Dcafbo.f i1 % Noi'ion(ll" CiNewEnoimet Cichange ENrollment Form

Adminiatrative Offices: Downers Grove, lllinois | Dallas, Texas
EMPLOYER: [f group is self-admintstersd; submit enroliment form anly ¥ evidence of insurabfiity s required. f group 1 not salf administered, submit enrclimant form 10 us.

EMPLOYEE NAKE — LAST FIRET MIDDLE INITAL s&X ~ DATE OF BIRTH DATE OF HiRE (FULL THE}
U lul Ju ‘
SOCIAL SECURITY NO. (THS IS YOUR GERTIFICATE NO.)|  EARNINGS 01 Weey | JOBTITLE CLAss
- $ _ LI Mooty CI Anrua N
EMPFLOYER GROUP NOJACCGUNT NO, LOGATION
/

COVERAGE SELECTION: Your non-medical group insurance program may nat includa alf the benefita listed below, Ask your employer for the
detalls about the benefits avallable to you, your cost, It any, and whather you will be required to complete a health queationnaire.

BASIC COVERAGE(S) Supplsmental Lite Supplamental AD&D Other
Basic Lif/ADSD | STDBensfit | LTDBenwiit | Depencentiye |[1A%! [JChange [1Del |[1Add [1Changa [10el. |[1Yes [INo
Oves Ono | Oves no {oves gno {oives gne | 8 s $
Yo = e (Ajad 3tal Amount
VOLUNTARY ~ "WERAGE(S) (Evidenca of Insurability may be -
raquired on emphsyoe and spouse Life and Critical lilness Insurance) Egﬁ'ﬂ' ﬂmﬁ: www::
Voluntary Term Life: Employes OYES- [JNO
Voluntary Term LHa: Snougg : OYES [INO
Voluntary Tefm Lue. wepsndent Child{ren) OYES [ONO
Voluntary AD&D: 0 Individual O Famliy O NC
Voluntary Short-Term Disabliity - Incremental OYes ONO
Voluntary Short-Term DIsuuwsty - % of Earnings OYES [ONO
Voluntary Long-Term Disabllity « Incramental [JYES [JNO
Voluntary Long-Term Disabillty - = o1 Earnings [JYES [JNC
SPOUSE NAME — LAST FIRST ML | BEX SPOUSE DATE OF BIFTH : APCusz OCIAL BECURITY #
(it applicant) MO FO
Has Employes (If applicant) used clgaretiea or other mhacco products Has Spouse {if appicant) used cigareties or cther tobacco products
inthe last 2 years? [JYES [JNO intha last 2 years? [JYES [JNO
* Revlew the following guldelines which apply to voluntary coverage(s)
* You may enroll, apply for addilonal coverage, or request a * Your Voiuntary LTD and/or Voluntary STD benefit for
change to current voluntary benefits only during a scheduled incremsntal plans may not exceed G0% of your baslc eamings
enroliment period. (excluding bonuses, avertime and any extra compensation
+ If you are eligible for state-mandated temporary disability other than commissions). )
benefits, or any employer spansored income replacement * New Voluntary LTi) plans and benefit increases are subject 1o
benafits, the cambination of your state maridated benefit or @ pre-existing condition limitation. Your certificate of coverage
other Income benefit and your STD weekly benefit may not will fully expialn this limhation.
exceed 80% of your basic weekly eamings. + If your eamings are based in whole or in part on commissions,
+ New Voluntary STD plans and benefit increases ara subjectto - Sommissions will be averaged over the 12-month perlod prior
a 12/12 pre-existing condition Jimitation (312 in PA). to the date disability begins.

BENEFICIARY DESIGNATION (For Employes Only: Must Be Completed if you have applied {or life or AD&D insurance) If two or more
primary beneficiaries are named, and you do not list benefit parcentages, proceeds wilt be paid in equal shares to the named primary
beneficlaries who survive you. [f no primary beneficiary survives you, proceeds will be pald to the contingent beneficiary(ies). if you list
benefit parcontages, the total must equal 100%. {Employee is the beneficlary of proceeds from spouse or child coverage.)

FIRST NAME LAST NAME DATE OF BIRTH RELATIONSHIP SOCIAL SECURITY # BENEFIT %
Primary o4
Primary 8
Contingent %

| HEREBY REQUEST TO BE INSURED AND AUTHORIZE DEDUCTIONS, IF ANY, FROM MY COM:  SATION FOR MY SHARE OF THE COST OF THE BENEF[TS TO
WHICH { MAY BE ENTITLED UNDER THE GROUP POLICY (IES) ISSUED TO THE EMPLOYER LIST = ABOVE. | UNDERSTAND THAT IF | AM NOT ACTIVELY AT WORK
AB DEFINED N THE POLICY ON THE DATE MY COVERAGE WOULD OTHEAWISE BECOME EFFECTIVE, MY INSURANCE WILL NOT BEGIN UNTIL THE DAY | MEET

THE POLICY DEFINITION OF ACTIVELY AT WORK. FOR THOSE COVERAGES | HAVE DECLINED, | UNDERSTAND THAT IF | CHOGSE TO ENROLL AT ALATER DATE,
MY COST MAY BE HIGHER AND A HEALTH QUESTIONNAIRE MAY BE REQUIRED.

Any person who knowingly and with intent fo defraud any insurance company or other person files an appiication for insurance or:
statement of claim containing any materially false information, 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 crimina

| and civil penalties.
{Not enforceable in OR or VA.) ‘_FWLL;SWl
EMPLOYEE SIGNATURE DATE ! / j .

Produsis and 8ervices M. v w~w 118 Dearbom National™ wod and the star logo are underwritten and/er pro....d by Fort Dearbon Life nsuranca Comparny®
{Downera Grova, IL) In all states (exciuding New York), the District of Columbta, the United States Virgin jalands, the Brilish Virgin islands and Guam,
9-552-207
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