
@Prudential Financial

-
Group Life Insurance Claim For
Total Disability Benefits

iWaiver of Lrfe Iusurance Premuium
Application)

Instructions to file a Claim for Group Life Insurance Goverage for Total Disabiiity

1.  Complete a l lsect ions of  the Employee Statement(Form G1.2003.015).

2. Ask your doctor to complete the Attending Physician's Statement (form G1.2002.119).

3.  Your Employer  wi l l  complete the sect ions 0f  the Employer  Statement  (Form G1.2003.015).

4.  Submit  these completed forms according to the d i rect ions you received f rom your Benef i ts  0f f ice.

Ner,v Mexrco Public Schools lns. Auth.
410 Old Taos Highway
Szrnta Fe. NM 87501

WARNING: Any person who knowingly  and wi th  in tent to  in jure,  def raud,  or  deceive any insurance c0mpany or  other
person,  or  knowing that  he is  fac i l i ta t ing commiss ion of  a  f raud,  submits  incomplete,  fa lse,  f raudulent ,  decept ive,  or
mis leading facts  or  in format ion when f i l ing a s tatement  of  c la im for  payment  of  a  loss or  benef i t  commits  a f raudulent
insurance act ,  is  gu i l ty  o f  a  cr ime,  and may be prosecuted and punished under  s tate law.  Penal t ies may inc lude f ines,
c iv i l  damages and cr iminal  penal t ies,  inc lud ing conf inement  in  pr ison.  In  addi t ion,  an insurer  may deny insurance
benef i ts  i f  fa lse in format ion mater ia l ly  re la ted to  a c la im was prov ided bythe appl icant  or  i f  the appl icant  conceals ,
for  the purpose of  mis leading,  in format ion concern ing any fact  mater ia l  thereto.

For your protection, certain State Laws require the following t0 appear on this form:

CALIF0RNIA RESIDENTS For your  protect ion Cal i forn ia law requi res the fo l lowing to appear on th is  form. Any person who knowingly presents
a fa lse or  f raudulent  c la im for  the payment  of  a loss is  qui l ty  of  a cr ime and rnay be subject  to  f  ines and conf inement  in  s tate prr ison.

NEWJERSEY RESIDENTS-nny  pe rsonwho  know ing l y f i l es  a  s ta temen to f  c l a im  con ta in ing  any fa l se  c rm is lead ing  i n l o rma t i on  i ssub tec t
to cr iminal  and c iv i l  penal t ies.

NEW YORK RESIDENTS -  Any person who knowingly and wi th in tent  to  defraud any insurance company or  other  person f i les an appl icat ion for
insurance or  s tatement  of  c la im conta in ing any mater ia l ly  fa lse in format ion,  or  conceals,  for  the purpose of  mis leading,  in format ion concerning any
fact  mater ia l thereto,  commits a f raudulent  insurance act ,  which is  a cr ime,  and shal l  a lso be subject  to  a c iv i l  penal ty  not  to  exceed f ive tnousano
dol lars and the stated valud of the c la im for  each such v io lat ion.

PENNSYLVANIA RESIDENTS -  Rny person who knowingly and wi th in tent  to  defraud any insurance company or  other  p,erson f i les an appl icar ion
for  insurance or  s tatement  of  c la im conta in ing mater ia l ly  fa lse in format ion or  conceals for  the purpose of  mis leading,  in format , ion concerning any fact
thereto commits a { raudulent  insurance act ,  which is  a cr ime and subjects such person to cr iminal  and c iv i l  penal t ies
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Gtoup Pol icyholdets StatemenVPlease complete in  fu l l .  P lease have employee complete Employee's  Statement  on reverse

Group Pol icy Number

q7332
Cla i rn  b ranch code Name of  employee l s  employee 0ccupat ion  pr io r

l l  Barga in ing  to  d isab i l i t y
[1  Non Barga in ing
n Hour lv  f l  Sa la r ied

Soc ia l  Secur i ty  Number Date of birth
Mo./Day/Yr.

Date  employed
Mo./Day,{r.

Date  las t  worked
Mo./Day/Yr.

D id  employee cease f l  Yes
work  so le ly  because f l  No i i "No, "  a t tach
of  d isab i l i t y?  exp lanat ion .

Effect ive date of coverage
Mo./Day/Yr.

lnsurance inforce?
lf "N0," attach n Yes
explanation. l--l No

Date to which premium
has  been  pa id
Mo./Day/Yr.

Was insurance ever  ass igned? l f  "Yes , "  a t tach  copy  o f  ass ignment
!  Yes  n  No and a l l  re la ted  papr : rs .  For  co l la te ra l

assrgnment ,  a t ta r i r  ass ignee 's
s ta tement  o f  ind t 'b tedness .

Amount  o f  insurance Amount  o f  base sa la ry  o r  wage
f 1  W e e k l y  t  J M o n t h l y  t ) A n n u a l l y

Amount
$

Date  to  wh ich  sa in rV or  wage pa id
Mo./Day/Yr.

l f  employee has 0pl ional Coverage, attach a copy of proof of enrol lment.

l s  th is  employee covered under  an  LTD p lan  admin is te red  by  Prudent ia l :  f l  Yes
t l N o

Job Descr ip t ion  ( lnc lude amount  o f  we igh t  l i f ted  or  car r ied  and percentage o f  day  spent  s i t t ing ,  wa lk ing ,  and s tand ing .  l f  ava i lab le ,  p le ; rse  u11u.n  u  .oOU
of  the  Job Descr io t ion . )

Group Po l icyho lder  Name Add ress ir lum ber

Comple ted  by  (P lease type or  p r in t ) S ignature  o f
Policyhold er 's
Representa t ive

controrNumbe, 17372:

Note: Complete section below only i f  employee has Survivor Benefi ts Life Insurance coverage under this pol icy.

Completed by (Please type or  pr in t ) Signature  o f
Po l icyho ld  e r ' s
Hepreserrtat ive

Surv ivor  Benef i t s  L i fe  Insurance
Mar i ta l  S ta tus :
I  l  S i n g l e
f l  D ivorced
l -  lWidowed
f l  Mar r ied

date  o f  mar r iage

in fo rmat ion  fo r  each) .  l f  none,  ind ica te  "None.

N a m e

Amount  o f  month ly  benef  i t s  payab le
Spouse Ch i ld ren  Tota l
$ $ $

Fami ly  members (show
Rel  at ionship

S pousq

ch i t d

Date of birth
Mo./Day/Yr.

Date  repor teC fo r  coverage
Mo./Day/Yr.

chi td

ch i t d
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Employee s StatemenVPle ase
Your fu l l  name

complete in  f  u l l

Your  home address

Your  ma i l ing  address  ( i f  d i f f  e ren t  f rom home address)

What event  caused you to s top work ing?

Your date of birth
Mo./Day/Yr.

Socia l  Secur i tv /Canadian Ins.  No.

Telephone Number Employers address

L is t  phys ic ians  you consu l ted
N a m e
Dr.

because o f  th is  d isab i l i t y
Add ress

Las t  day  worked pr io r
to  cur ren t  d isab i l i t y
Mo./Day/Yr.

Te lephone Number

Date f irst treated
by  phys ic ian
Mo./Day/Yr.

Per iod  t rea ted
From To

ToFromDr

L is t  any  hosp i ta l  con f inements  fo r  th is  d isab i l i t y
Name o f  hosp i ta l  Address Per iod  conf ined

From To

From- To-

Have you been approved fo r  Soc ia l  Secur i ty  D isab i l i t y  Benef i t s  o r
Canada/Ouebec Pens ion  Benef i t s  because o f  d isab i l i t v?

fl Yes
fl No

How many t imes have you app l ied?

l f  you  have any  o ther  Prudent ia l  po l i c ies  (g roup or  ind iv idua l ) ,  p lease l i s t
po l i cy  number (s ) :

Have you conver ted  yor r  g roup coverage to
an ind iv idua l  oo l i cv?  |  I  Yes  f l  No

Ind ica te  i f  you  have insurance w i th  another  company (acc ident ,  s ickness ,  d isab i l i t y ,  l i fe )
N a m e  o f  c o m p a n y Address

Grade comple ted :  f l  E lementary  f l  H igh  Schoo l
Trade Schoo ls  a t tended or  soec ia l  t ra in ino  rece ived?

l - l  Co l lege [  l  Graduate  Schoo l  Degree

L is t  your  p rev ious  occupat ions
Job Tit le Employer  Name and Address Dates  enrp loyed

From To

From To

From To

What  a re  your  hobb ies  and/or  o ther  spec ia l  in te res ts?

I  hereby  cer t i f y  tha t  these s ta tements  a re  comple te  and t rue

Employee 's  s ignature D ate

lmpor tan t :  The fo l low ing  au thor iza t ion  must  a lso  be  comple ted  by  the  employee.  When comple ted  by  the  employee,  th is  fo rm shou ld  be  re tu rned to  the
Group Po l icyho lder  together  w i th  an  At tend ing  Phys ic ian 's  S ta tement  o f  D isab i l i t y  {Form INST-A003275)  comple ted  by  the  doc tor  cur ren t ly  r rea t ing  the
employee.  Med ica l  p roo f  must  be  submi t ted  cover ing  the  per iod  f rom date  las tworked to  p resent .
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Authorization for Release of Information to Prudential Insurance Company
This Authorization is intended to comply with the HIPAA Privacy Rule

I  au thor ize  any  hea l th  p lan ,  phys ic ian ,  hea l th  care  pro fess iona l ,  hosp i ta l ,  c l in ic ,  labora tory ,  pharmacy,  med ica l  fac i l i t y ,  o r  o ther  hea l th  care  prov ider  tha t
has  prov ided t rea tment ,  payment ,  o r  serv ices  to  me or  on  my beha l f  ( "My Prov iders" ) to  d isc lose  my en t i re  med ica l  record  and any  o ther  hea l th  in fo rmat ion
concern ing  me to  The Prudent ia l  Insurance Company o f  Amer ica  (Prudent ia l )  and i t s  agents ,  employees ,  and representa t ives .  Th is  inc ludes  in fo rmat ion  on
t h e d i a g n o s i s o r t r e a t m e n t o f  H u m a n l m m u n o d e f i c i e n c y V i r u s ( H l V )  i n f e c t i o n a n d s e x u a l l y t r a n s m i t t e d d i s e a s e s .  T h i s a l s o i n c l u d e s i n f o r m a t i o n o n t h e
d iagnos is  and t rea tment  o f  menta l  i l l ness  and the  use  o f  a lcoho l ,  d rugs ,  and tobacco,  bu t  exc ludes  osychotherapy  no tes .

I authorize any insurance company, employer, the Social Security Administrat ion, or other person or inst i tut ions to provide any information, data, or records
relat ing to my Social Security, workers' compensation, credit,  f inancial,  earnings, act ivi t ies, or employment history to Prudential.

Unless l imits* are shown below, this form pertains to al l  of the records l isted above.

By my signature below, I  acknowledge that any agreements I have made to restr ict my protected health information do not apply to this authorization and
I instruct My Providers to release and disclose my entire medical record without restr ict ion.

T h i s i n f o r m a t i o n i s t o b e d i s c l o s e d u n d e r t h i s A u t h o r i z a t i o n s o t h a t P r u d e n t i a l  m a y :  1 ) a d m i n i s t e r c l a i m s a n d d e t e r m i n e o r f u l f i l l  r e s p o n s i b i l i t y f o r c o v e r a g e
and prov is ion  o f  benef i t s ;  2 )  ob ta in  re insurance;  3 )  admin is te r  coverage;  and 4)  conduct  o ther  lega l l y  permiss ib le  ac t iv i t ies  tha t  re la te  to  any  coverage
I have or have aoolied for with Prudential.

This authorization shal l  remain in force for 24 months fol lowing the date of my signature below, white the coverage is in force, except to the extent that
s t a t e l a w i m p o s e s a s h o r t e r d u r a t i o n . A c o p y o f t h i s a u t h o r i z a t i o n i s a s v a l i d a s t h e o r i g i n a l .  l u n d e r s t a n d t h a t l h a v e t h e r i g h t t o r e v o k e t h i s a u t h o r i z a t i o n
in writ ing, at any t ime, by sending a writ ten request for revocation to Prudential at:  P0. Box 482, Li, ; ingston, NJ 07039. I  understand that a revocation is
not effect ive to the extent that any of My Providers has rel ied on this Authorization or to the extent that Prudential has a legal r ight to contest a claim under
an insurance pol icy or to contest the pol icy i tself .  I  understand that any information that is disclosed pursuant to this authorization may be redisclosed and
no longer  covered by  federa l  ru les  govern ing  pr ivacy  and conf ident ia l i t y  o f  hea l th  in fo rmat ion .

I understand that i f  I  refuse to sign this authorization to release the entire medical record, Prudential may not be able to process my claim for benefi ts and
may not be able to make any benefi t  payments. I  understand that I  have the r ight to receive a copv of this authorization.

*Limits, i f  anv:

S ignature  o f  Insured/Pat ien t  o r  Persona l  Representa t ive D ate

Description of Personal Representative's Authority or Relationshio to Patient

Notice to M0ntana residents: You or your authorized representative are entit led to receive a copy of this Autftorization, and upon request,
a rec0rd of  any subsequent  d isc losures of  personal  or  pr iv i leged informat ion.

Prudent ia l  F inanc ia l  i s  a  serv ice  mark  o f  The Prudent ia l  Insurance Company o f  Amer ica ,  751 Broad St ree t ,  Newark ,  NJ  07102,  USA and i t s  a f f i l i a tes .
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Prudential@Financial
ATTENDING PHYSICIAN'S STATEM ENT

Employer/Associat ion contror *u oqfiL2l-L-
Not ice  to  a l l  par t ies  comple t ing  th is  fo rm:  l t  i s  f raudu len t  to  f i l l  ou t  th is  fo rm wi th  in fo rmat ion  you know to  be  fa lse
or  to  omi t  impor tan t  fac ts .  Cr imina l  and/or  c iv i l  pena l t ies  can resu l t  f rom such ac ts .
V i rg in ia  Res idents :  l t  i s  a  c r ime to  knowing ly  p rov ide  fa lse ,  incomple te ,  o r  mis lead ing  in fo rmat ion  to  an  insurance
company fo r the  purpose o f  de f raud ing  the  company.  Pena l t ies  inc lude impr isonment ,  f ines ,  and den ia l  o f  insurance
ben ef i ts.

The employee is responsible for the completion You may mail form directly to:
of this form without expense to Prudential.

To Be Completed By Employee (Please print. l :

Employee 's  Name Date of Birth (MM/DD/YYYY)

Employee 's
No" Street City St./Prov. ZiplPac

Occupat ion

I  hereby  au thor ize  re lease o f  in fo rmat ion  reques ted  on  th is  fo rm by the  be low named phys ic ian  fo r the  purpose o f
c la im process ing .

Employee 's  S ignature Soc ia l  Secur i ty  Number  
-  -

Date

To Be Completed By Attending Physician:
1. Patient History

What  i l l ness  or  symptoms caused the  pa t ien t  to  s top  work ing?

W h e n ? Why then?

What  i s  the  usua l  dura t ion  o f  th is  cond i t ion?

Has employee ever  had same or  s im i la r  cond i t ion?  When?

Descr ibe  course  and ou tcome o f  p rev ious  cond i t i

D id  the  s ickness  or  in ju ry  occur  on  the  job? t r  Yes  t r  No l f  Yes  and Workers 'Compensat ion  Benef i t s  a re  no t
payab le ,  p lease exp la in

l f  cond i t ion  due to  au tomobi le  acc ident .  ind ica te  s ta te  in  wh ich  i t  occur red

2. Past Medical History
Other  medical  h is tory (dates and t reatment)

3. Current Medical History

Phvs ica l  o r  Menta l  S iqns /Svmptoms How Th is  lmpacts  Job Per fo rmance Your  Recommendat ion

1 .

Remarks
Did the employee have specif ic problems on the job? tr Yes ! No l f  Yes, please explain

ls  there  any  h is to ry  o r  s igns  o f  head in ju ry  (da te ,  descr ibe  c i rcumstances)?

Cardiac Capacity
Amer ican Heart  Associat ion Funct ional  Capaci ty  L imi tat ion

! Class 1/None tr Class 2/Slight D Class 3/Marked tr Class 4/Complete

Was or is the patient in a Cardiac Rehab Program? tr Yes tr No Date from

Blood pressure (last visit) Systolic

G1.2002.119 Ed.4/2002
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4. ICD-9 Diagnosis: DSM Diagnosis:
Ax is  I  C l in ica l

Ax is  l l  Deve lopmenta l  &  Persona l i t v

Ax is  l l l  Phvs ica l  Cond i t ions

Axis lV Psychosocial Stressors

Pregnancy EDC Axis V Global  Funct ioning

Objective Findings (Clinical,  X-ray, EKG, LAB, Tests)

5. Psychosocial
a .  Descr ibe  any  s ign i f i can t  events  in  the  employee 's  pas t  o r  recent  h is to ry  ( inc lud ing  when)

b .  What  a re  the  employee 's  cur ren t  suppof is?

c .  What  a re  the  employee 's  cur ren t  ac t i v i t ies?

d.  l s  the  spouse employed? f l  Yes  !  No Spouse 's  Opera t ion
Has the i l lness interfered? f]  Yes ! No l f  Yes, please describe

e. Has the employee lost contact with fr iends or family? n Yes tr No

6. Treatment
First Visit_ Last Visit
L is t  a l l  medicat ions

Frequency

Has pat ien t  been hosp i ta l  con f ined? !  Yes  !  No Conf ined f rom
l f  Yes ,  g ive  name and address  o f  hosp i ta l

7 .  Prognos is
Has the  employee made s ign i f i can t  p rogress? !  Yes  t r  No l f  No,  exp la in

t h r o u g h

What  changes do  you expec t  in  the  near  fu tu re?

Descr ibe  Med ica l  obs tac les  to  re tu rn  to  work

8. Return to Work Plan
What work duties can employee perform?
What  du t ies  can employee no t  per fo rm?
What  changes wou ld  a l low employee to  work :
Own job? When?

When?
When?
When?

Job Mod i f i ca t ion?
Trial work?
Part-t ime?
Any o ther  job? -  Type o f  work  When?
What steps has the employee taken to return to work?
Cou ld  the  employee work  wh i le  rece iv ing  t rea tment?  l f  No,  why  no t?

NamesofotherTreat ingPhysic ians/Consul tants Specia l ty Address P h o n e  N o .

Do you feel the patient is competent to endorse checks and direct the use of the proceeds? tr Yes D No

Phys ic ian 's  Name (p lease type or  p r in t )
Board  Cer t i f ied /E l ig ib le
Off ice Address Phone  Number
Deg reelS pecia l ty
Phys ic ian 's  S ignature Date Completed

Pruden t i a l  F i nanc ia l  i s  a  se r v i ce  mark  o f  The  P ruden t i a l  I nsu rance  Company  o f  Amer i ca ,  Newark ,  NJ ,  and  a f f i l i a t es .
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Prudential f& l'inancial Group Term Life Insurance
Portability Option

If you have been activcly employcd prior to leaving your employer, and you are not rctiring or
disabled, you may apply for Group Term Life Insurance coverage under Prudential's portability
option. This option may be availablc to you and your dcpendents (if you continue your
coveragc). Portable covcragc terminates according to the terms of the group portability contract,
however covcrase will not bc continued beyond agc 70.

I  .  Your cmploycr complctcs Scct ions 2 and 3 of thc Portabi l i ty Elcct ion Form.

2. You nccd to complctc Scct ions 1,4,5,6,7,and B of the Portabi l i ty f r lcct ion Forrn. Plcasc

dcsignatc a beneficiary in Scction 5 since this fbrm rcplaccs your prcvious bcncficiary form.

You arc automatically thc bcncficiary fbr any dcpendcnt coveragcs.

3. Rcturn thc complctcd portability form to this addrcss:

The Prudent ial  Insurance Company of Amcrica
Group Life Recordkeeping
P.O. Box 923
Horsham, PA 19044-0923

5. Rcqr-rcsts for incrcascs in covcrage may only bc madc whcn you initially clcct thc portability

opt ion. Employccs may irrcrcasc covcragc by at lcast $20,000, but by no morc than thc

cmploycc's annual carnings amount.  An incrcasc in covcragc is not avai lablc lor chi ldrcn.
Dccrcascs in covcragc may bc rcqucstcd at any timc. If you arc rcqucstrng an irtcrcasc, you
must also complctc an Evidcnce of lnsurabi l i ty f icrm. You can gct this fbrm by contact i r tg
your cmployer or Prr-rdential.

havc complctcd al l  of  thc abovc stcps, Prudcnt ial  wi l l  send you a bi l l ing statemsnt
wccks, which will conf-rrm that your coveragc is in cf fcct- All paymcnts must be made

to prcvcnt lapsc or tcrmination of your Group Tcn-t-r Lifc Insurancc covcragc.

If you havc clucstions. you may contact Prudential G Lifb Rccordkccoins at 800-778-3827 .

Thc description above is intended to bc a summary ofthc portability provision and docs not include all plan provisrons,
exclusions. and lirnitations. Details ofyour portability provrsion can be fbund in your certificate. Ifthcre are any cliscrepancies
between this piccc and the certificate, the cerliiicate governs. Prudential Croup Term Lif'e Insurance is r"rndenvritten by The
Prudential lnsurancc Company of Arrerica, 75 I tsroad Street, Newark, New Jerscy, 07102. Prudential F inancial is a service mark t r i
The Prudential Insurancs Company of Arnerica, Newark, N.l, and afliliates.

INST-A000527 Ed. l0/2001 (Discouraged)
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promptly

You must apply for the Portabil i ty Option within 31 days of your termination date. I f  you
l ly  within 3l  days, thcrc wi l l  bc no lapsc in your covcragc.



Group Term Life Insurance Coverage
Portability Election Form*

Please return this form to:
The Prudential Insurance Companv of America
Group Life Recordkeeping
P.O. Box 923
Horsham. PA 19044-0923

Sex: Male n
Female l-l

Daytime Phone Number 
I 

Home Phone NumberDate of Birth I Social Securitv Number

Complete all blocks. lf your cunent Optional Term plan does not include some of the options below (e.9. Accidental Death and Dismemberrnent (AD&D) or
Dependent Term Life), or the employee is not enrolled in the option, please indicate 'not applicable' (NA).

Salary and Date of Last Day Actively at Work Grouo Contract Number

17332-
Current Optional Term Life Coverage Amount - Employee Current AD&D Coverage,Amount - Employee

Current AD&D Coverage Amount - Spouse

Current AD&D Coverage Amount Children

Cunent Dependent Term Life Coverage Amount - Spouse

!

Current Dependent Term Life Coverage Amount - Children

$

Has this insurance been assigned? Yes No lf NO, sign the certification at the bottom of this section. lf YES, con'rplete this section with assignee or
trustee information and attach copy of the assignment form.

Last Name of Assignee or Trustee First Name

Social Security Number or Tax ldentification Nurnber

I certify that, to the best of my knowledge and belief, the informatior,r provided in sections 2 and 3 is correct, and the employee who is namcd on this
form is eligible for portability according to the terms specified in the Prudential group contract.
X

Signature of Employer Representative (Employer ceftification for portahility eligibility) Date

Please note: lf you are eligible for AD&D coverage, any amounts elected must be equal to or less than the group term life amount. All insurance amor.rnrts will be
rounded down to the nearest $1,000. Coverage amounts will be reduced by any accelerated benefits paid under the Living Benefit Option.

Optional Term Life and Dependent Term Life Coverage

Employee (Optional Term Life Insurance):
Retain current face amount Elect lower amount
Elect higher amount $

Spouse (Dependent Term Life Insurance):
Retain current face amount Elect lower amount
Elect higher amount :

Children (Dependent Term Life Insurance):
Retain current face amount Elect lower amount

Employee:
Retain current face amount Elect lower amount
Elect higher amount :

Spouse:
Retain current face amoLrnt Elect lower amount
Elect higher amount

Children:
Retain current face amount Elect lower amount(

Daytime Phone Number Home Phone Number

*Participants are eligible if they have been actively employed pri;or to leaving their employer, and they are not retiring or disabled.



A. PRIMARY BENEFICIARIES: Please designate at least one primary beneficiary. Use a separate sheet if you want to name more ihan two primary
beneficiaries, or if the beneficiary is your estate or a trust.

B. CONTINGENT BENEFICIARIES: Death benefits will be paid to the contingent beneficiaries if the primary beneficiary(ies) is not alive. Use a separate sheet if
you want to name more than five contingent beneficiaries.

Thts section should only be completed if you previously had dependent coverage with Prudential for your spouse and you wish to continue this dependent
coverage.

Note: You must elect portability in order for your spouse to have portable coverage. The employee is the beneficiary for Dependent Term Life
Insurance.

Soouse's Last Name First Name Ml

This section should only be completed if you previously had dependent coverage with Prudential for your children and you wish to continue this dependent
coverage.

Note: You must elect portability in order for your children to take portable coverage. The employee is the beneficiary for Dependent Term Life
lnsurance.

Youngest Child's Last Name First Name Ml

I hereby request coverage under the Group Term Life Insurance Portability Plan. I understand that I will be billed on a quarterly basis and that a $3 billing fee psr
quarter will apply. I understand that, if I elect to convert my coverage to an individual policy, I waive rrry right to apply for coverage under the Portability Plan. I
understand that my Group Term Life Insurance coverage will be subject to the rules of the group contract governing the Portability Plan. I also understand that I
may apply for coverage under the Portability Plan subject to the following:

. This selection is made within 31 days of the date that I am no longer eligible for coverage through my former employer.

. I am subject to the age reductions outlined in the group contract.

. Group Term Life Insurance for my dependents is only available with my election of portable Group Term Life lnsurance.

. Portability is not available rf over age 70 at the time of election.

. Group Term Life Insurance for my dependents ends when they no longer qualify as eligible dependents.

. Group Term Life Insurance and coverage under all applicable riders will end if I fail to make any payment needed to keep my coverage in force
within 31 days from the date due.

Employee's Signature Date Asslgnee's Signature (if applicable) Date

Effective Date of Coverage: I

*Participants are eligible if they have been actrvely employed prior to leaving their employer, and they are not retiring or disabled.



IMPORTANT NOTICE REQUIRED BY CERTAIN STATE REGULATORS:

Arkansas Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in orison.

Colorado Residents: lt is unlawful to knowingly provide false, incomplete, or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include
imprisonment,  f ines, denial  of  insurance, and civi l  damages. Any insurance company or agent of an insurance company
who knowingly provides false, incomplete, or misleading information to a policyholder or claimant for the purpose of
defrauding, or attempting to defraud, the policyholder or claimant with regards to a settlement of award payable from
insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory
Agencies.

Distr ict  of  Columbia Residents: WARNING - l t  is a cr ime to provide false or misleading information to an insurer for
the purpose of defrauding the insurer or any other person. Penalt ies include imprisonment and/or f ines. ln addit ion, an
insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.

Florida Residents: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement
of c laim or an appl icat ion containing any false, incomplete, or misleading information is gui l ty of  a felony of the third
degree.

Kentucky Residents: Any person who knowingly and with intent to defraud any insurance company or other person files
a statement of claim containing any materially false information, or conceals, for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

Maine Residents: l t  is a cr ime to knowingly provide false, incomplete, or misleading information to an insurance
company for the purpose of defrauding the company. Penalt ies may include imprisonment,  f ines, or a denial  of  rnsurance
benefits.

Maryland Residents: Any person who knowingly gives false or deceptive information when completing this application,
for the purpose of defrauding the company, may be found guilty of insurance fraud.

Minnesota Residents: You may elect to cont inue coverage at your expense i f  your employment is terminated, ei ther
voluntarily or involuntarily, or if you are laid off, as long as the group policy is stil l in force with the employer. Coverage
may be continued until you obtain coverage under another group policy or you return to work from lay-off; however, the
maximum period that coverage may be cont inued is 1B months.

New Jersey Residents: Any person who includes any false or misleading information on an application on an Insurance
pol icy is subject to cr iminal and civi l  penalt ies.

New Mexico Residents: Any person who knowingly presents a false or fraudulent claim for payme nt of a loss or benefit,
or knowingly presents false information in an appl icat ion for insurance, is gui l ty of  a cr ime and may be subject to civ i l
f ines and cr iminal oenalt ies.

New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files
an appl icat ion for insurance or statement of c laim containing any mater ial ly false information, or conceals,  for the
purpose of misleading, information concerning any fact rnaterial thereto, commits a fraudulent insurance act, which is a
crime and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for
each such violat ion.

Ohio Residents: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an Insurer,
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Pennsylvania Residents: Any person who knowingly and with intent to defraud any insurance company or person files
an application of insurance or statement of claim containing any materially false information, or conceals, for the purpose
of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and
subjects such person to cr iminal and civi l  penalt ies.

Tennessee Residents: lt is a crime to knowingly provide false, incomplete, or misleading information to any party to a
workers' compensation transaction for the purpose of committing fraud. Penalties include imprisonment, fines, and denial
of insurance benefits.

Virginia Residents: l t  is a cr ime to knowingly provide false, incomplete, or misleading information to an insurance
company for the purpose of defrauding the company. Penalt ies include imprisonment,  f ines, and clenial  of  insurance
benefits.
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