
The following information is provided by Taylor & Taylor especially for ASMP members. Details of contact
information are in the Benefits section on ASMP’s Web site.

ASMP ACCIDENTAL DEATH & DISMEMBERMENT AND LOSS OF SIGHT INSURANCE PLAN

Accidental death and dismemberment and loss of sight insurance has become one of the most important forms
of personal insurance a professional photographer can purchase. As an active ASMP member under the age of
75 you can obtain high limits and broad coverage at low rates.  Coverage is also available for your spouse and
employees under the age of 75.

This policy will give your family important financial protection and help you build an estate for them in the
event of an untimely death from an accidental bodily injury.

You may select any one of the following Principal Sum amounts for yourself and your spouse:

    Benefits   Premiums

ASMP Member Spouse Employee ASMP Member Spouse Employee

a. $100,000 $ 50,000 $ 50,000 $ 60.00 $ 30.00 $ 30.00
b. $200,000 $100,000 $100,000 $120.00 $ 60.00 $ 60.00
c. $300,000 $150,000 $150,000 $180.00 $ 90.00 $ 90.00
d. $400,000 $200,000 $200,000 $240.00 $120.00 $120.00
e. $500,000 $250,000 $250,000 $300.00 $150.00 $150.00

If injuries result in death or dismemberment or loss of sight within 365 days after the date of accident, the policy
provides the following benefits:

Loss of life The Principal Sum
Loss of two or more membersThe Principal Sum
Loss of one member One-half the Principal Sum
 
Member means Hand, Foot or Eye

THIS HANDOUT IS MERELY A HIGHLIGHT OF THE ACCIDENTAL DEATH & DISMEMBERMENT
POLICY AVAILABLE FOR ASMP MEMBERS. IT IS NOT INTENDED TO REPLACE OR SUPERSEDE ANY
OF THE TERMS AND/OR CONDITIONS OF THE POLICY. PLEASE REFER TO THE ACTUAL POLICY
FOR AN EXACT DETERMINATION OF COVERAGE AS THE POLICY CONTAINS SPECIFIC
EXCLUSIONS NOT OUTLINED IN THIS HANDOUT.



The American Society of Media Photographers
Application for Accident Insurance

1. Member Name ______________________ Date of Birth _______

2. Spouse Name ______________________ Date of Birth _______

3. Address _________________________________

4. City    __________________ State ___________

5. Zip Code __________

6. Occupation _________________________________

7. Your Beneficiary _________________ Relationship ________

8. Wife’s Beneficiary _______________ Relationship _________

PLEASE INDICATE MEMBER SPOUSE EFFECTIVE DATE
PRINCIPAL SUM
DESIRED ______ ______ ______________

Signature of Applicant _______________________________

7. Employee Name ____________________ Date of Birth _______

8. Address __________________________

9. City    __________________ State ___________

10. Zip Code __________

11. Occupation _________________________________

12. Your Beneficiary ________________ Relationship________

PLEASE INDICATE EFFECTIVE DATE
PRINCIPAL SUM
DESIRED ___________ ______________

Signature of Applicant _______________________________

Zurich-American Insurance Company


