Please print clearly to ensure accurate processing

Employer:

Village of Bald Head Island
106 LIGHTHOUSE WYND
Southport, NC 28461

G

GUARDIAN’

The Guardian Life lnsurance Gompany of America
underwrites all coverages except Guardian Universal Life {GUL) insurance

Guardian Group Plan Number: 00438451

0 Change Name O Drop Coverage as of: / /
Hours Worked

Class
All Eligible Employees

EMPLOYER USE ONLY o New Application O Add Dependent(s) O Drop Dependent{s) O Change Address

Division

Keep a copy for your records and retum form to: Midwest Regional Office, P.0. BIJX 8012, Applelon Wl 54912-8012
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| First, Mlddle Initiat, Last Name i Add it Change L1 Drop Sex Date uf Bnrih (mrnlddlyyw) Somal Securlty Number

' QM aF r ) ]

| Address ciy B | State Ziﬁ |
Preferred E-mail " Day Phone " Eve Phone [ The best way to reach you:

i QO E-mail & Day Phone El Eve Phone

| Job Tile o Work Status . ' -Da!e work status began [ annual SalarylEarmngs

' _ia FuII-Tlme G Part-Time Q Retired Q COBRA/State Continuation s '$

Are you married? CI Yes El No

Do you have children or other dependems7 D Yes D Nn

Spouse First, Mlddle Imha[ Last Narne Sex
13 Add ) Chignge (3 Drog
aoMQof - -
§ Child 1 2 &def 2 Change (O Diop Sex Date of Birth (mm/ddAyyyy) fCI Full-time student, at
aMOF I | (school):
Stale of Resance
[ Child 2 0 Ada  Change L Crop “Sex  Dateof Birth (mm/ddAyyy) O Full-time student, at
amMoF T {(schoal):
|Child3 Ao i onangeaDep Sex  Dateof Birth (mmvddAyyy) Q Full-time student, at
aMOF i {school):
| State of Residence
Child 4 i &dd L3 Shanga 12 Drop ‘Sex Date of Birth (mmv/ddAryyy) :D Full-time student, at
| aMaF i ;(SChDD”Z

| To drop coverage for yourseli or your dependents, check the box(es) to the right of the name(s) and select the coverage(s) to drop below. Attach a separate » sheet il

| you wish to drop more than one dependent from different coverages.
{ O Dental O Vision O Criticai lliness

CEF - 2009

Dale of Birth (mandfsny) 'Social 5 Secumy Number

Quzstwns? Call the Guardian Helpline {888) 600-1600

www.guardianlife.com

B i atached:

qu u !,1
Marnage Date (mmlddlyyyy !

! !

City/State: Attending Since
o
_:'(:Ji{nylaie: o Altendlng Since.
1 [
' City/State: T atiending Since
I i
{ City/State: Aftending Since
! /

Enroliment Kit 00438451, 0001,eN 1

DETA{EH ENTIRE FORM AND R‘T“RN TO YOUR EMPLOYER

NATC CADAR DB ICLIET,

Ao 28, 90154



Guardian Group Plan Number: 00438451 Please prrm employee name:
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| |
| Employee alone a Ol waive this coverage |
; Employee and Spouse a | | O I waive this coverage

Employee and Chlld(ren) Q § | O I waive this coverage

Entire family g | | 3 | waive this coverage
’ H ynn of your family have Iost dental toverage, please explain helow. Late entry penames'mav apply e SR ;
| Reason for Loss of coverage: 0 Termination of Employment O Divorce Q Death of Spouse 0 Termmahon or Expiration of coverage Date of coverage loss
| EE— dr - R A S
! If you are waiving coverage, are you covered under another denial plan? If you are waiving dependent coverage are your dependenls covered under anolher
|0 Yes O No dental plan? O Yes QO No |

IMPORTANT NOTES

= Proof of insurability does not apply to dental, but if you waive dental coverage and later decide to enroll, you may be subject 1o a lale entrant penalty and your
dental benefits may be limited for a period of time. Guardian may waive late-entrant penalties if you lose dental coverage due to termination of the plan, loss
of emptoyment, death of spouse, divorce or where a court has ordered coverage be provided for an eligible spouse or eligible children, provided you apply
within 30 days. This plan's enroltment period does not apply to: (a) a new- born child, foster chitd, or adoptive child if no additional premium is required for
such chiid; and (b} a child whose parent is required by a court or administrative order to provide health benefit plan coverage for him or her.

e e S i S

Full Feature

Employee alone a Q | waive this coverage
Employee and Spouse d 0 | waive this coverage _
Ernployee and Child{ren) a 3 I waive this coverage
Entire family Q 0O | waive this coverage

If you are waiving coverage, are you covered under another vision plan? If you are walvrng dependent coverage are yourdependents covered

0 Yes ONo under another vision plan? 3 Yes O No

IMPORTANT NOTES

m Proof of insurability does not apply to vision, but if you waive vision coverage and later decide to enroll, you may be subject to delays in enroliment.
® Your plan includes a One Year Lock-In/Lock-Qut Provision - Your election to enroll in or waive vision coverage must remain in effect until your plan’s next
annual vision enrollment period.

Questions? Call the Guardian Helplme (388) 600-1600 www.guardianlrfe.com Encoliment Kit 00438451, 0001, EN 3



SIGNATURE

I hereby apply for the group benefit(s) that | have chosen above,

| understand that 1 must meet eligibility requirements for all coverages
that 1 have chosen above.

1 understand that my dependent(s) cannot be enrolled for a coverage it
am not enrofled for that coverage.

| agree that my employer may deduct premiums from my pay ot add
premiums to my dues; if they are required for the coverage | have
chosen above.

| acknowledge and agree that Guardian may provide me information
concerning benefits, including explanation of benefit statements and
other claims related information soley in electronic format as permitied
by law. | may change Lhis election only by providing Guardian thirty (30)
day prior writien notice.

SIGNATURE OF EMPLOYEE X

| understand that the premium amounts shown above afe estimations.
If the premium amounts shown above and the deductions for premiums
shown on my paycheck stub do not agree, my paycheck stub will
prevail,  understand that the premium amounts may be amended.

1 attest ihat the information provided above is true and corvect to the
best of my knowledge.

Any persen who with intent fo defraud or knowing that he/she is
facilitating a fraud against an insurer, submits an application or files
a claim containing a faise or deceptive statement may be guilty of
insurance fraud.

DATE




