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1. Introductory Plan 
The Build Your Legacy Plan covers All Members up to age 70 by providing $2,500 coverage, 
payable in the event of death, to the Educational Scholarship Foundation (ESF) at no cost to them for 
the introductory 60 day period.  At the end of this period, the plan may be continued for a small 
monthly tax-deductible premium. 
 

2. Continuation Plan 
For $3 per month thereafter, you can continue the Build Your Legacy Plan introductory plan by 
returning a basic  enrollment application.  This level of coverage is guaranteed, with no medical 
questions, just a positive response and monthly payment via automatic bank deduction (EFT).  Or, 
annual payment can be paid by check or credit card. 

 
 

Continue:  � $2,500 
 

     COST is $3 per month   
  

  

Complete attached form ONLY

3. Buy Up Plan 
Larger Legacy Amounts are offered in Brown, Red, Green, and Blue levels.  Legacy Amounts of 
$10k, $25k, $50k or $100k, are based on age brackets shown below.  This plan is subject to a longer 
application and your good health.  Monthly payment is made via automatic bank deduction (EFT) or 
annual payment can be paid by check or credit card. 
  

   Monthly Premiums * 
Age  Brown Red  Green  Blue 
  $10,000 $25,000 $50,000 $100,000 
17-30  $3.53  $  5.51 $  8.83 $15.46 
31-40    4.58      8.16   14.12   26.03 
41-50    7.49    15.43   28.66   52.91 
51-60  14.90    31.74   63.48 126.95 
61-65  22.31    50.28 100.55 201.11 
66-70  31.25    78.13 156.26 312.52  

 
 
 

* Monthly must be paid via automatic bank draft (EFT) from your checking account. 
Otherwise, premiums are payable via a semi-annual or annual bill or credit card charge. 

 � 10,000  
  

� 25,000 
 

� 50,000 

 

� 100,000  

 
Complete attached form

 There will also be an additional form we will send you

Buy up to:



 

___________________________________      _______________           ________________ 
Applicant FULL Name                Sex:   � Male   � Female Date of Birth   Social Security Number 
 
___________________________________      ___________________ ____   _________ 
Mailing Address     Address:   � Home   � Business City     State  Zip Code 
 
__________________________________________      ________________________ 
Your telephone or cell phone number      Your E-mail 
 
_ Indiana Builders Association Educational Scholarship Foundation, Inc._ ______Charitable_____________ 
Beneficiary Designation        Relationship  
Have you signed the application below? 
The statements and answers on this application are true to the best of my knowledge and belief. It is agreed that (a) if any information stated in this 
application is incorrect, coverage may be voided and if the application is declined an/or coverage not issued, the Company’s only obligation will be to 
return any premium paid; (b) no agent has authority to waive the answer to any question in the application, to pass on insurability, to waive any of the 
Company’s rights or requirements or to make or alter any contract; the insurance applied for shall be in effect on the date specified by the Company only 
if this application is accepted by the Company, the first premium is paid and before any change in the insurability of the Proposed Insured. 
 Authorization and Acknowledgment 
I hereby authorize any licensed Physician, medical practitioner, hospital, clinic, medical facility, insurance company, the Medical Information Bureau or 
other organization, institution or person, that has any records or knowledge of me or my health, relative to my insurability, to give the Company or its 
reinsurers any such information. I understand that such information will be used to determine my eligibility for insurance. A photocopy of this 
authorization shall be as valid as the original. The authorization will be valid for 30 months from the date signed and I understand that I or my authorized 
representative may receive a photocopy of it. 
 X ____________________________________________________________________________________________________________ 
          Sign here 

 
AUTOMATIC BANK DEDUCTION OR CREDIT CARD PLAN 

Key Life Insurance Company (KEY), its assignee or agent, is hereby requested and authorized to present charges drawn on my 
checking account or credit/debit card number as shown below beginning on or about the first of each month and on or about the same 
day of each month thereafter until this authorization is revoked. 
 
I understand that all advance fees will be refunded to me if coverage is not issued and that the effective date of membership will be the 
date stated in my plan of coverage when approved by KEY. 
 
IMPORTANT: If funds are to be drawn from your checking account, be sure to include a VOIDED BLANK CHECK for your checking 
account with this authorization. 
       _____________________ 
THE NAME and address of your bank:  _____________________  
(If fees to be drawn again checking account)  _____________________  

     

Please complete and return below form for both Continuation and Buy Up Plans

CREDIT OR DEBIT CARD INFORMATION 
PRINT Cardmember Name _______________________________________________ 
 
Cardmember Signature ____________________________  Exp. Date _____________ 
Charge to:    �  VISA *       �  MASTERCARD *         Amount to Charge $_________ 
Account Number:         
                
________________________________________________________________________________ 

 AUTHORIZATION TO HONOR CHARGES 
As a convenience to me, the undersigned, hereby requests and authorizes my Bank or Credit/Debit Card company to charge my 
account for the fees in the name of KEY, by check, electronic debit or otherwise. This authorization will remain in effect until revoked by 
me in writing, and until you actually receive such notice, I agree that you shall be fully protected in honoring any such charge. 
 
I agree that your treatment of each charge and your rights with respect to it shall be the same as if a check or charge slip were signed 
personally by me. I further agree that if any such charge is dishonored, whether with or without cause, you shall be under no liability 
whatsoever even though such dishonor results in the forfeiture of benefits. 

_________________  X________________________________________________      Date ___________ 
Checking Account Number                           SIGNATURE OF BANK DEPOSITOR or CARD HOLDER — as shown on bank records 
                                                                      or cardmember agreement for the account to which this authorization is applicable. 
__________________      ________________________________________________ 
Transit Number                                             Printed name of depositor or cardmember  (if different from applicant above)  

   *include security code rd
(3 digits on back of card)

_ 
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