Pacific Educators

Insurance Services

e Please note that there are four pages to the brochure (not including this one)

o If you would like to apply, the last page is the actual application that you can complete.

» You can complete the application and submit it by email by either clicking the button
(outlook users), or if you use an online email provider (gmail, yahoo, hotmail, aol, etc.) you
must save the pdf to a location on your computer (i.e. desktop or my documents folder).
From there, open your email provider, attach the pdf, and email to wp@peinsurance.com.
We will then send the document back to you for electronic signature (this is very fast and
easy).

OR
» You can complete the application and then print, sign and mail to:
Pacific Educators

2808 E. Katella Ave., Suite 101
Orange, CA 92867

¢ If you have any questions, please do not hesitate to contact us directly
(800) 722-3365 (or) wp@peinsurance.com

¢ For information on common examples of personal information collected from California
residents and the purposes for which the categories of personal information will be used, please

see the NOTICE AT COLLECTION FOR CALIFORNIA RESIDENTS iHERE} or attached to
this pdf.



https://www.peinsurance.com/wp-content/uploads/2021/04/N-00295CA-93-33871-Notice-At-Collection-For-California-Residents.pdf

G/66-998¢6 VO FONVYHO

9¢S | XO4d 301440 1S0Od

ONI SHO1vONa3 Jididvd

33SS3dAAV Ag divd 39 TIM 3OVLSOd
GEE 'ON 1INd3d AIVIN SSY10 LSdId

T1IVIN A1d3d SSANISNA

VO ‘FONVHO

S31VIS d3LINN

JHL NI
aznvin 4l
AHVSSIO3IN
JOVLSOd ON

GROUP TERM LIFE INSURANCE PLAN

Policyholder:
United Associations of America
Group Insurance Trust

Underwritten by:

Fidelity Security Life Insurance Company®
Kansas City, MO 64111

This brochure explains the general purpose of the
insurance described, but in no way changes or
affects the policy as actually issued. In the event
of a discrepancy between this brochure and the
policy, the terms of the policy apply. All benefits are
subject to the terms and conditions of the policy.
Policies underwritten by Fidelity Security Life
Insurance Company® detail exclusions, limitations,
reduction of benefits and terms under which the
policies may be continued in full or discontinued.
Complete details are in the Group Master Policy
issued to the policyholder.

Policy No.TL-141; Policy Form No. M-1006

Administered by:

Educators

Insurance Services

Pacific

Pacific Educators is the Plan Administrator and Insurance broker
that administers the insurance plan on behalf of Fidelity Security
Life Insurance Company®. Pacific Educators is compensated

for the placement of insurance and for the services it provides to
customers on behalf of the insurance company, in addition to other
compensation it may receive.

2808 E. Katella Ave., Suite 101« Orange, CA 92867
(800) 722-3365 ¢ (714) 639-0962

www.PEinsurance.com Lic.#0429928
PE-Group-1 (08/2020)

GROUP TERM LIFE
INSURANCE
PLAN

FAMILY PROTECTION
AVAILABLE ONLY TO SCHOOL PERSONNEL
AND THEIR FAMILIES

B Wwith Premiums starting at $4.50 Per Month

@ PLANS With Coverage up to $402,000.00

CSPTL141-082020


www.PEinsurance.com

PROTECTION

Help to Ensure Your Family’s Future

If something happened to you, would your family be financially secure?

Group Term Life insurance can help give your family the protection they need ... and deserve.

But how much life insurance is enough? To find out, begin by
estimating your monthly expenses. Include mortgage or rent
payments, car loan, medical expenses, utility bills, charge
account bills and grocery bills — and don’t forget the amount
you save regularly for vacations and the children’s college edu-
cation. Then divide the amount of your present life insurance
by your monthly expenditure. Please consult a professional
financial advisor, as individual needs may vary.

According to LIMRA research, more than one in three U.S.
families would have financial difficulty within one month of a
primary wage earner dying. More than half say they would be
in financial jeopardy within a year. Having enough life insur
ance coverage could protect families from this risk.*

Now, there’s an insurance plan that helps give you the protec-
tion you may need at a price that's more affordable: the Term
Life/ Accidental Death and Dismemberment insurance plan.
It's an economical combination of coverage that helps give
you extra protection. Best of all, its reasonable rates can work
for most budgets!

This plan lets you buy what you may need. Term life insurance
with accidental death and dismemberment coverage built in
to help strengthen your overall insurance protection. And with
six coverage amounts to choose from,there’s sure to be one
that helps fit your needs — and your pocket book!

Eligibility

All active employees/members who are Actively-at-Work
Members of California School Districts Teachers, School
Staff, District Staff; and their legal spouse and dependent
children are eligible to apply. Your spouse may be insured
for the same plan as you. For an additional cost, you can
provide additional spouse and children coverage by selecting
the dependent plan: $5,000 for your spouse under age 70 and
each of your dependent, unmarried children age 6 months to
23 years ($500 for those age 15 days to 6 months).

Eligibility Restrictions:

When a husband and wife are both insured:

a) coverage may not be duplicated by applying as
dependents of each other; and

b) coverage for Dependent Child may be requested by either
the wife or the husband, but not both.

No Dependent Child will be covered unless either the
Insured or Spouse is covered.

FEATU RES Of Our Term Life Insurance Program

Six plans to choose from

The plan amounts you may select are determined by your

age. Select your own plan of coverage beginning at $402,000,

$281,400, $201,000, $120,600, $80,400 or $40,200 under age

%5, and decreasing as you get older, according to the Benefit
chedule.

Accidental Death and Dismemberment coverage
The program provides an additional amount of insurance for
accidental losses listed in the policy. The amount of Accidental

Death and Dismemberment coverage you may receive is based

on your age, the plan you select, and the type and/or severity
or your loss. Check the benefit schedule for exact amounts.
Accidental losses must occur within 365 days of the covered
accident to be eligible for benefits. Accidental Death and
Dismemberment Benefits are not payable for dependents of
active members or retired member’s coverage.

*Life Happens, LIMRA February 14, 2019

Terminations

Your coverage remains in effect as long as you pay the
required premiums, and the group master policy remains in
force. Spouse and family coverage ends when yours does,
unless your spouse is no longer married to you and your de-
pendent children no longer meet the eligibility requirements,
or the date the Insured Person’s plan of benefits or class is
terminated, or the death of the Insured.

Premiums
Premiums are subject to change on a class wide basis.

Reductions
Benefits reduce as you enter new age category.

Affordable Group Rates

Premiums for this important program are economical
because of the mass purchasing power of your group and
the savings of standardized administration.

Definitions

Loss means: for a hand or foot, total, complete and per
manent severance of all four fingers or entire hand above
the wrist joint or the entire foot at or above the ankle joint;
for thumb and index finger through or above the metacar
pophalangeal joints; for loss of use, movement or total
feeling in the arm including the hand, or in the leg, includ-
ing the foot, and the loss is determined by a physician to
be total and irrecoverable; for an eye, total and irrecover
able loss of sight; for speech and/or hearing total and i
recoverable loss of speech and/or hearing; for death, the
direct result of a covered accidental bodily injury.

Injury means bodily Injury caused by an accident. The ac-
cident must happen while the Insured Person is covered
by the Policy and must be the direct cause of loss, inde-
pendent of sickness or other causes. All injuries to an In-
sured Person in a single accident are treated as one Injury.

Suicide Limitation

Death by suicide, while sane or insane is not covered
for 24 months from the Insured’s effective date. In such
event the Company will only refund the premiums paid.

This provision will also apply if the Insured Person com-
mits suicide during the two years immediately following
an increase in coverage under the Policy. In that event,
the amount of insurance payable will equal the amount
of insurance inforce prior to the increase, plus an amount
equal to the premium paid for the increase to the date of
death.

Exclusions

Accidental Death and Dismemberment benefits are not
payable for any loss caused directly by: intentional self-
inflicted Injury or suicide while sane or insane; sickness
including any medical or surgical treatment of sickness;
infections, except pyogenic infection resulting from an
accidental bodily Injury or from accidental ingestion of a
contaminated substance; participation in a riot or insurrec-
tion; active duty as a member of any military, naval or air
force; war or any act of war, declared or not; commission
or attempted commission of a felony, assault or illegal ac-
tion; voluntary use of any alcohol, drug or narcotic unless
prescribed by a Physician and taken as prescribed; volun-
tary inhalation of any kind of gas including carbon mon-
oxide; travel or flight in any aircraft except as a fare pay-
ing passenger of a commercial airline flying on regularly
scheduled routes between definitely established airports;
driving a vehicle while legally intoxicated according to the
laws of the area where the accident occurred.

Prompt Claim Processing
Benefits are processed promptly upon proof of
death, in a lump sum amount.




BENEFIT

Premiums Below Apply to You or Your Spouse

Premiums Plan 6 Plan 5 Plan 4 Plan 3 Plan 2 Plan1 Plus
Monthly $39.75each ~ $27.74 each = $19.49each  $12.00 each $8.25 each $4.50 each All Plans
Tenthly 47.70 each 33.30 each 23.40 each 14.40 each 9.90 each 5.40 each Included

Your Age' Life Life Life Life Life Life AD&D
Under 25 $402,000.00 $281,400.00 $201,000.00 $120,600.00 $80,400.00 $40,200.00 $40,200.00

25-29 360,000.00 252,000.00 180,000.00 108,000.00 72,000.00 36,000.00 36,000.00
30-34 321,000.00 224,700.00 160,500.00 96,300.00 64,200.00 32,100.00 32,100.00
35-39 279,000.00 195,300.00 139,500.00 83,700.00 55,800.00 27,900.00 27,900.00
40-44 222,000.00 155,400.00 111,000.00 66,600.00 44,400.00 22,200.00 22,200.00
45-49 144,000.00 100,800.00 72,000.00 43,200.00 28,800.00 14,400.00 14,400.00
50-54 129,600.00 90,720.00 64,800.00 38,880.00 25,920.00 12,960.00 12,960.00
55-59 118,800.00 83,160.00 59,400.00 35,640.00 23,760.00 11,880.00 11,880.00
60-64 97,200.00 68,040.00 48,600.00 29,160.00 19,440.00 9,720.00 9,720.00
65-69 63,180.00 44,230.00 31,590.00 18,950.00 12,640.00 6,320.00 6,320.00
70 & over 31,590.00 22,115.00 15,795.00 9,475.00 6,320.00 3,160.00 3,160.00

Upon retirement, you may continue your coverage under the retired schedule of benefits.

Optional Family Life Insurance Coverage

Monthly Premium (covers all eligible family members)
$1.00 monthly ($1.20 paid tenthly through payroll deductions)

Life Insurance Amount

SPOUSE .« o\ ettt $5,000
Dependent Children:

Age 6 monthsto23years ..................... 5,000
Age 15daysto6months ....................... 500

Family premium covers all eligible dependent children.
There is no AD&D benefit for dependent coverage.

Retirement Coverage Provision

Guarantee Issue Benefit for New Employees
How to Apply

If you are a NEW employee, for 120 days following initial
date employed, you are guaranteed acceptance under Plan
1 or Plan 2 and optional family coverage for your eligible
dependents without evidence of insurability. That means
you do not have to answer questions 1, 2 & 3. However,
you must be actively employed on the effective date of your
coverage. If you are enrolling for more than Plan 1 or Plan

2, or have been employed for more than 120 days, please
complete the entire application. Your answers to the general
health questions will help determine your insurability, so be
sure your answers are correct and complete.

You must notify the Plan Administrator when you retire. You may continue your coverage under the retirement plan with no
evidence of insurability. Your benefits under the retirement plan are based on your attained age and will reduce as you enter a
new age category. Accidental Death and Dismemberment benefits are not payable under the retirement plan or for dependents of
active members. Please contact your Plan Administrator at 1-800-722-3365 for more information.

Be sure to sign and date the application form, and if you are insuring
your spouse, have him or her do the same. Detach, staple, and mail to
the administrator. No postage needed. Send no money; premiums will be
handled through payroll deductions, if available, or you will be billed later.

You have 30 days to review your coverage after receiving your certificate.
Please read it carefully. Make sure it's everything you expected. If you
are dissatisfied for any reason, you have a right to send your certificate
back to the insurance company, or to Pacific Educators, within 30 days of
its receipt and your coverage will be cancelled with no questions asked.

Acceptance into this plan is subject to medical evidence of insurability as
determined by Fidelity Security Life Insurance Company®. Depending on
your age, the amount of coverage you request, and your answers on the
application, a medical examination, medical test(s), or other evidence of
good health may be required. Any exams/tests requested by the com-
pany will be conducted at your convenience and at no expense to you.

Effective Date

Coverage will become effective the first of the month following ap-
proval of your application by the underwriting company and receipt
of your first premium payment.

Personal History Interview

To provide you, our client, with the best possible service, we may also
conduct what we call a personal history interview. This is a phone call
placed from our underwriting office. Its purpose is to make sure that the
application information is complete. Our interviewers are trained to con-
duct their calls in a friendly, professional manner. The nature of the infor
mation discussed is always treated as personal and confidential and will
only be used to assess your eligibility for insurance.

Pre-Notice

Although your application is our main source of information, we at Fidel-
ity Security Life Insurance Company® (“FSL’) may also collect or verify
information pertaining to age, occupation, physical condition, health his-
tory and avocations by contacting various individuals or organizations by
correspondence, telephone or personal contact. It may be necessary for
us to share information we obtain with an individual or organization related
to the medical or insurance industry or with an individual performing a
function for us without your express written authorization.

Information regarding your insurability will be treated as confidential. FSL
or its reinsurers may, however, make a brief report thereon to the MIB,
Inc., a not-for-profit membership organization of insurance companies,
which operates an information exchange on behalf of its members. If you
apply to another MIB member company for life or health insurance cover
age, or a claim for benefits is submitted to such a company, MIB, upon re-
quest, will supply each company with the information about you in its file.

Fair Trade Reporting Notice

Upon receipt of a request from you, MIB will arrange disclosure of any
information it may have in your file. Please contact MIB at 866-692-6901.
If you question the accuracy of information in MIB's file, you may contact
MIB and seek a correction in accordance with the procedures set forth
in the Federal Fair Credit Reporting Act. The address of MIB'’s informa-
tion office is 50 Braintree Hill Park, Suite 400, Braintree, Massachusetts
02184-8734.

FSL or its reinsurers may also release information from its file to other
insurance companies to whom you may apply for life or health insurance,
or to whom a claim for benefits may be submitted. Information for con-
sumers about MIB may be obtained on its website at www.mib.com.

QUESTIONS? Call 1-800-722-3365

To Apply, Any Time of Year: Complete Application & Mail
Postage is Paid




GROUP TERM LIFE INSURANCE APPLICATION FIDELITY SECURITY LIFE INSURANCE COMPANY®, KANSAS CITY, MO 64111 (the “Company”) Policy No. TL-141

Proposed Insured Name COMale OFemale / /
(First, Middle, Last) Date of Birth
Address Height Weight
Street City State Zip Ft. In. Ib.
Place of Birth Occupation
Your Beneficiary State/Country
Name Relationship OMale OFemale / / Phone #
Date of Birth
Address Social Security Number
Street City State Zip
Spouse’s Name OMale OFemale / /
(if applying) (First, Middle, Last) Date of Birth
Place of Birth Occupation Height Weight
State/Country Ft. In. Ib.
Please Proposed Insured ~ [] Plan 6 [IPlan5 [1 Plan 4 [1Plan 3 1 Plan 2 [1Plan1 SPOUSE&  [] $5,000
SelectPlan:  Proposed Spouse [ ] Plan 6 [JPlan5 [] Plan 4 [JPlan3 [] Plan 2 [JPlan1 CHILDREN Dependent Plan
Dependent Coverage. If applying for Dependent coverage, please complete the following: (Attach sheet of paper if additional space is needed)
Dependent Full Name Relationship Date of Birth
/ /
/ /
/ /

The Proposed Insured will be the beneficiary for the Dependents.
Please answer the following questions for you and your spouse, if applying:

1. Inthe last 2 years, have you or your Spouse been unable to perform the full-time duties of your occupation for 10 consecutive days? If not employed, have you or your
Spouse been unable to carry out the normal and customary duties of a person of like age and sex in good health during the 90-day period immediately preceding| OYes CNo
the date of this application for 10 consecutive days?

2. In the past 10 years, has anyone proposed for coverage been diagnosed or treated by a member of the medical profession for: Oves CINo
A. A heart murmur, high blood pressure, stroke, or any disease or disorder of the heart, blood or circulatory systems?
B. Asthma, shortness of breath, tuberculosis or any disease or disorder of the lungs or respiratory system? OYes [CONo
C. Colitis, ulcer, kidney disease or liver disease or disorder, or any disease of the digestive, urinary or reproductive systems? OYes ONo
D. Alcoholism, drug abuse, severe headaches, epilepsy, dizziness or any disease or disorder of the brain or nervous system including mental or emotional disorders? | OYes CINo
E. Cancer, tumor, diabetes, blood or sugar in urine, or any disease or disorder of the glands or thyroid? OYes ONo

3. In the past 10 years, has anyone proposed fgr coverage pgen diagnosed by a member of the medical profession for Acquired Immune Deficiency Syndrome (AIDS) Oves CINo
or AIDS Related Complex (ARC) or any other immune deficiency disorder, excluding HIV tests?

4. During the past 5_years has anyone proposed for coverage consulted any physicia_n, surgeon, psycholog_isj, psyc.hiz.atris_t or.oth_er practitioner for any reason not previ- Oves CINo
ously noted on this application; or have you been confined or treated in any hospital, mental health facility or similar institution?

If any of the above questions were answered “Yes”, please explain and provide the following details (required for processing): (Attach sheet of paper if additional space is needed)

Question Number and Condition Name of Family Member Dates Physician’s Name, Full Address and Phone Number

California law prohibits an HIV test from being required or used by health insurance companies as a condition of obtaining health insurance coverage.

AUTHORIZATION TO OBTAIN, RELEASE AND DISCLOSE INFORMATION

| understand and acknowledge that by applying for this group insurance, | am becoming a member of the United Associations of America Group Insurance Trust. | understand the
insurance applied for will become effective on the date specified by the Company only if this application is accepted by the Company and the first premium is paid prior to the death
of any proposed insured. | represent that all statements and answers recorded on this application are true and complete as of the date | signed this application and are made to
obtain the insurance applied for. | understand that any false statement or material misrepresentations in the application may result in claim denial or rescission of coverage, and
that if coverage is rescinded, the Company’s only obligation will be to refund all premiums paid for that person. | have received and read a copy of the Pre-Notice which describes
how information is obtained and used by Fidelity Security Life Insurance Company® (“FSL”). | authorize any licensed physician, medical practitioner, hospital, clinic, other medical
or medically-related facility, insurance company, its authorized representatives, Pharmacy Benefit Manager, MIB, Inc. (MIB), IntelliScript, or other organization or institution that has
any records or knowledge of me or my dependents’ physical or mental health, including significant history, findings, diagnoses and treatment or non medical information, such
as driving records, any criminal activity or association, hazardous sport or aviation activity, use of alcohol or drugs, and other applications of insurance, to give to FSL, its plan
administrators, business associates, or its reinsurers, any such information for use to: 1) underwrite my applications for coverage, make eligibility, risk rating, policy issuance and
enroliment determinations; 2) obtain reinsurance; 3) administer claims and determine or fulfill responsibility for coverage and provision of benefits; 4) administer coverage; and 5)
conduct other legally permissible activities that relate to any coverage | have or have applied for with FSL. FSL or its authorized representatives may release to its plan adminis-
trators, business associates, other insurance companies, MIB, or others whom | authorize in writing, information covered by this authorization. | authorize FSL or its reinsurers to
make a brief report of my personal health information to MIB. A photographic copy of this authorization shall be as valid as the original. | agree this authorization shall be valid for
30 months from the date shown below. | understand that | have the right to revoke this authorization in writing, at any time, by providing written request for revocation to: Fidelity
Security Life Insurance Company® at P.0. Box 418131, Kansas City, MO 64111-8131, Attention: Privacy Officer. | understand that any information that is disclosed pursuant to this
authorization may be re-disclosed and no longer covered by federal rules governing privacy and confidentiality of health information. | understand that my providers may not refuse
to provide treatment or payment for health care services if | refuse to sign this authorization. | further understand that if | refuse to sign this authorization to release my complete
medical record, FSL may not be able to process my application, or if coverage has been issued, may not be able to make any benefit payments. | understand | will receive a signed
copy of this authorization.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement
is guilty of insurance fraud.

Signature Date Signature Date
(Proposed Insured Sign Name in full) (If applying) (Spouse’s Sign Name in full)
A-01192CA (03/17) M-1006
| hereby authorize my employer to deduct from my salary such amounts as may now or hereafter be payable by me and to pay this amount to Fidelity Security Life Insurance Company® or its
authorized administrator for me. The authorization will continue in effect until my employment is terminated or until | submit timely written notice of cancellation to the Payroll Department.

Date Signature Social Security Number
Original Date Employed Home Phone _( ) Home Email Address
| am now a regular active employee of the district Business Phone _( ) (08/2020)

I Click to submit by Outlook Email - If you use an online email provider (Gmail, Yahoo, Hotmail, etc.) See page 1 for instructions “ Click here to print, sign & mail to address on page 1 I





TY SECURITY LIFE
RANCE COMPANY®

3130 Broadway
Kansas City, Missouri 64111-2406
Phone 800-648-8624
A STOCK COMPANY
(Herein Called “the Company”)

FIDELI
INS U

NOTICE AT COLLECTION FOR CALIFORNIA RESIDENTS

Fidelity Security Life Insurance Company® (“FSL”, “we”, “us” or “our”) is committed to being transparent about how we
use, collect and protect personal information. This Notice at the Time of Collection (“CCPA Notice”) describes the
categories and common examples of personal information collected from California residents (“you”, “your”) and the
purposes for which the categories of personal information will be used. We adopt this Notice to comply with the California
Consumer Privacy Act of 2018 (CCPA). This CCPA Notice does not apply to consumers’ personal information exempted
from the CCPA, such as personal information collected pursuant to (i) the federal Gramm-Leach-Bliley Act and its
implementing regulations or the California Financial Information Privacy Act; or (ii) certain medical and health information
covered by HIPAA.

We collect information that identifies, relates to, describes, is reasonably capable of being associated with, or could
reasonably be linked, directly or indirectly, with a particular consumer or household (“personal information”). We may
collect, and within the last twelve (12) months we may have collected, the following categories of personal information
from the sources identified below for the business and commercial purposes indicated, and shared such categories of
personal information with the specified categories of third parties.

What Information Does FSL Collect?

FSL collects the following types of personal information from you as categorized by the CCPA:

CCPA Category of Personal Information Examples

Personal Identifiers. Examples include but are not limited to: a real name, alias,
postal address, unique personal identifier, email address,
social security number, driver’s license number, or other
similar identifiers.

Categories of personal information described in the | Examples include but are not limited to: a name, signature,
California Customer Records Statute (Cal. Civ. Code | social security number, address, telephone number, driver’s
1798.80). license or state identification card number, insurance policy
number, education, employment information including
history, bank account number, credit card number, debit card
number, or any other financial information, medical
information, or health insurance information.

Internet or other electronic network activity information | Examples include but are not limited to: browsing history,
search history, and information regarding a consumer’s
interaction with an Internet Web site, application, or
advertisement.

Characteristics of protected classes under California or | Examples include but are not limited to: age, gender,

federal law. pregnancy, citizenship, familial status, medical condition,
physical or mental disability, veteran or military status.

Sensory Data Examples include but are not limited to: voice recordings of
telephone calls with us, audio, voice, electronic, or similar
information.

N-00295CA 93-33871
\ J






Business Purposes for which the Cateqgories of Personal Information is Used

We may use your personal information for performance of our services, and for other purposes as permitted by law. Some
examples include:

Marketing and providing insurance to California residents;

Determining your eligibility for a quote;

Calculating your premium;

Administering claims;

Answering questions and providing notifications;

Supporting day-to-day business operations and insurance related functions;

Detecting security incidents, protecting against fraudulent or illegal activity, and to comply with regulatory and law
enforcement authorities;

Confirming your identity and servicing your policy;

Providing customer and technical support;

Enhancing your customer experience and improving our products and services;

Creating, maintaining, customizing and securing accounts;

Undertaking internal research for technological development;

Developing and offering new products and services;

Marketing products and services with strategic partners;

Exercising and defending our legal rights and positions;

Managing risk and securing our systems, assets, infrastructure, and premises;

Responding to law enforcement requests and as required by applicable law, court order, or governmental
regulations;

To fulfill FSL’s contractual obligations;

To help ensure the safety and security of FSL’s staff, assets, and resources, which may include, but is not limited
to, physical and virtual access controls and access rights management; supervisory controls and other monitoring
and reviews, as allowed by law; and emergency and business continuity management; and

As otherwise required by federal or state law.

We will not collect additional categories of personal information or use the personal information we collected for materially
different, unrelated or incompatible purposes without providing you notice.

Additional Information

FSL does not sell consumers’ personal information triggering opt out requirements under CCPA.

For additional information on the Personal Information we collect and your rights under the CCPA, please review our
California Privacy Notice found on our website at www.fslins.com.

If you have questions about this Notice, please contact us at:

Phone:
Email:

800-648-8624
CCPA-Request@fslins.com

Address:  Fidelity Security Life Insurance Company

Attn: Customer Service Department
3130 Broadway
Kansas City, MO 64111



http://www.fslins.com/

mailto:CCPA-Request@fslins.com
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