Guardian

Group Insurange Enrollment Form

THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA Page 1 of 6
ggg;défg‘n“f& ™ 14319, Please print clearly and mark carefully,
FEmployer/Planhelder Mame: Marcelius Gentral School District Group Plan Number: 00082410 Benafits E flective:

PLEASE CHECK APPROPRIATE BOX [ Initial Enrallment T Add Employee/Member Dependents/Family Members O Drop/Refuse Coverage O Information
Change

In this form, you will be referred o as an Employee/Member. Members of your family will be referred 10 as Dependents/Family Membess, There will also be timas, when
refersing ie Dependents/Family Members, this form will distinguish belwean your spouse and your children. Cepending on the type of pfan your Planholder selected, other plary
documenis may refer to you as an employee, a member, or a simifar {erm , and, to members of your family, as family members, dependents, eligible dependents, or a similar
term. Please refer to the group policy, certificate of coverage, {sometimes called a member guide), to see how terms are defined and ta determire which members of your
family are eligible for coverage. Plan documents such as the group poticy, certificate of coverage, {sometimes called a member guide), control if there is any dispute
concerning the meaning of ferms used in this form.

Ciass: All Eligible Empioyees working  Division; Subtaotal Code: {Please obtain this from your
20 hours or mose not eligible for LTD Employer/Planholder)

. Employer/Planhoider Provided Social Security Number or Taxpayer dentification
About You: Identification: Number (TIN)

Full LLegat Name-First, MI, Last Name:

What is the name you go by? {optional) Your Social Security Number of TIN must be provided if
enrolting for Life Coverage, Short Term Disability
Coverage and/os Long Term Disabitity Coveraga.

Address Gity State Zip
Gender ldentity: M O F Date of Birth (mm-dd-yy): - -
Phone (indicate primary): C Home { ) -
OWork{____ Y -
Ul Mobile ¢ ) -
E mail Address {indicale primary) 0 Home O wark
Are you married or in a civil union? O Yes O No Date of marriage/eivil ursion: - -

Do you have children or other depsndents? O Yes O No  Placement date of adopted child: - -

About Your Job: Job Title:

Work Status:

[J Activa 1 Retired (3 COBRA/State Continuation Bate of full time hire: - - Annual Salary: §
Hours worked per week:

About Your Family: Please include the names of the dependents you wish to enroll for coverage. If additional space is needed,
please attach a separate sheet of paper with this information along with your enroliment form. Your dependent's Social Security
Number or TIN must be provided if enrolling for Life Covarage. Be surs to sign and date {mm-dd-yy) the paper and keep a copy
for your records. Additional information may be required for non-standard dependents such as a grandchild, a niece or a
nephew.

Spouse Gender  [Social Security Number or
identity: |TIN
Address/City/State/Zip: LIMELF - -
Phone: { ) - Date of Birth {mm-dd-yyyy)
CEF2022-NY

Qmsrmns? Call the Guardian Hc[phne (888) 600-1600 winw.guardianlife.com 1
c L D_ TAC . ENT.RE F _. RM 'AND RETURN TO YOUR EMPLO. ER




Child/Dependent 1: 0 Add O Drop|Gender  Social Security Number ar - [Stalus (check as applicable)

Identity: [TIN O Student {post high school) £ Disabled
Addrass/Clty/State/Zip: amMac - . {1 on standard dependent
Phone:{ ) - Date of Birth (mm-dd-yyyy)
Child/Dependent 2: 0 Add O Drap Gender  [Sacial Security Number or  |Stalus (chack as applicable)

idantity:  [TIN [ Student (post high school) O Disablad

amMar . - O Non standard dependent
Address/City/State/Zip:

Date of Birth {mm-dd-yyyy)

Phone: ()} - " n ™ e
Ghild/Dependent 3: Q Add £ Drop Gender  {Saclal Security Number ar  [Status (check as applicable)

fdentity: |TIN {3 Student (pest high schoel) U Disabled
Addrass/City/State/Zip: aMar - . LI Non standard dependent
Phone: ()} - Data of Birth {mm-dd-yyyy)
Child/Depandent 4: O Add £ Drop|Gender  |Social Security furaber or Status (check as applicabie)

tdentity: |TIN (3 Student {past high school) O Disabled
Address/City/State/Zip: CIMEOIF - - O3 Non standard dependent
Phone:( )} - Date of Birth {mm-dd-ywyy)

Dental Coverage: You must be envolled to cover your dependents/family members, Check only one box,
Employee/Member Employes/Member, Spouse

Only & Dependent/Chifd{ren)
Qption 1: High a a
Option 2; Low a a

1 | do not want Dental Coverage because (Check as applicable):

3 | am coverad znder another Dentat plan
0O My spouse is covered under another Dental plan
Q My dependents/tamily members are covered under another Dental plan

Vision Coverage: You must be enrolied to cover your dependents/iamily members. Check only one box,
Emplayee/Member Employee/Member & Employee/Member &  Employee/Member, Spouse &

Only Spouse Dependent/Chitd{ren)  Dependent/Child{ren}
Option 1: Fult Feature W] [l a ad
Qption 2: Fult Feature - Designer a [ a o

3 | do not want this Vision coverage because (Check as applicable);

O | am covered under another Vision plan
O My spouse is coverad under another Vision piaa
0O My dependentsAamily members are covered under another Vision plan




Guardian Group Plan Number: 00082410

Please print employee name:

Basic Life Goverage with Accidental Death and Dismemberment (AD&DY:
The amount of life insurance coverage you sefect may e either a specific dalfar amount or an amount that is a mulliple of your salary and may be subject to certain reductions.

Policy Amouat
Employes/Member Only
4 200% of your annuat
salary to a maximum of
$250,000

The Guarantes Issue
Amount is $250,000.

* {f Employee/Member is
65+ benefit reductions
may apply which may
change the Gl amount.
Please see enrollment
materials for defails.

Employes/Member Name your hensficiaries: (Primary benediciary percentages must
total 100%)

If additfonal space is needed, please attach a separate sheet of paper with this
inftormation alang with your enroltment form. Be sure to sign and date {mm-dd-yy)}
the paper and keep a copy for your records,

Primary Beneficiaries;

Name: Social Security Number: - - Y.
Date of Birth (mm-dd-yy): - -

Address/Gity/State/Zlp:
Phone: { ) - Ralationship to Employee/Member:
Name: Social Security Number: - - %
Date of Binth {mm-dd-yy):_ - -

Address/Gity/State/Zip:
Phane:{ ) ~ _ Relatlenship to Employee/Member:

Gontingent Benaficiary: Sacial Security Number: __ - -

Date of Birth {mm-dd-yy); - -
Address/Gity/State/Zip:

Phione: ( ) - Relationship to Employes/Mamber:

(in the event the primary beneficiaries are deceased, the contingent beneficiary will receive
the benefit. Employer/Planholder maintaing beneficiary information.)

Dependents/Family Members — i the intended beneliclary is to be someons other
than the Employee/Member, please complete the Beneficiary Designation form.

Attention: If any of the beneficiaries named above is a minor (a persen under the age of 18
or 21, depending on their state of residency), state law may limit Guardian’s ability to pay
life insurance praceeds direetly to tham for as [ong as they remain a minor. State Uniform
Transfers to Minors Act (UTMA) laws, where applicable, may allow for the sormal cosrse of
payment of these proceeds, or a portion thereof, to the minor beneficiary’s designated
Custodian to manage on the minor's behalf until they reach adult age. At that time, the
praceeds are urned over to the adult child, v/o can use the proceeds in any way he or she
chooses.

Ara any of the beneficiaries identified abova considered a minor in the state in which
thay reside? Chack one box enty. U Yes [ No

If you answered “Yes”, please name the legally designated UTMA Custodian for all minor
heneficiaries you have designated:

Custadian to Minor Beneficiaries:

Name: Saocial Security Number {or
FEIN/TIN # if a corporate entity): . .

Date of Birth (mm-dd-yyyy) {if an individual); -
Address/City/State/Zip:

Phone: ( 3 -

if this Basic Life coverage will replace your existing life insurance coverage threugh your current Employer/Planholder, provide the amousnt of the previous policy

5

Important Notes:

» Based on your plan benefils and age, you may be raquired to complete an evidance of insurabiiity form,

Signature

« {understand that my dependents/family members cannot be enrollad for a coverage i | am not enrolled for that coverage.

« iunderstand no later than 30 days following delivery of accident-only, hospital indemnity, and/or specified disease coverage, Guardiar will ask in a written raguest
whether at isast major medical insurance or at least basic hospital insurance and basic medical insurance (required underlying coverage) is in force on the effective date
of coverage. [f Guardian receives a written response that the required underlying coverage is nat in force for an insured persan on the effective date of coverage, the
accident-only, rospital indemnity, and/or specified disease coverage for that insured person will be voided from its beginning with a {full premium refund for such

persan.

« lunderstand that | must be actively at viork or my elested coverage will not take effect until [ have met thie eligibility requirements {as defined in the benefit

haoklel,) This does nat apply to efigible refirees.

Questions? Call the Guardian Helpline {888} 600-1600

www.guardianlife.com 3




+ i coverage is waived and you later decide to enrall, late entrant penalties may apply. You may also have to provide, at your own expense, proof of each person's
insurability. Guardian or its designee has the right to reject your request,

s« lunderstand that plan design limitations ard exclusions may apply. For complete details of coverage, please refer to the plan gocuments or enrollment
materials. Stale limitations may apply.

e Your coverage will nol be effective until approved by a Guardian or its designated underwriter.
o |hereby apply for the group benefit{s) that | have chosen above.
¢ undarstand that | must mast eligibility zeguiraments for all coverages that | have ¢hosen above.

s Submission of this form does nol gquaraniee coverage. Amaong olher things, coverage is contingsnt upon undenwriting approval and meeting the applicable
eligibility requirements.

«  [agree that my employer/planhaldar may deduct premiums from my pay if they are required for the coverage | have chesen above,

e | agree that my employer/pianholdes or my employer/slanholder's designated administrator may deduct premiums from my pay apply premiums to my credit card or
debit card add premiums to my dues withdraw premiums from my designated bank account, apply premiums to my credit or debit card i they are required for the
caverage | have ¢hosen.

« | stale that the information provided above is frue a_nd correct to the best of my knowledge and belief.

Receipt of accelerated death benefits may atfect eligibility for public assistance programs and may he taxable. A discount is associated with the accelerated death
benefifs. A fee of up to $250,00 will be required for the adminfstrative cost of evaluating and processing Your application for this benefit.

The Policy permits the group Palicyholder to change, reduce, restrict or terminate Your rights or beaefits ender the Policy without Your consent; and b) such
ehange, reduction, restriction or termination may occur at a time witen Your heaith stalus has changed and may affect Your ability to procure individual coverage.

The state in which you reside may have a specific state fraud warning. Please refer to the attached Fraud Warsing Statements page.

READ YOUR CERTIFICATE CAREFULLY. CERTAIN WAR RISKS ARE NOT ASSUMED. IN CASE CF ANY DOUBT, CONTAGT YOUR COMPANY FOR
FURTHER EXPLANATION.

The laws of New York require the following statement appear: Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance or statement of claim containing any materiatly false information, or congeals for the purpase of misieading, information concerning

any fact material thereto, commits 2 fraudulent insurance act, which is a crime, and shall also be subject te a civil penalty not to exceed five thousand dellars and
the stated value of the claim for each such viclation. {Boes not apply to Life Insurance,)

SIGNATURE OF EMPLOYEEMEMBER X DATE

Fraud Warning Statements

The laws of sevaeral states require the following statements to appear on the enroflment form:

Alabama: Any person who knowingly prasents a false or fraudulent claim for payment of a lass or benefit or who knowingly presents false information in an application for
insurange is guilty of a crime and may be subject to restitution fines or confinement in prison, ar any combinaticn thereof.

California: For your protectien Galifornia law requires the following to appear on this form: Any person who knowingly presents false or fraudulent claim for the payment of &
foss is guilty of a crime and may be subject to fites ang confinement in state prison.

Golorado: itis unlawfut to knowingly provida false, incomplete, or misieading facts or information to an insuranee company for the purpose of defrauding or attempling to
defraud the company. Penalliss may include imprisonment, fines, denial of insurance, and civil damages. Any insuranee company or agent of an insurance cempany who
kowingly provides false, incomplete, or misleading facts or information to a policy hotder or claimant for the purpose of defrasiding ot attempting 1o defraud the policy
holder or claimant with regard 1o & sefifement or award payable from insurance proceeds shall be reported to the Colorado Division of insurance within the Cepartment of
Regulatory Agencies.

Delaware, Indiana and Cklahoma: WARNING: Any person who knawingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incompiete or misleading informatian is guitty of a felony.

District of Columbia: WARNING: it is a crime to provide false or misleading information to an insurer for the purpase of defrauding the insurer or any other person. Penaities
include imprisorment and/or fines. In addition, an insurer may deny insurance benefits, if false infarmation materially related to a claim was provided by the applicant,

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of ¢laim or an application containing any false, incomplete, or
migleading information is guilty of a felony of the third degree.




Guardian Group Plan Number: 00082410 Please print employee name:

Kentucky: Any parsan who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing any materially false information
or congeals, for the purpose of misleading, infarmation concerning any fact material thersto commits a fraudulent insurance act, which is 2 crime.

Louisiana and Texas: Any person who knowingly presenis a fafse or fraudulent claim for payrient of a foss or benefit is guilly of a crime and may be subject to fines and
confinements in stale prison.

Marytand : Any person who knowingly or willfully presents a false or fraudutent claim for payment of a toss or benefit or knowingly or willfully presents false information in
an application for insurance is guilly of a crime and may ba subject to fines and confinement in prison.

New Jarsey: Any parson who knowingly files a statement of claist containing any false or misleading information s subject to criminal and civil penalties.

New Mexico: 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 INSURANGE IS GUILTY OF A GRIME AND MAY BE SUBJECT TO CIVIL FINES AND GRIMINAL PENALTIES.

Ohlo: Any parson whio with intent to defraud or knowing that hefshe is facilitating a fraud against an insurer, submits an application or files a claim containing a false of
daceplive statement is guilty of insurance fraud.,

Rhode Island: Any person who knowingly and wilifully presents a false or fraudulent claim for payment of a loss or denefit or knowingly and williully presents false
information in an application for insurance is guilty of a crime and may be subiect to fines and confinement in prison.

Virginia: Any person who with intent to defraud or knowing that he/she is facilitaling a fraud against an insurer, submits an application or files a claim containing a false or
deceplive staternent may have violated state law,

Questions? Call the Guardian Helpline (888) 600-1600 wiww.guardianlife.com 5







