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Guardian Life, P.0. Box 14319,
Lexington, KY 40512

Ptease print clearly and mark carefully.

Emplover Name: MOUNTAIN VIEW SCHOOL DISTRICT Group Plaa Number; 00563214 Benefits Effective;
PLEASE CHECK APPROPRIATE BOX tnitial Enroilment Add Employee/Dependents Drop/Refuse Coverage information Change
Class: BUSINESS OFFICE AND Division: Subtotal Code; {Please abtain this fram your Employer)
ADMINISTRATIVE STAFF NOT
CAPPED
Ahout You: Employer Provided Identilication: Soclal Security Number
First, Mi, Last Name:
Your Sociaf Security Number must be provided if
enrofling for Life Coverage. Skort Term Disability
Coverage andfor Long Term Disability Coverage,
Address Gity Stafe Zip
Gender: M F Date of Birth {mm-dd-yy): - -
Phene (indicate primary):  Heme ( -
Work{___ Yy -
Mobile ( ) -
Email Address (Indicate primary}  Home Work
Are you married or do you have a partner?  Yes No Date of marriage/union: - -
Do you have children or other dependents?  Yes No Placerment date of adopled child: - -
About Your Joh: Job Title:
Work Status:
Aclive Retired  CobrasSiate Continuation Date of {ul time hire: - - Annuat Salary: §
Hours worked per wesk:
Drop Goverage: Coverage Being Drapped:
Brop Employee Drop Dependents Basic Life
The date of withdrawal cannot be prior to lhe date this ferm is completed Long Term Disability
and signed,
Lasl Day of Goverage: - -
Termination of Employment Retirement
Last Day Worked; - -
Gther Event:
Date of Event: - -
| have been offered the above coverage(s) and wish to drop enrellment for the following reasons:
Covered under another insurance pian
Other
(additional information may be reguired)
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Basic Life Coverage:

Benefit reductions apply. Please see plan atdministrator.

The amount of life insurance coverage you select may be either a specific dollar amount or an ameunt that is a multiple of your salary and may be subject to certain reductions
as stated in the certificate of coverage covering you or your dependents.

Policy Amount
Employee Only

1 200% of your annual
salary to a maximum of
$200,000

The Guarantee Issue

dame your beneficlaries: (Primary beneficlary percentages must total 100%)

I{ additional space is neadedl, nlease attach a separate sheel of paper with this
infformation along with your enrelimen! form. Be sure {o sign and dale (mm-dd-yy) the
pager and keep a copy fer your records.

Primary Beneficlarles:

Amotnt Is $200,000, tiame: Saclal Security Number: - - Yo___
* if Employee is 65+ Date of Blrth {mm-dd-yy}:__ - - Address/Cily/Staie/Zip:
henefit reductiens may
apply which may change Phone: ( ) - Relationship to Employee:
the Gi amount. Please see ) .
enrofiment materials for Name: Sacial Security Numbar: - - Y%o____
details. Date of Birth {(mm-dd-yy}: - -  Address/City/State/2ip:
Phone: ( } - Relationship te Employee:
Contingent Beneficiary: Social Securily Number: - -~
Date of Birnth (mm-dd-yy}:__ - - Address/City/State/Zip:
Phone:( } - Relationship to Employee:;

{in the event the primary beneficiaries are deceased, the contingent beneficiary wilt receive
the benefit, Employer maintains bensficiary information.)

Please centact your employer for any recerd of or changes to your heneficiary information.

Spouse and dependent child{ren) — If the intended beneliclary is to be somaone other
than the employes, please complete the Beneliciary Designation form.

Attention: if any of the beneficiaries named above Is a minor (a person under the age of 18
or 21, depending on thair state of residency), state law may limit Guardian’s ability to pay
life insurance proceeds directly to them for as long as they remaln a minor. State Uniform
Transfers to Minors Act (UTMA} laws, where appilcable, may allow for the normal course of
payment of these proceeds, or a portion thereof, to the minor beneficlary's designatad
Custodian to manags on the minor's behalf until they reach adulf age. At that time, the
proceeds are turned over to the adult child, who ean use the proceeds In any way he or she
chooses.

Are any of the beneficiaries idenlified above constdered a minor in the slaie in which
they reside? Check one box onfy. Yes No

1f you answered “Yes”, please name the legally designated UTMA Custodian for all minor
heneficiaries you have designated:

Custodian ta Minor Beneficiarles:

Name: Social Security Number {or
FEIN/TIN # if 2 corporate enlily): -

Date of Bith (mm-dd-yyyy) (if an individual): - -
Address/City/State/Zip:

Phone: { ) -

If this Basic Life policy will replace your existing life insurance policy under your current employer, provide the amount of the previous policy §

Important Noles:
* Based on your pian benefits and age, you may be required to complete an evidence of insurability form.

Long-Term Disability (LTD) Coverage:

The amount of LTD coverage you select may be either a specific dollar amount or an amount that is a multiple of your salary and may be subject fo certain reductions as
stated In the certificate of coverage covering you.

Monthly Benefit
¥ 60% of salary to a maximum of $2,000




Guardian Group Plan Number: 00563214 Please print employee name;

Signaturs

Submission of this form does not guarantes coverage. Among other tiings, coverage is confingent tpon undenwriting approval and meeting the applicable eligibility
requirements as set forth in the applicable benefit booklst,

1 snderstand that | mszst be actively at work or my elected coverage will not iake sffest untii | have met the eligibility requirements (as defined in the benefit booklet.} This
does not apply to eligible retirees.

| understand that if | waive coverage, | may not be eligiale te enrell until the next open enraliment period. Late entrant penalties may apply. | understand that | may aiso
have to provide, at my own expense, proof of each person’s insurability. Guardian or its desigaes has the right to reject my requast.

1 understand that my coverage will nat be effective until approved by Guardian or its designated undarwilter,

| hereby apply for the group benefit(s) that | iave chosen above.

| understand that | must meet eligibility requiraments for all coverages that | have chosen above.

] agree that my employer may deduct premiums from my pay if they are required for the coverage | have chosen above.

I acknowledge and censent to receiving electronic coples of applicable insurance related documents, In lieu of paper copies, to the extent permitted by applicable faw, |
may change this election only by providing shirty (36) day prior written notice.

1 consent to elsctronic communication from Guardian, such as emails and text massages, regarding my covarage(s). | may change this election only by providing
{thirty) 30 days prior wrilten notice.

| altest that the information provided above is rue and correct fo the bast of my knowledge.

Any person who with intent to defraud any insurance company or other person files an application for insurance or statements of ¢laim containing any materially, false
information or canceals far purpose of misleading information concerning any fact material therelo, commiis a fraudulent insurance asi, which is 2 erime, and may
also be subject to civil penaliles, or denial of insurance henefits.

The stale in which you reside may have a specilic state fraud warning. Piease refer to the attached Fraug Warning Statements page.

SIGNATURE OF EMPLOYEE X DATE
SIGNATURE OF SPOUSE {IF APPLYING FOR LIFE [NSURANCE) X DATE Enroliment kit S0EG3214, 0001, EN
SIGNATURE GF DEPENDENT CHILD (IF AGE 18 OR OVER AND APPLYING FOR LIFE INSURANCE) X
DATE
SIGNATURE OF DEPENDENT GHILD (IF AGE 18 OR OVER AND APPLYING FOR EFE INSURANCE) X DATE

Fraud Warning Statements

Tha laws of several slales require the following stalements lo agpear en he enrollment form:

Alahama: Any person who kaowingly presents a faise or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for
insurance Is guilty of 2 crime and may be subfect to restitution fines or confinemant in prison, or any combination thereof,

Calllornia: For your proteciton California law requires the following to appear an this form: Any person who knowlngly presents false or fraudulent elaim for the payment of &
loss is guilty of a crime and may be subject to fines and cenfinement in state prisan.

Calarade: I Is unfawéul to knowingly provida talse, incomplete, or misleading facts or iafermatton to an insurance company for the purpose o defrauding or altempting to
defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurange company who
knowingly provides false, incomplete, or misfeading facts or infermation 1o & policy holder or claimant for the purpose of defrauding or attempting to defraud the poficy
holtter oF claimant with regard to a settlament or award payable from insurance proceeds shalt be reported to the Colorade Divisien of Insurance within the Department of
Reguiatory Agencies.

Delaware, indiana and Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or decelve any insurer, makes any claim: for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felany.

Disttict of Columbia; WARNING: 1 Is a crima to provide talse or misleading information to an insurer for the purpose of defrauding the insurer or any other parson, Penalties
include imprisenment and/or fines. In addition, an insurer may deny insurance benefits, if false information materially refatad 1o a ciaim was provided by the applicant,

Flarita; Any persan who knowingly and with intent to injure, defraud, or deceive any insurer files a statermant of claim or an application containing any false, incompiete, or
misleading information is guilty of a feleny of the third degres.

Kentueky: Any person who knewingly and with intent to defraud any insurance company or ather person files a statemant of claim containing any materially false information
or conceals, for the purpose of misleading, Information concerning any fact material thereto commits a fraudutent insurance act, which is a crime.
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Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of 4 loss or benedit s guiity of a erime and may be subject to fines and confinements
In state prison,

Malne: Itis a crime to knowingly provide false, incomplete or misleading informatior te an insurance company for the purpose of defrauding the company, Penaliies may
include imprisonment, fines or a denial of insurance benefit,

Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benafit or knowingly or willfully presents false information in an
application for insurance is guilty of a erime and may b subject to fines and confinement In prison.

Missouri: Any person who with intent to defraud any insurance corpany or other person files an application for insurance or statements of claim containing any knowingly
fatse information, or ¢onceals for purpose of misleading information concerning any fact material hereto, commits a fraudulent insurance act, which is a crime, and may also
be subjest to civil penalties, or denial of insurance benefits subject 1o the conditions/provisions of the policy.

QOregon: Any person who with intent lo defraud any insurance company or other person files an application for Insurance o statements of ¢laim containing any materially
false information, or conceals for purpose of misleading information concerning any fact material therele, may be committing a fraudulant act, and may be subject to civil
penalties or dental of insurance benefits.

New Jersey: Any parson who keowingly files a statement of claim containing any false or misteading information is subject 1o eziminal and civit penalties.

New Mexlgo: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT GLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE
INFORMATION I AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO GIVIL FINES AND CRIMINAL PENALTIES,

Ohio: Any persen who with intant to defraud or knowing that he/she is facifitating a fraud against an insurer, submits an application er files a claim containing a faise or
deceptive statement is gullty of insurance fraud.

Okiahoma: WARNING: Any person whao knowingly, and with the intent 1o injure, defraud or deceive any insurer, makes any claim for the precesds of an insurance policy
containing any false, incomplete or misleading informatlon is guilty of a felony,

Pennsylvania: Any person who knowingly and with intent io defraud any insurance company or other person flles an application for Insurance or statement of claim
containing any materiatly false information or conceals for the purpose of misleading, infarmation concerning any fact material thereto commits & fraudulent insurance act,
which is a crime and subfecis such person to criminal and civil penalties,

Rhode Island: Any person who knowingly and wilifully presents a false or fraudulent claim for payment of a loss or benefit o knowingly and williully presents laise
information in an application for insurance is guilly of a crime and may be subject to fines and confinement in prison.

Tennessee and Washinglon: Itis a crime to knowingly provide false, Incomplete or misleading Information to an insurance company for the purpose of defrauding the
company. Penalties may include imprisonment, fines or & denial of insurance benefits,

Virginia: Any person who with intent te defraud or knowing that hefshe is facilitating a fraud against an Insurer, submits an application ot files a claim containing a false or
deceptive statement may have viokated state law,




