
neo..rborn * No.honor □ New Enrollment □ Change Enrollment Form 
Administrative Ofllces: Downers Grove, llllnols I Dallas, Texas 

EMPLOYER: If group Is self-administered; submit enrollment form only If evidence of lnsurabftfty la 19q111red. If group Is not aell lltnkllstered, submit enrolment fonn lo us. 

EMPlDYEE NAME - LAST FIRST MJDDI.E INITIAL SEX 

M□ F□ 

DATE OF BIRTH Dlill: 0F HIRE (l'\JI.L TIME} 

SOCIAL SECURITY NO. (T)11S IS YOUR CEl'ITIFICATE NO.) EARNINGS 

$ 
EMPlDYER 

□ W--"tt 
□ Monthly □ Annual 

GROUP NOJACCOUNT NO. 

JOBT!Tl! Cl.ASS 

LOCATION 

I 
COVERAGE SELECTION: Your non-medical group Insurance program may not Include an lhe benefits Isled below. Ask your employer for the 
details about the benefits available to you, your cost, If any, and whether you wlll be required to complete • h•lth qu•tlonnalre. 

BASIC COVERAGE S Suppl-tat ur. Supplemental AD&D oo-___ _ 
0 Add O Change O Del. 0 Add O Change O Del. 0 Yn O No 

$ _______ $ _______ $ ____ _ BHIC UlwAD&D STD Benefit LTD Benefit Dependent ur. 
DYES ONO DYES ONO DYES ONO DYES ONO 

VOLUNTARY COVERAGE(S) (Evidence of lnsurabfllty may be 
required on employee and spouse Ufe and Crltlcal Illness l111urance) 

Voluntary Term ure: Employee D YES · D NO 

Voluntary Term Life: Spouse DYES ONO 

Voluntary Term Ufe: Dependent Chlld(ren) 

Voluntary Short-Term Dlssblllty • % of Earnings DYES ONO 

Voluntary Long-Term Disability • Incremental DYES ONO 

Voluntary Long-Term Dlsablllty •%of Earnings D 

(A)dd 
(C)hange 
D ete 

Total Amount 
o!Covwrage 
A fled for 

H (Cl, my prior 
COV WH 

SPOUSE NAME - LAST 
(II applicant) 

FIRST M.L SEX SPOUSE DATE OF BIRTH 
MO FD 

SPOUSE SOCIAL SECURITY I 

Has Employee QI appllcant) used cigarettes or other tobacco products Hu Spouse QI applcant) uaed cigarettes or other tobacco products 
In the last 2 years? 0 YES O NO In ihe lut 2 years? 0 YES O NO 

• Review the following guidelines which apply to voluntary coverage(s) 

You may enroll, apply for additional coverage, or request a 
change to current voluntary benefits only during a scheduled 
enrollment period. 

• If you are eligible for state-mandated temporary disability 
benefits, or any employer sronsored Income replacement 
benefits, the combination o your state mandated benefit or 
other Income benefrt and your STD weekly benefrt may not 
exceed 60% of your basic weekly earnings. 

• New Voluntary STD plans and benefit Increases are subject to 
a 12/12 pre-existing condition limitation (3/12 In PA). 

• Your Voluntary LTD and/or Voluntary STD benefit for 
Incremental plaris may not exceed 80% of your basic earnings 
(excluding bonuses, overtime and any extra compensation 
other than c~mmlssions). 

• New Voluntary LTD plans and benefit increases are subject to 
a pre-existing condition limitation. Your certificate of coverage 
will fully explain this limitation. 

• If your earnings are based In whole or In part on commissions, 
commissions will be averaged over the 12-month period prior 
to the date disabliity begins. 

BENEFICIARY DESIGNATION (For Employee Only: Must Be Completed If you have applied for life or AD&D Insurance) If two or more 
primary beneficiaries are named, and you do not 11st benefit percentages, proceeds.will be paid in equal shares to the named primary 
beneficiaries who survive you. It no primary beneficiary survives you, proceeds will be paid to the contingent beneflclaryQes). If you list 
benefit percentages, the total must equal 100%. (Employee Is the beneficiary of proceeds from spouse or child coverage.) 

FIRST NAME LAST NAME DATE OF BIRTH RELATIONSHIP SOCIAL SECURITY# BENERT% 

Primary % 
Primary % 
Contingent 

% 
I HEREBY REQUEST TO BE INSURED AND AUTHORIZE DEDUCTIONS, IF ANY, FROM MY COMPENSATION FOR MY SHARE OF THE COST OF THE BENEFITS TO 
WHICH I MAY BE ENTITLED UNDER THE GROUP POLICY (IES) ISSUED TO THE EMPLOYER LISTED ABOVE. I UNDERSTAND THAT IF I AM NOT ACTIVELY AT WORK 
AS DEFINED IN THE POLICY ON THE DATE MY COVERAGE WOULD OTHERWISE BECOME EFFECTIVE, MY INSURANCE WILL NOT BEGIN UNTIL THE DAY I MEET 
THE POLICY DEFINmON OF ACTIVELY ATWORJ<. FOR THOSE COVERAGES I HAVE DECLINED, I UNDERSTAND THAT IF I CHOOSE TO ENROi.LAT A LATER DATE, 
MY COST MAY BE HIGHER AND A HEALTH QUESTIONNAIRE MAY BE REQUIRED. 

Any person who knowingly and with Intent to defraud any Insurance company or other person flies an applicatlon for Insurance or· 
statement of claim containing any materially false lnfonnation, or conceals for the purpose of misleading, Information concerning any 
fact material thereto, commits a fraudulent insurance act Which is a crime and subjects such person to criminal and civil enalties. 
(Not enforceable In OR or VA.) l'ORFDI.USEONLY 

EMPLOYEE SIGNATURE____________________ DATE / / 

Products and servtcss marketed under the Dearborn Nattonal"' brand and the star logo are underwritten and/or provided by Fort Dearborn Ufa Insurance Companycl 
(Downers Grove, IL) In all states (excluding New York), the Dlatricl of Columbia, the United States Vlrgk, Islands, the Brittsh Vltgln Islands and Guam. 

9•552·207 R1/10 I Z5220 


