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Underwritten by Fort Dearborn Life Insurance Company® Administrative Offices: Downers Grove, lilinois | Dallas, Texas

Q New Enroliment Q Change Q Open Enroliment Q COBRA Q Retiree

Employer/ Employee Section
Enroliment forms must be submitted directly to Dearbom National unless the group is self-administered. If the group is self administered, submit enrollment
forms to Dearbomn National only if evidence of insurability is required.

[EMPLOYER GROUP NO. /ACCOUNT NUMBER LOCATION
The County of Hays GAE40198/1
EMPLOYEE NAME - LAST FIRST MIDDLE INITIAL [SEX DATE OF BIRTH DATE OF HIRE (FULL TIME) |
md FQ)
SOCIAL SECURITY NO. EARNINGS § N/A JOB TITLE CLASS
Weekly [] Monthly Annual [ N/A
HOME ADDRESS cItYy ISTATE ZIP
HOME PHONE WORK PHONE CELL PHONE

BENEFIT SELECTION - Life and Disability
COVERAGE SELECTION: Your non-medical group insurance program may not include all the benefits listed below. Ask your employer for the detalls

about the benefits avallabie to you, your cost, if any, and whether you will be required to complete a health questionnaire.
Voluntary e — - — T T Cange | Total Amount of i (Coange ot
Spouse includes Domestic Pantneras: le. : L (D)elete Coverage Desired Prior Coverage
Q Term Life Employee
Q Term Life Spouse
Q Term Life Child(ren)
@ Voluntary AD&D Q Individual QO Family

[0 G
=

Has the employee (if applying) used any tobacco products in the last 2 years? Q Yes 0O No
Has the spouse (if applying) used any tobacco products in the last 2 years? 0O Yes O No

BENEFICIARY DESIGNATION (For Employee Only: Must Be Completed if you have applied for Life or AD&D insurance) If two or more
primary beneficlarles are named, and you do not list benefit percentages, proceeds will be paid in equal shares to the named primary
beneficiaries who survive you. if no primary beneficlary survives you, proceeds will be paid to the contingent beneficiary(les). 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 Social Security Number Date of Birth Relationship Percentage

Primary %
Primary %
Contingent %
Contingent %

| HEREBY REQUEST TO BE INSURED AND AUTHORIZE DEDUCTIONS, IF ANY, FROM MY COMPENSATION FOR MY SHARE OF THE COST OF THE BENEFITS TO WHICH
| MAY BE ENTITLED UNDER THE GROUP POLICY (IES) ISSUED TO THE EMPLOYER LISTED ABOVE. | UNDERSTAND THAT IF | AM NOT ACTIVELY AT WORK ON THE
EFFECTIVE DATE OF MY COVERAGE, MY INSURANCE WILL NOT BEGIN UNTIL THE DAY { RETURN TO WORK. | UNDERSTAND THAT IF | DO NOT REMAIN ACTIVELY
AT WORK THAT MY COVERAGE MAY LAPSE OR TERMINATE. FOR THOSE COVERAGES | HAVE DECLINED, | UNDERSTAND THAT IF | CHOOSE TO ENROLL AT A LATER

DATE, MY COST MAY BE HIGHER AND A HEALTH QUESTIONNAIRE MAY BE REQUIRED.
FOR FDL USE ONLY

DATE / /

EMPLOYEE SIGNATURE

Walver of Coverage:
1 DO NOT WISH TO ENROLL at this time and understand that the opportunity to enroll at any future time will be subject to such arrangements as may be made with the company.

DATE / /

EMPLOYEE SIGNATURE

Products and services marketed under the Dearbom Nationak® brand and the star logo are underwritten and/or provided by Fort Dearborn Life Insurance Company® (Downers
Grove, IL) in all states (excluding New York), the District of Columbia, the United States Virgin Islands, the British Virgin Islands, Guam and Puerto Rico.
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