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Guardian
Life,P.O.Box

14319,
Lexington,KY

40512
Please

printclearly
and

m
ark

carefully.

And
its

Affiliates
and

Subsidiaries

C
E
F2014-M

A

Em
ployerNam

e:City
ofSpringfield

Group
Plan

Num
ber:00459295

Benefits
Effective:_____________

PLEASE
CHECK

APPROPRIATE
BOX

q
InitialEnrollm

ent
q

Re-Enrollm
ent

q
Add

Em
ployee/Dependents

q
Drop/Refuse

Coverage
q

Inform
ation

Change

q
Increase

Am
ount

q
Fam

ily
Status

Change

Class:
AllEligible

Active
Em

ployees
Division: _________________

SubtotalCode:____________________
(Please

obtain
this

from
yourEm

ployer)

AboutYou:
SocialSecurity

Num
ber

First,M
I,LastNam

e:
___

___
___

-___
___

-___
___

___
___

Address
City

State
Zip

Gender:q
M

q
F

Date
ofBirth

(m
m

-dd-yy):____
-____

-____
Phone:(

)
-

Em
ailAddress:

Are
you

m
arried

ordo
you

have
a

spouse?
q

Yes q
No

Date
ofm

arriage/union:____-____-_____
Do

you
have

children
orotherdependents?

q
Yes q

No
Placem

entdate
ofadopted

child:____-____-_____

AboutYourJob:
Hours

w
orked

perw
eek:_______

Job
Title:

W
ork

Status:

q
Active

q
Retired

q
Cobra/State

Continuation
Date

offulltim
e

hire: ____
-____

-____
AnnualSalary:$____________

AboutYourFam
ily:

Please
include

the
nam

es
ofthe

dependents
you

w
ish

to
enrollforcoverage.A

dependentis
a
person

thatyou,
as

a
taxpayer,claim

;w
ho

relies
on

you
forfinancialsupport;and

forw
hom

you
qualify

fora
dependency

tax
exception.

D
ependency

tax
exem

ptions
are

subjectto
IR

S
rules

and
regulations.

Additionalinform
ation

m
ay

be
required

fornon-standard
dependents

such
as

a
grandchild,a

niece
ora

nephew
.

Spouse
(First,M

I,LastNam
e)

Address/City/State/Zip:

Phone:(
)

-

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Child/Dependent1:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

Child/Dependent2:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent
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P
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E
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Child/Dependent3:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

Child/Dependent4:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

D
rop

Coverage:
q

Drop
Em

ployee
q

Drop
Dependents

The
date

ofw
ithdraw

alcannotbe
priorto

the
date

this
form

is
com

pleted
and

signed.
LastDay

ofCoverage:_____-_____-_____
q

Term
ination

ofEm
ploym

ent
q

Retirem
ent

LastDay
W

orked: _____-_____-_____
q

OtherEvent:_____________
Date

ofEvent:_____-_____-_____

Coverage
Being

D
ropped:

q
Basic

Life
q

Voluntary
Life

q
Em

ployee
q

Spouse
q

Child(ren)

Ihave
been

offered
the

above
coverage(s)and

w
ish

to
drop

enrollm
entforthe

follow
ing

reasons:
q

Covered
underanotherinsurance

plan
q

Other____________________________________________________
(additionalinform

ation
m

ay
be

required)

Basic
Life

Coverage:

Policy
Am

ount
Em

ployee
Only

q
$2,000

q
Ido

notw
antthis

coverage.

Nam
e
yourbeneficiaries:(Prim

ary
beneficiary

percentages
m

usttotal100%
)

Prim
ary

Beneficiaries:

Nam
e:

SocialSecurity
Num

ber:__
__
__-__

__-__
__
__
__

%

Date
ofBirth

(m
m
-dd-yy):___-___-___

Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

Nam
e:

SocialSecurity
Num

ber:__
__
__-__

__-__
__
__
__

%

Date
ofBirth

(m
m
-dd-yy):___-___-___

Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

ContingentBeneficiary:
SocialSecurity

Num
ber:__

__
__-__

__-__
__
__
__

Date
ofBirth

(m
m
-dd-yy):___-___-___

Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

(In
the

eventthe
prim

ary
beneficiaries

are
deceased,the

contingentbeneficiary
w

illreceive
the

benefit.Em
ployerm

aintains
beneficiary

inform
ation.)

Ifthis
Basic

Life
policy

w
illreplace

yourexisting
life

insurance
policy

underyourcurrentem
ployer,provide

the
am

ountofthe
previous

policy
$____________

Im
portantNotes:

�
Based

on
yourplan

benefits
and

age,you
m

ay
be

required
to

com
plete

an
evidence

ofinsurability
form

forBasic
Life.

109408
Highlight

109408
Highlight



Guardian
Group

Plan
Num

ber:00459295
Please

printem
ployee

nam
e:

D
E
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C
H
E
N
TIR

E
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R
M
A
N
D
R
E
TU
R
N
TO

Y
O
U
R
E
M
P
LO
Y
E
R

Q
u
estion

s?
C
allthe

G
u
ardian

H
elplin

e
(888)

600-1600
w
w
w
.gu
ardianlife.com

3

LIFE
INSURANCE

continued

Voluntary
Term

Life
Coverage

W
ith

AccidentalD
eath

and
D
ism

em
berm

ent(AD
&
D
):

You
m
ustbe

enrolled
to

coveryourdependents.Benefit
reductions

apply.Please
see

plan
adm

inistrator.
Em

ployee

Policy
Am

ount
Check

one
box

only
q

$25,000
q

$50,000
q

$100,000
q

$150,000*
q

$200,000**

*Guarantee
Issue

Am
ount

**Guarantee
Issue

Am
ountplus

AdditionalAm
ount

q
Ido

notw
antthis

coverage

Add
Voluntary

Life
forSpouse

q
50%

ofem
ployee's

am
ountto

m
axim

um
$25,000

The
Guarantee

Issue
Am

ountis
$25,000.

The
Guarantee

Issue
w

ith
AdditionalAm

ountis
$25,000.

*The
am

ountm
ay

notbe
m
ore

than
50%

ofthe
em

ployee
am

ountforVoluntary
Life.

q
Ido

notw
antthis

coverage

Add
Voluntary

Life
forDependent/Child(ren)

Policy
Am

ount
q

$10,000*

*Guarantee
Issue

Am
ount

*The
am

ountm
ay

notbe
m
ore

than
10%

ofthe
em

ployee
am

ountforVoluntary
Life.

q
Ido

notw
antthis

coverage

Im
portantNotes:

�
Based

on
yourplan

benefits
and

age,you
m

ay
be

required
to

com
plete

an
evidence

ofinsurability
form

forVoluntary
Life.

Nam
e
yourbeneficiaries:(Prim

ary
beneficiary

percentages
m

usttotal100%
)Ifelecting

differentbeneficiaries
thatare

notthe
sam

e
as

those
nam

ed
forBasic

Life,
please

nam
e

below
.

Prim
ary

Beneficiaries:

Nam
e:

SocialSecurity
Num

ber:___
___

___-___
___-___

___
___

___
%

Date
ofBirth

(m
m
-dd-yy):____-____-____

Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

Nam
e:

SocialSecurity
Num

ber:___
___

___-___
___-___

___
___

___
%

Date
ofBirth

(m
m
-dd-yy):____-____-____

Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

ContingentBeneficiary:
SocialSecurity

Num
ber:___

___
___-___

___-___
___

___
___

Date
ofBirth

(m
m
-dd-yy):____-____-____

Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

(In
the

eventthe
prim

ary
beneficiaries

are
deceased,the

contingentbeneficiary
w

illreceive
the

benefit.Em
ployerm

aintains
beneficiary

inform
ation.)

H
ealth

H
istory

Com
plete

the
follow

ing
question(s)ifyou

are
enrolling

forone
orm

ore
ofthe

follow
ing

benefits
listed

below
.NOTE:Additionalinform

ation
m

ay
be

required.

Voluntary
Life

In
the

last6
m

onths
have

you
orany

ofyourdependents
received

m
edicalcare,including

treatm
ent,consultation

services,diagnostic
m

easures
orm

onitoring
ofa

condition
in

rem
ission;ortaken

prescribed
drugs

for:Cancer,HeartDisease,Diabetes;any
condition

related
to

Acquired
Im

m
une

Deficiency
Disorder(AIDS)orAIDS

Related
Com

plex;
orany

otherChronic
Condition?

q
Yes,Ihave.

q
No,Ihaven't.

q
Yes,m

y
spouse

has.
q

No,m
y

spouse
hasn't.

q
Yes,m

y
dependentchild(ren)have.

q
No,m

y
dependentchild(ren)haven't.

An
Evidence

ofInsurability
form

m
ustbe

com
pleted

forany
person

w
ith

a
"Yes"answ

erto
the

question(s)above.
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4

Signature

l
Iunderstand

thatlife
insurance

coverage
fora

dependent,otherthan
a

new
born

child,w
illnottake

effectifthatdependentis
confined

to
a

hospitalorotherhealth
care

facility,oris
hom

e
confined,oris

unable
to

perform
the

norm
alactivities

ofsom
eone

oflike
age

and
sex.

l
Iunderstand

thatm
y

dependent(s)cannotbe
enrolled

fora
coverage

ifIam
notenrolled

forthatcoverage.

l
Iunderstand

thatthe
prem

ium
am

ounts
show

n
above

are
estim

ations
and

are
forillustrative

purposes
only.

l
Subm

ission
ofthis

form
does

notguarantee
coverage.Am

ong
otherthings,coverage

is
contingentupon

underw
riting

approvaland
m

eeting
the

applicable
eligibility

requirem
ents

as
setforth

in
the

applicable
benefitbooklet.

l
Iunderstand

thatIm
ustbe

actively
atw

ork
orm

y
elected

coverage
w

illnottake
effectuntilIhave

m
etthe

eligibility
requirem

ents
(as

defined
in

the
benefitbooklet.)This

does
notapply

to
eligible

retirees.

l
Ifcoverage

is
w

aived
and

you
laterdecide

to
enroll,late

entrantpenalties
m

ay
apply.You

m
ay

also
have

to
provide,atyourow

n
expense,proofofeach

person's
insurability.Guardian

orits
designee

has
the

rightto
rejectyourrequest.

l
Plan

design
lim

itations
and

exclusions
m

ay
apply.Forcom

plete
details

ofcoverage,please
referto

yourbenefitbooklet.State
lim

itations
m

ay
apply.

l
Yourcoverage

w
illnotbe

effective
untilapproved

by
a

Guardian
orits

designated
underw

riter.

l
Ihereby

apply
forthe

group
benefit(s)thatIhave

chosen
above.

l
Iunderstand

thatIm
ustm

eeteligibility
requirem

ents
forallcoverages

thatIhave
chosen

above.

l
Iagree

thatm
y

em
ployerm

ay
deductprem

ium
s

from
m

y
pay

ifthey
are

required
forthe

coverage
Ihave

chosen
above.

l
Iacknow

ledge
and

consentto
receiving

electronic
copies

ofapplicable
insurance

related
docum

ents,in
lieu

ofpapercopies,to
the

extentperm
itted

by
applicable

law
.I

m
ay

change
this

election
only

by
providing

thirty
(30)day

priorw
ritten

notice.

l
Iattestthatthe

inform
ation

provided
above

is
true

and
correctto

the
bestofm

y
know

ledge.

l
"Caution:Ifyou

answ
ers

on
this

application
are

incorrectoruntrue,Guardian
has

the
rightto

deny
benefits

orrescind
yourpolicy."

Any
person

w
ho

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson
files

an
application

forinsurance
orstatem

ents
ofclaim

containing
any

m
aterially,false

inform
ation

orconceals
forpurpose

ofm
isleading

inform
ation

concerning
any

factm
aterialhereto,com

m
its

a
fraudulentinsurance

act,w
hich

is
a
crim

e,and
m
ay

also
be

subjectto
civilpenalties,ordenialofinsurance

benefits.

The
state

in
w
hich

you
reside

m
ay

have
a
specific

state
fraud

w
arning.Please

referto
the

attached
Fraud

W
arning

Statem
ents

page.

The
law

s
ofNew

York
require

the
follow

ing
statem

entappear:Any
person

w
ho

know
ingly

and
w
ith

intentto
defraud

any
insurance

com
pany

orotherperson
files

an
application

forinsurance
orstatem

entofclaim
containing

any
m
aterially

false
inform

ation,orconceals
forthe

purpose
ofm

isleading,inform
ation

concerning
any

fact
m
aterialthereto,com

m
its

a
fraudulentinsurance

act,w
hich

is
a
crim

e,and
shallalso

be
subjectto

a
civilpenalty

notto
exceed

five
thousand

dollars
and

the
stated

value
ofthe

claim
foreach

such
violation.(Does

notapply
to

Life
Insurance.)

SIGNATURE
OF

EM
PLOYEE

X
___________________________________________

DATE
______________________

Enrollm
entKit

00459295,0001,EN

Fraud
W
arning

Statem
ents

The
law

s
ofseveralstates

require
the

follow
ing

statem
ents

to
appearon

the
enrollm

entform
:

Alabam
a:Any

person
w

ho
know

ingly
presents

a
false

orfraudulentclaim
forpaym

entofa
loss

orbenefitorw
ho

know
ingly

presents
false

inform
ation

in
an

application
for

insurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
restitution

fines
orconfinem

entin
prison,orany

com
bination

thereof.

Arizona:Foryourprotection
Arizona

law
requires

the
follow

ing
statem

entto
appearon

this
form

.Any
person

w
ho

know
ingly

presents
a

false
orfraudulentclaim

forpaym
ent

ofa
loss

is
subjectto

crim
inaland

civilpenalties.

California:Foryourprotection
California

law
requires

the
follow

ing
to

appearon
this

form
:The

falsity
ofany

statem
entin

the
application

shallnotbarthe
rightto

recovery
underthe

policy
unless

such
false

statem
entw

as
m

ade
w

ith
actualintentto

deceive
orunless

itm
aterially

affected
eitherthe

acceptance
ofthe

risk
orthe

hazard
assum

ed
by

the
insurer.

Colorado:Itis
unlaw

fulto
know

ingly
provide

false,incom
plete,orm

isleading
facts

orinform
ation

to
an

insurance
com

pany
forthe

purpose
ofdefrauding

orattem
pting

to
defraud

the
com

pany.
Penalties

m
ay

include
im

prisonm
ent,fines,denialofinsurance,and

civildam
ages.

Any
insurance

com
pany

oragentofan
insurance

com
pany

w
ho

know
ingly

provides
false,incom

plete,orm
isleading

facts
orinform

ation
to

a
policy

holderorclaim
antforthe

purpose
ofdefrauding

orattem
pting

to
defraud

the
policy

holderorclaim
antw

ith
regard

to
a

settlem
entoraw

ard
payable

from
insurance

proceeds
shallbe

reported
to

the
Colorado

Division
ofInsurance

w
ithin

the
Departm

entof
Regulatory

Agencies.

Connecticut,Iow
a,Nebraska,and

Oregon:Any
person

w
ho

know
ingly,and

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson,files
an

application
ofinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto,m

ay
be

guilty
of

a
fraudulentinsurance

act,w
hich

m
ay

be
a

crim
e,and

m
ay

also
be

subjectto
civilpenalties.
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