NY 1-800-669-26AA x 700 — NI

120 ROYALL STREET « CANTON MA (2021 R

Please refer to your Administration Kit for enroliment and mafling instructions

PLEASE PRINT OR TYPE

EMPLOYEE/FAMILY INFORMATION

UFE - DISABILITY

BENEFICIARY

SIGNATURE

s BMOGPT L INR ey 0508

. [BROUP BENEFITS ENROLLMENT FORM

0ODI$A000C | UMI hao BO.C.

GroupNumber-Division Number Employer/Pohcyhoider Dept IO
~J :
Employee Name (Las! First Middis) Social Security Number
Home Address (Street. City State Zip) Tetephone #
PAYROLL ([0 Weekly [J BrWeekly
TYPE O Monthiy [J Annual Eamings $
Gender (MF) Occupation or Job Tile Date of Birth Age
Average Hours Worked Datsof Hre or  Date of Full Time Employment if diffarent Ettective Date Stats Class Rate Basis
Soouse (Las!, First Middie) Gender (MF) Dats of Age No of Depandants
Birth
ONLY ELECT BOSTON MUTUAL COVERAGES MADE AVAILABLE TO YOU THROUGH YOUR EMPLOYER.

BASIC V?/ INSURANCE AMQUN'\T VOLUNTARY YES NO INSURANCE AMOUNY
LIFE D/ LIFE Q a ]
ADRD ADSD a O s
DEPENDENT LIFE DEPENDENT LIFE

~aPOUSE (] 0o s “SPOUSE— O o $

LHHEDIREN a a 3 CHILD(RERY a a 3
—HORTTERITTSABILTY O o s SHORTIGAM-BISABIEHFT a a $
Lene-TERRTOTSRETOYTT (] 0O s LONG TERMDISABILIIY.r (] a $
VTN & v, OW
BENEFICIARY(IES) FOR LIFE AND/OR AD&D BENEPITS .
Primary Beneficlary(ios): % of Bonefit Relstionship to you
Contingent Beneficiary(ies)
If you destgnate more than one beneficiary, please be sure the totsi percentages of bensfit equals 100%. If you do not designate a percentage payable for
esch beneficiary, the total proceeds payable will be divided squatly g each beneficiary. If an nsured dependent dles, we will pay the proceeds to you.
Please list additional beneficiaries on separate sheet.
DO NOT SIGN THIS FORM UNTIL YOU HAVE READ THE FRAUD NOTICES
EMPLOYEE SIGNATURE REQUIRED
1 apply for the insurance for which 1 am row ehgible (or for which | may become ehigible) under the provisions of ihe Group Poticy or Group Policies 1ssued 1o my
employer by the Boston Mutual Lde insurance Company and authonze deductions  any from my eamings of the required premium contnbution toward the cost of 'he
nsurance {understand that i | am disabled on the date my insurance would otharwise bacome sffectve, | shail only become insured on the date | return to aclive full-
time work 1 furiher understand that | decline nsurance coverage for which } am now eligible and | desire to participate i the plan at a later date, | mustturish at my
own expense. evidence of nsurability satisfactory to Boston Mutual Lde Insurance Company
Signature of Employes Date
REFUSAL OF INSURANCE
t hereby certly that 1| have been given an opportunity 1o participate in the Group Insurance plan offered by Employer (or the Association with whom | am affihated) ang
nsured by Boston Mutual Lite insurance Comoany and that | have declined 10 do so with raspect to
3 Al Coverages O Lde and AD&D O Oependent Coverage 0 Shont Term Disabiity QO Long Term Disabilty
‘unther understand that if | desire 10 particiate in the Plan at g ‘ater date with the r 10 the coverage(s) checked | musifurmsh at my own expense ev.dence of

nsurabiity sausfactary to Boston Mulual Life insurance Comoany

Sgnature of Empioyee Oate

Sgnature of Witness Oate




