
AMERICAN HERITAGE LlFE INSURANCE COMPANY (AHL) 
1776 AMERICAN HERITAGE LlFE DRIVE 

JACKSONVILLE, FLORIDA 32224 

ENROLLMENT FORM 

Workplace Division 
GENERAL INFORMATION SECTION 

Please print with black ink (Please complete entire section for all coverages) 

Are you adding any coverage or changing any of your existing coverage due to marriage, birth, adoption, employment status 
change, etc.? 0 Yes a No 

EMPLOYEE'S NAME Last (Sr, Jr, etc.) First M.I. 

I I I 

I If "yes", indicate type of change: 
Date of change Current Certificate Number 

BlRTHDATE(MM1DDNEAR) 

0 M 
0 F 

HOME ADDRESS (Street or P.O. Box) 

HOME PHONE NUMBER 

DEPENDENT COVERAGE SECTION 
(Please complete if dependent coverage elected. Use additional paper if needed.) 

SOCIAL SECURITY NUMBER 

OCCUPATION 

Dependent's Name 
(Last, First, M.I.) 

CancerISpecified Disease 
Yes No 

~ ~ ~ ~ i ~ d  
Single 

CITY 

EMPLOYER 
University of North Alabama 

Benefits 

Units 
Low Option a High Option 

AWD5017-1 (University of North Alabama) 

DATE HIRED (MMIDDNEAR) 

PLANT OR DIVISION 

Relationship 

Plan 

l 

-- - - - 

STATE 

BENEFICIARY'S NAME (Last, First, M.I.) RELA1-IONSHIP 

Do you currently have an individual Cancer product with AHL? Yes No 
If "Yes", please enter the Policy Number 
Do you wish to terminate this coverage? Yes No If "Yes", please enter the effective date of termination 

Hospital 

I 
3 

ZIP 

Section 125 

a Yes IJ No 

Percentage Credit 
100% 

Social Security Number Sex 

Total Monthly Premium 
Low Option High Option 

Employee Only $ 12.56 $28.20 
Family 0 $21.56 0 $48.36 

ACCEPTANCE: I hereby request,all coverage checked "yes" above for which I am or,may become eligible under the group 
coverages Issued by AHL. I author~ze m em lo er to deduct from my earnlnps any contrlbutlons requlred of me for the 
of premiums for such coverage. . I U d DE d'?' S AND that the "effectwe date' of m elected coverages will be the e f f e c ~ ~ ~ m d : ~ ~  
recorded on m Certificate, not the date this Enrqllment form is signed. - WAIVE&DECLINA~I,ON: I understand that if I refuse 
any coverage !or wh~ch I am ell ~b le  (by checkin no" above), sat~sfactory proof of ~psurabll~X maybe required, at my own 
expense, should I deslre to apply(ior it at a later daye. Any such appllcatlon may be decllned on t e basis of such proof. 
Date Employee's 
Signed Signature 

Producer1 Agent Number 
GERAO 

PremiumlBilling Mode 

Monthly 

Issue Date 
Cash With Application 

Date of Birth 
(MMIDDNEAR) 

Radiation I 
Chemotherapy 

2 
4 

Case Number 

Employee ID 

Situs State 
AL 

Misc. 

1 
1 

Surgery 
Related 

1 
3 

Initial Diagnosis 
Option 

2 
5 

Intensive Care 
Option 

2 
4 

Cancer Screening 
Option 

2 
4 


