 

ERISA Plan Administrator (a position of Trust)  _________________________________________________________________ 

Number of Employees:  ______________________________

Mailing Address:  _________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 

Telephone Number: (______) ________________________ Fax: (______) _____________________________________ 

Federal Tax ID. No.:  ______________________________

Agent for Service of Legal Process (Name and Address): __________________________________________________________ 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 

Insurance Agent (Name, Agency, Address, Telephone & Fax Number): 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 

Combined Single Limit:  ____________________________ 
 
Aggregate Limit:  __________________________________ 
 
Benefit Period (in weeks):  ___________________________ 
 
Additional Named Insureds:  _____________________________________________________________________________ 

E-Mail Address:  __________________________________
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