mployee Application %‘Vd ASSURANT Employee

Benefits
-G O.no.
Group policy/participant no. Account no, | Cert.rio. | Employer ' Empioyment location/phona no.
Employee name {last, first, initial) Part-time employ. date | Full-ime employ. date | Employee date of birth
‘ Month Day "Year | Month Day Year | Month Day Year
Sex Martled Children | Eamings - Employee Soc. Sec, no:
| S | B
_HF LI 2 ClHourly Ne. hrs '
. Py : - . hrs, perwsek T
Job title or position [IWeekly LI Monthly [IYearly State ofresidence
: Cl0ther ' i

-Status: (If status area s not complsted, we consider the employee io be active.)
. [iRetired [ Continuation  Clleave of absence [Other

Reason i N Date
Please mark X In box before the coverages you are applying for if you are eligible for them uneter your employer’s plan:

Employee: Fllife [ Accidantal Deith & Dismemberment [ OptionalAdditionsl Life Amt._

: L .. BENEFICIARIES _ﬁﬂ’iease read informatlon below before completing. )
Last name First ~ ° M! | Relationshlp*,] LIPrimary o '

Secondary
. { OPrimary .
i- O Secondary
C3Primary
Ny . oo e [1Secondary . 5
¥ *If beneficlary Is not related to you, please provide Date of Birth, Social Security number, and full address. - .
1) Glve FULL names and relationships of each beneficlary. ). if primaryfsecondary electioniis not noted, the beneéficiary will
be considered primary. 3) Proceeds wifl be paid in equal shares to those primary beneficiaries who survive you. i no primary
beneficiaries survive you, the procseds will be pafd In equal shares to the surviving secondary beneficlaries. 4) If your.

'~ desighation does natfitin the sbove arangement, please contact Union Security Insurance Gompany for the appropriate forms.

- Unijon Security Insuranee Gompany o
Mailto: Assurant Empleyee Benefits- PO Box 2939 Clinton lowa 527332939
’ APORTANT NOTICE TO APPLICANTS—PLEASE READ CAREFULLY
My signateure on this application vdicateés that I: .
1) Apply for the coverages designated for which | am eligible under my employer's plan with Unlon Security Insurance
. Company: 2) Understand if coverages have beenrefused, | am not entitled o benefits under those coverages and thatif | want
to apply fater, 1 must furnish at my own expense preof of good health satisfactory to Union Security tnsurance
Company. For Dental coverage, | understand that | will not be entitled to banefits untll the expiration of the Late Entrant
Limitation period specified In the policy. 3) Authorize any réquired deductions from my eamings. 4} Designate the beneficiary

named on this application to recelve any benefits payable In the svent of my death. 5) Represent that all of the information

on this application s complete, correct and true to the best of my knowladge and belief. 6) Understand that t must be actively
- atwork the number of hours specified inmy policy/participation agreement to remaininsured. 7) Understand ihatl have the
tight to select any dental care provider of my cholce. 8) Understand that the dental plan includes a pre-estimate provislen that
will advise me in advance of ths henefits | may be eligible for if the procedure Is performed. ) When necessary, { may be asked
to execute a HIPAA authorization farm, alfowirig Union Security insufance Coimpany to use and disclose protectad health
information. ' o o . _
Aby person who knowingly and with Intent to defraud any instrance company or other person files an application for
insurance or statement of ¢laim containing any materially false informatien or concesls for the purpose-of misleading;
information conceming'any fact matsrial thereto commits a fraudulent Insurance act, which Is a crime and subjects

such person fo criminal and civil penalties. ~ , ST
This will certify that 1 HAVE read and understand t_he abovle important notice,

' Slgnature et - I : Date..




