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Instructions and Tips for the Paperless App Process
1. Once the Agent makes the final expense sale with the client:

a. Pre-qualify the applicant using the health question section of the Paperless App Pac, Field Rx 
Guide, and the Build Chart. These tools can be found in your Agent Portal under “Quick Links”. 

b. Using the worksheet, record the applicant’s personal and banking information.
c. Make sure you read and made the prospect aware of all the required disclosures, including HIPAA, 

MIB, Fair Credit Report, and ALB rider benefit, including the correct state replacement form if 
replacing business. TPC will verify with both the agent and applicant.

2. Once worksheet is completed and disclosures read, the Agent will make the call to TPC to initiate the 
Point of Sale Telephone Interview (POSTI) for instant underwriting decision AND application paperwork 
completion! Information from the worksheet will be required during this interview from the agent. 
Complete and accurate data will make the call timely. TPC will begin the process with an interviewer 
as follows:
a. Ask both agent and applicant’s basic personal information. The interviewer will verify with the 

applicant their personal information, height and weight, health questions, and all authorizations, in 
order to give an instant underwriting decision.

b. If applicant is approved, the interviewer will speak with both the agent and applicant to complete the 
application for policy issue. This includes plan, riders, premium, banking information, beneficiaries, 
and doctor information. Finally obtain applicant (and owner and/or payor if different) voice signatures 
for authorizations.

3. Once the Call is over, the Agent retains the worksheet for their record. NO need to send in anything and 
the client’s policy will be issued and mailed.

EXCEPT FOR THE FOLLOWING: Agent must note POSTI reference # on the upper right corner for any 
required form before faxing (888-525-5002) or emailing (agentnbinfo@life-insurers.com) to new business. Info 
on top of worksheet.

California: Medical Eligibility Disclosure (#7404.4-0505) Home Meeting Disclosure for 65 & Over (7404.2-
0505) Financial Product Disclosure 65 & Over (7404.3-0505)

The LBIG Telephonic Processing Center Hours of Operation
Monday thru Friday 9 am — 10 pm    Saturday 9 am — 4 pm  Eastern Standard Time

844-442-9871

The Liberty Bankers Insurance Group
1605 Lyndon B. Johnson Freeway, Suite 700
Dallas, TX  75234

The Liberty Bankers Life Insurance Group (LBIG) paperless application process provides our Agents 
with a unique Final Expense sales experience. No longer required are the hassles of filling out and sub-
mitting applications, HIPPA, most disclosure forms, bank draft forms, etc.  It’s EZ as 1 — 2 — 3.

1. The Agent makes the final expense sale with client either Face to Face or Telephonically.
2. The Agent, with the client, calls our LBIG Telephonic Processing Center (TPC) for the instant 

underwriting decision and application completion. Three-way calls are acceptable.
3. TPC gathers basic information from the Agent and Applicant to make an instant underwriting 

decision.  If acceptable, then proceeds to complete the application process

Final Expense Paperless Application Process Instructions



SECTION I: Interviewer will speak to the agent for 
Underwriting Decision

Agent Information:

Proposed Insured Information:

SECTION II: Interviewer will speak to the Proposed Insured for  
Underwriting Decision

 Agent Number:

 Agent First and Last Name:

 City and State will the Applicant be signing this application:

 Will the proposed Insured be the PAYOR and/or OWNER of this policy?    Yes      No

 Payor Name:  Owner Name:

 If other than insured, will the payor AND/OR owner be available to voice authorize
 for the application during this phone call?     Yes      No

 Payer/Owner relationship to the applicant:

 Gender:

 Country of Birth:

 City and State will the Applicant be signing this application:

 SSN OR TIN:  DOB:

 State of Birth:

 Email Addres (Suggested but Optional):

 Street Address:

 City:  State:  Zip:

 A.  At this time the Interviewer will ask and verify the personal information, Height 
 and Weight, all authorizations, including required read authorizations for HIPPA 
 and replacement.

 B.  Once Authorizations are verified, the interviewer will ask all of the health 
 questions from the Health History section, Part I, II, and III questions, along with 
 Rx Check and MIB, are required for determining the eligibility of the insured.

 C.  Now the dicision will be made and the interviewer will ask the client to give the 
 phone back to the agent.



SECTION III: Interviewer will speak to the Agent for decision  
and application completion

 Premium Mode

 Bank Draft mode requires banking information from Payment Method Worksheet page 7

 Face Amount of the policy:  $  Are there any riders?    Yes      No

 Agent will be given the u/w decision and asked if call should continue to finish the 
 application with all required voice signatures.

 A D & D:   Children’s Term Rider?  # Units?

 Granchild Rider?  Number of Grandchildren on the rider?

 Monthly Bank Draft  Quarterly  Semi-Ann  Annually

 Interviewer will verify the premium with the Agent and continue to finish the application.

 Should bank draft match Social Security Billing?  Yes    No  Checking  Savings

 Draft Date?   Draft First Premium? Yes   No  When?

 If Insured is not the premium payor, please complete this section. Must be available.

 PAYOR/OWNER First, MI, Last name:

 SSN:  DOB:  Telephone Number:

 Email Address (Optional):

 Where will the policy be mailed to:    Policyholder    or    Agent

 If replacing business, please complete proper state form and have available.

 Does the proposed insured have any existing life or annuity contracts?   Yes     No

 Will this insurance replace or change any other insurance or annuity contracts?  Yes   No

 Primary and Continget Beneficiary Section: Optional to Provide Address, Phone, Email

 PRIMARY BENEFICIARY  CONTINGENT BENEFICIARY

 Name:  Name:

 Relationship:  Relationship:

 Percentage:  Percentage:

 Name:  Name:

 Relationship:  Relationship:

 Percentage:  Percentage:



SECTION III Continued: 

 At this time the interviewer will speak with the insured to complete the process. This 
 includes authorizations, verifications or disclosures given, fraud warnings, and voice 
 signatures.

 Personal Physicial Information:

 Name:  City/State:

 Telephone:

 IF APPLICABLE: At this time the interviewer will speak with the PAYOR and/or OWNER to 
 complete the process. This includes authorizations and voice signatures.

 At this time the interviewer will speak with the AGENT to complete the process. This
 includes authorizations, verifications of disclosures given, fraud warnings, and voice 
 signatures. Including the following information:

 Are you related to the Insured?  Yes    No  Application Taken:   Personally  or  Telesales

 Agent Split?  Yes   No  Other Agent:  Name:  #:

 CASE NUMBER:



Please read each question carefully and answer truthfully before signing application. 
If “Yes” to any question in Part 1, STOP with the application. 

Part 1 – Proposed Insured Must Answer All Questions.
1. Have you ever been diagnosed, treated, tested positive for, or been given medical advice by a member
of the medical profession for:  YES     NO 

(a) Congestive heart failure (CHF), cardiomyopathy, memory loss, Alzheimer’s, senile dementia,
dementia, heart defibrillator implant, two or more instances of internal cancer(s), or terminal illness
(“terminal illness” means a disease or illness that is expected to result in death within 24 months)? ............. □ □ 

(b) Organ transplant (other than corneal), bone marrow transplant, stem cell treatment, kidney failure
or dialysis, amputation due to diabetic complications, muscular dystrophy, mental incapacity,
amyotrophic lateral sclerosis (ALS) or Lou Gehrig’s disease, Downs’s syndrome, cystic fibrosis,
pulmonary fibrosis, or Huntington’s disease? .................................................................................................. □ □ 

(c) Diabetes at age 9 or younger?.......................................................................................................................... □ □ 
(d) Acquired Immune Deficiency Syndrome (AIDS), AIDS Related Complex, tested positive for human

immunodeficiency viruses (HIV), or any other disorder of the immune system? ........................................... □ □ 
2. Have you, by a member of the medical profession, within the prior 2 years, been diagnosed with, or received, or been
advised to receive treatment or medication for uncontrolled diabetes, uncontrolled high blood pressure, a diabetic coma
or insulin shock, alcohol / drug abuse, illegal use of drugs, or dependency on prescription medication?  ....................... □ □ 
3. Within the last year, have you been confined to a hospital for more than 5 days total, been advised by a member
of the medical profession to have surgery or hospitalization which you are still awaiting, used oxygen due to a
medical condition, been unable to care for yourself or been bedridden at home or in a nursing home, hospice,
long-term care, or assisted living facility? ............................................................................................................................. □ □ 

If all “No” answers in Part 1, answer Part 2.

Part 2 – Proposed Insured Must Answer All Questions.
4. Have you, by a member of the medical profession, within the prior 2 years, been diagnosed with, or
received, or been advised to receive treatment or medication for: YES NO

(a) Angina (chest pain), any type of heart or circulatory surgery, heart attack, or received a
pacemaker or stent? ........................................................................................................................................ □ □ 

(b) Stroke (excluding Transient Ischemic Attack / TIA / mini-stroke) or paralysis? ........................................... □ □ 
(c) Lymphoma, leukemia or any form of cancer or received or been advised to receive chemotherapy

or radiation for cancer (the term “cancer” includes melanoma, but excludes basal cell skin cancer)? .......... □ □ 
(d) Aneurysm, brain tumor, or sickle cell anemia? .............................................................................................. □ □ 
(e) Complications of diabetes such as nephropathy (kidney), neuropathy (nerve, circulatory),

retinopathy (eye) diabetic coma, or insulin shock? ........................................................................................ □ □ 
(f) Chronic hepatitis, Hepatitis C, cirrhosis of the liver, chronic pancreatitis, kidney disease, or Systemic Lupus (SLE)? ..... □ □ 
(g) Multiple sclerosis, Parkinson’s disease, or required the use of a walker, wheelchair, or electric scooter

due to chronic illness or disease? ................................................................................................................... □ □
5. In the last two years, have you plead guilty to or been convicted of a felony or misdemeanor or do you
have such a charge currently pending against you? ................................................................................................  □ □ 

If any “Yes” answer(s) in Part 2, Proposed Insured may qualify for MWL (check state availability), answer Part 3. 

Part 3  – Proposed Insured Must Answer All Questions.

6. Have you by a member of the medical profession, ever been diagnosed with, or received, or been advised
to receive treatment or medication for: YES    NO

(a) Chronic Obstructive Pulmonary Disease (COPD), chronic bronchitis, emphysema, irregular heartbeat,
atrial fibrillation, peripheral vascular disease or peripheral artery disease? ................................................... □ □ 

(b) Insulin use before age 25?  ............................................................................................................................. □ □ 
7. Have you, the Proposed Insured, by a member of the medical profession, within the prior 2 years, been diagnosed
with, or received, or been advised to receive treatment or medication for epileptic seizures or a Transient Ischemic
Attack (TIA/Ministroke)?  ........................................................................................................................................ □ □ 

If all ‘No” answers in Part 3, Proposed Insured may qualify for SIMPL Preferred. 

Give Details to questions answered “Yes” in Parts 2 and 3, above (attach additional sheet, if necessary with Proposed 
Insured’s signature). You may also provide other additional information here.
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OPTIONAL RIDER(S): SUPPLEMENTAL APPLICATION

NOT FOR PUBLIC USE/INSURANCE PROFESSIONAL USE ONLY
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PREMIUM PAYMENT METHODS:  SELECT ONE

Complete this section if proposed insured pays by cash or check.

Complete this section if proposed insured is paying by electronic bank draft.
This information will be taken over the phone during the interview.

‐ OR ‐

LEAVE THIS PAGEWITH PROPOSED INSURED
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HIPAA AUTHORIZATION

LEAVE THIS PAGEWITH PROPOSED INSURED

GENERIC DISCLOSURES FOR PROPOSED INSURED
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ACCELERATED DEATH BENEFIT PAYMENT RIDER DISCLOSURE




