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coverage at great rates.

headquartered in Houston, Texas, is a leading 

services that incorporate an integrated approach 

MONTHLY PREMIUM

Amount
Age

18-39
Age

40-49
Age

50-59
Age
60+

$500 $20.55 $23.70 $33.20 $42.70
$600 $24.66 $28.44 $39.84 $51.24
$700 $28.77 $33.18 $46.48 $59.78
$800 $32.88 $37.92 $53.12 $68.32
$900 $36.99 $42.66 $59.76 $76.86

$1,000 $41.10 $47.40 $66.40 $85.40
$1,100 $45.21 $52.14 $73.04 $93.94
$1,200 $49.32 $56.88 $79.68 $102.48
$1,300 $53.43 $61.62 $86.32 $111.02
$1,400 $57.54 $66.36 $92.96 $119.56
$1,500 $61.65 $71.10 $99.60 $128.10
$1,600 $65.76 $75.84 $106.24 $136.64
$1,700 $69.87 $80.58 $112.88 $145.18
$1,800 $73.98 $85.32 $119.52 $153.72
$1,900 $78.09 $90.06 $126.16 $162.26
$2,000 $82.20 $94.80 $132.80 $170.80
$2,100 $86.31 $99.54 $139.44 $179.34
$2,200 $90.42 $104.28 $146.08 $187.88
$2,300 $94.53 $109.02 $152.72 $196.42
$2,400 $98.64 $113.76 $159.36 $204.96
$2,500 $102.75 $118.50 $166.00 $213.50
$2,600 $106.86 $123.24 $172.64 $222.04
$2,700 $110.97 $127.98 $179.28 $230.58
$2,800 $115.08 $132.72 $185.92 $239.12
$2,900 $119.19 $137.46 $192.56 $247.66
$3,000 $123.30 $142.20 $199.20 $256.20
$3,100 $127.41 $146.94 $205.84 $264.74
$3,200 $131.52 $151.68 $212.48 $273.28
$3,300 $135.63 $156.42 $219.12 $281.82
$3,400 $139.74 $161.16 $225.76 $290.36
$3,500 $143.85 $165.90 $232.40 $298.90
$3,600 $147.96 $170.64 $239.04 $307.44
$3,700 $152.07 $175.38 $245.68 $315.98
$3,800 $156.18 $180.12 $252.32 $324.52
$3,900 $160.29 $184.86 $258.96 $333.06
$4,000 $164.40 $189.60 $265.60 $341.60
$4,100 $168.51 $194.34 $272.24 $350.14
$4,200 $172.62 $199.08 $278.88 $358.68
$4,300 $176.73 $203.82 $285.52 $367.22
$4,400 $180.84 $208.56 $292.16 $375.76
$4,500 $184.95 $213.30 $298.80 $384.30
$4,600 $189.06 $218.04 $305.44 $392.84
$4,700 $193.17 $222.78 $312.08 $401.38
$4,800 $197.28 $227.52 $318.72 $409.92
$4,900 $201.39 $232.26 $325.36 $418.46
$5,000 $205.50 $237.00 $332.00 $427.00



DISABILITY INCOME INSURANCE:
Group Disability Coverage You Need When it Counts Most

Did you ever think about what would happen

to bring home a paycheck? With
Disability Income Plus you won’t have that 

a payment to spend however you wish — to help 
cover everyday expenses, medical costs, and 

you 

Pregnancy leave

Here’s how it works:

Coverage type – Guaranteed renewable to age 70,

or sickness.

income per month. Minimum $500; maximum $5,000

gross monthly pay.

Sickness includes Total Disability due to normal

period.

disability.

disability provided maximum has not been reached.

Club Counselors are ready to answer your 
Disability Income Plus

short term disability insurance. Call today.

(800) 464-0452
Employees Club of California
311 S. Spring St., Ste 1300
Los Angeles, CA 90013
www.employeesclub.com

Insurance Services, Inc. (CA DOI Lic. #0B98000).  LACEA Insurance 

the usual and customary way; or
You are unable to engage with reasonable

mental capacity.

Add this valuable coverage
 is an 

you are unable to bring home a paycheck — even 

Enrollment is easy.
to answer to get valuable coverage that will give 

mind.



Enrollment Form for 

PLEASE INDICATE: ENROLLMENT FOR NEW COVERAGE CHANGE TO EXISTING COVERAGE

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  No
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. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  No

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  No

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  No
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Gender  Male  Female
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% Credit

Signed at: 



FOR LOS ANGELES CITY AND DWP EMPLOYEES

PAYROLL DEDUCTION AUTHORIZATION

City Employee #
City Dept #  (5 - 6 Digits)

To:

DWP Employee #

City Active

City Retired

Fire/ Police Pension 
(Officers Only)

DWP Active

DWP Retired

Los Angeles City / DWP Employee Date

Social 
Security 
Number

Controller–City of Los Angeles, or Fire and Police Pension, 
or City Employees Retirement System, or Paymaster–
Department of Water and Power

Please select one:

FOR OFFICE USE ONLY

Code DeductionSIGN
HERE X

I hereby authorize the deduction from my salary or pension of amounts 
sufficient to cover premiums/membership fees for any of my group benefits 
provided by the Employees Club of California. In the event that any premiums 
should change due to age, an increase in salary or benefits, or a general rate 
increase for the entire Association, I authorize you to make such changes 
upon notification from the Employees Club of California. This deduction will 
remain in force until canceled by me in writing.

Employees Club of California
311 S. Spring St. STE 1300
Los Angeles, CA 90013
(800) 464-0452
info@employeesclub.com
www.EmployeesClub.com

By signing the Payroll Authorization Form, I authorize a monthly payroll or pension deduction of $7.50 ($4.00 for 
retirees), in addition to any other authorized deductions, for access to full Club benefits. This authorization will 
remain in effect until I revoke it in writing.

Last Name Middle InitialFirst Name

2408_SLAM



FOR EMPLOYEES OF THE STATE OF CALIFORNIA

Organization Name

California State Employee Date

Last Name Middle InitialFirst Name Social 
Security 
Number

Los Angeles City Employees Association, Inc. (LACEA)

California State Controller

SIGN
HERE X

I hereby authorize the State Controller to deduct from my salary and wages the amount specified 
now or in the future for membership dues and any benefit program for which I have applied, which 
is sponsored by the above-named organization. This authorization will remain in effect until canceled 
by me or by the above-named organization. I certify that I am a member of the above-named 
organization and understand that termination of membership will cancel all deductions made under 
this authorization.

To:

FOR OFFICE USE ONLY

Code Deduction

Employees Club of California
311 S. Spring St. STE 1300
Los Angeles, CA 90013
(800) 464-0452
info@employeesclub.com
www.EmployeesClub.com

PAYROLL DEDUCTION AUTHORIZATION By signing the Payroll Deduction Authorization, I authorize a monthly deduction of $7.50 from my payroll, plus 
any other authorized deductions, for full Club benefits access. This remains in effect until I revoke it in writing.

089-067Ded./ Org. Code:

2408_SLAM
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