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Group Insurance Enroliment Form
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f:g:]d(;';‘;}'&% ﬁé%g“”m& Please print clearly and mark carefully.
Employer/Plankolder Name: Marcellus Central School District Group Plan Number: 00082410 Benefits F {fective:

PLEASE CHECK APPROPRIATE BOX O3 Inilial Enrellment O Add Employee/Member Dependents/Family Members U Drop/Refuse Goverage 1 Information
Change

In this form, you will be referred to as an Employee/Member. Members of your family wiil be referrad to as Dapendents/Fasly Members. There wijl also ba times, when
refersing 1o Depandants/Family Members, this form will distingzish between your spouse and your ¢hildren, Dapending on the type of plan your Planhelder selected, other pla
documents may refer ta you as an employee, a member, or a similar term , and, to members of your family, as family members, depandents, eligitle dependents, or a similar
term. Please refer to the group policy, certificate of coverage, {(sometimes calfed a member guide), io see how terms are defined and to determine whish members of your
family are eligible for coverage. Plan decuments such as the group policy, certificate of coverage, (sometimes called a member guide), eontrol if there is any dispute
concerning the meaning of terms used in this form,

Ciass: Al Eligible Employees working  Division: Subtatal Code: {Plaase obtain this from your
20 hours or more gligible for LTD Employer/Pianhoider)

. Employer/Planholder Provided Soctal Sacurity NUmDer or Taxpayer ldentification
About You: ¥ dentitication: Number (TIN)

Full Legal Name-First, Mi, Last Name:

What is the nane you ge by? (optional) Your Secial Security Number of TIN must be provided if
enrolling for Life Coverage. Short Term Disabiiity
Goverage and/or Long Term Disability Coverage.

Address City State Zip
Gender Identity: M QO F Date of Birth (mm-dd-yy): - -
Phone (indicate primary): O Hame { } -
Qwork(___y_ -
3 Mohile { } -
Email Address (indicate primary) O Home O Wark

Ara you married or in a civil union? OO Yes O No Date of marriage/civi union: ~ “
Do you have children or other dependents? O Yes O No  Placement date of adopted chitd: - -

About Your Job: Job Title:

Wark Status:

O Active [ Retired O COBRA/State Continuation Date of full time hire: - - Annual Salary; §
Hours worked par week:

About Your Family: Please include the rames of the dependents you wish to enroll for coverage. |f additional space is needed,
please attach a separate sheet of paper with this information alang with your enroliment form. Your dependent's Social Security
Number or TIN must be provided if enrolling for Life Coverage. Be sure 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 Secusity Number or
ldentity:  [TIN
Address/Gity/State/Zip: amMmar - -
Phone: { 3y - Date of Birth (mm-dd-yyyy)
CEF2022-NY
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Child/ependeni 1: 0 Add Q DBrop Gender  {Social Security Number or  |Status (chesk as applicable)

Identiy;  {TIN O Student (post high school) T Disabled
Addrass/City/State/Zip: omMOac . . {1 Non standard dependent
Phone:{ )} - Date of Birth {mm-dd-yywy)
Ghild/ependent 2: Q Add CF Brap Gender  |Social Security Number or  |Stalus (check as applicable)

ldentity: ITIN {1 Student (past high schoal) O Disabled

OMaFr - - 0 Mon standard dependent
Address/City/State/Zip:

Date of Birth {mm-dd-yyyy}

Phone:{ )} - R .
Ghild/Bependent 3: O Add O Drap Gender  |Social Security Number or  [Status (check as applicabie)

Identity:  |TIN {1 Student (post high school) U Bisabled
Address/City/State/Zip: amar - . {J Non standard dependent
Phene:{ ) - Date of Birth {mm-dd-yyyy)
Child/Dapendent 4: 0 Add O Drap Gender  {Social Security Number or  |Status {check as applicable)

identity: {TIN (3 Student {post higk schoal) O Disabled
Address/City/State/Zip: aOMOF - - U3 Non stardard dependent
Phene:{ ) - Date of Birth {mm-dd-yyyy)

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

Only & Dependent/Child(rem)
Option 1: Bigh i [
Option 2: Low a (I

{1 F do nat want Dental Coverage bacause (Gheck as applicablg):

01 am covered under another Dental plan
{1 My spouse is coverad under another Dental plan
O My dependents/amily members are covered under another Dental plan

Vision Coverage: You must be enrolied to cover your dependents/family members. Check anly one box.
Employee/Member Employes/Member &Employee/Member &  Employee/Member, Spouse &

Only Spouse Bependent/Child(ren)  Dependent/Chitd(ren)
Option 1: Full Feature Q (] a a
Gption 2: Full Feature - Designer | a a |

{1 do not want this Vision coverage because (Check as applicable):

0 1 am covered under ancther Vision plan
O My spouse is cavered under another Vision plan
0 My dependents/amily members are covered under another Vision plan




Suardian Group Plan Number: 00082410

Please print employee name:

Basic Life Coverage with Accldental Death and Dismemberment (AD&D):
The amount of ffe insurance coverage you select may be either a specific doliar amount er an amount that is 2 mujtiple of your satary and may be subject to certain reductions.

Policy Amount
Employea/Member Qnly
¥ 200% of your annaal
salary to a maximum of
$250,000

The Guarantee |ssue
Anteunt is $250,000,

* If Employee/Membaer is
65+ benefit reductions
may apply which may
change the Gl amount.
Please see enrollment
materials for details.

Employee/Member Name your beneficiaries: (Primary bensficiary percentages must
total 100%)

If additional space is needed, please attach a separate sheet of paper with this
Infformation aleng with your enroliment form, Be sure to sign and date (mm-dd-yy)
the paper and keep a copy for your records.

Primary Beneficiarios:

Name: Sectal Security Number: .- %
Date of Birth (mm-dd-yy): - -

Address/City/State/Zip;
Phone:{ ) - Relationship to Employee/Member.
Namae: Secial Security Number__ - - %
Date of Birth (mm-dd-yy); - -

Address/Gity/Slate/Zip:
Phone:{ } - Relationship to Employse/Member;

Contingent Banaficiary: Social Security Number: - -

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

Phene: { ) - Relationship to Employee/Member:

{In the event the primary heneficiaries are deceased, the contingent beneficiary will receive
the benefit. Empfoyer/Planholder maintains beneficiary information.}

Dependents/Family Members - if the intended beneficiary is to be someone ather
than the Employea/Member, please complete the Beneficiary Designation form.

Attention: If any of the beneficiaries named above is a minor {a person under the age of 18
or 21, depending on their stale of residency}, state law may limit Guardian's ability to pay
life insurance proceeds direcily to them for as long as they remsin a minor. State Uniform
Transfars 1o Minors Act (UTMA) laws, where applicable, may allow far the normal course of
payment of these praceeds, ar a pantion thereof, ta the minor beneficiary’s designated
Custodian to manage on the minor's behalf until they reach adult age. At that time, the
proceeds are turned aver to the adult child, who can use the proceeds in any way he or she
chooses.

Are any of the beneficiaries identified above considered & minar in the state in which
they reside? Check one box only. O Yes O No

[f you answered “Yes", please name the fegally designated UTMA Gustadian for all misor
densficiarias you have designated:

Gustadian to Minor Beneficlarles:

Name: Sacial Security Number {or
FEINTIN # if a corporateentityy - _

Date of Birth (mm-dd-yyyy} (it an individualy; - -
Address/City/State/Zip:

Phone: { b -

If this Basic Life coverage will replace your existing life insurance coverage thraugh your curreat Employer/Planholder, provide the amount of the previous policy

Impaortant Notes:

» Based on your pian benefits and age, you may be required to complele an evidenge of insurability form.

Long-ferm Disability (LTD) Goverage:

The ameunt of LTD coverage you select may be either a specific doltar amosunt or an amount that is a multiple of your salary and may be subject to certain reductions.

Manthly Beneiif
&1 60% of safary 10 & maximum of $1,000

Guestions? Call the Guardian Helpline (888} 600-1600

wwsy.guardianlife.com 3




Signature
« ltunderstand that my dependentsfamily members cannot be ensolled far a coverage if 1 am: not enrolled for that coverage.

o funderstand no later than 30 days following delivery of accident-only, hospilal indemnity, and/or spacitiad diseass coverage, Guardian wiil ask in a written request
whether at leas! major medical insurance or at feas? basic hospital insurance and basic medical insurance {reguired underlying coverage) is in force on the effeslive date
of coverage. If Guardian receives a written respense that the required underlying coverage is not in force for an insured person on the effective date of coverage, the
accident-only, hospital indemnity, and/or specified disease coverage for that insured person will be vaided from its beginning with a full premiem refund for such
person.

«  Punderstand that { must e actively at work or my elecied coverage wili not take effect until | have met the eligibitity requirements (as defined in fhe benefit
bookiet.) This does net apply to eligible retirees.

«  [f coverage is waived and you later decide to enrolf, 1ate entrant penalties may apply. You may aiso have 1o provide, at your own expense, proof of each perscn’s
insurability. Guardian or its designea has the right te reject your request.

s« [understand that plan design Emitations and exclusions may apply. For complete details of coverage, please refer to the plan docuyments or enrolimant
materials, State limitations may apply.

«  Your coverage vill not be effective unti approved by a Guardian or its designated underwriter.
e | hereby apply for the group benefit(s} that | have chosen above.
» | urderstand that | must meet eligibility requirements for all covarages that | have chosen abova,

+  Submission of this form toes not guarantes coverage. Among cther things, coverage is contingent upon underwriting approval and meeting the applicable
eligibility requirements,

« | agree that my employer/planholder may deduct premiums from my pay if they are required for the coverage | have chosen above.

+ |agree that my amplayer/planholder or my employar/planioider’s dasignated administrator may deduct premigms 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 pramiums to my credit or dabit card if thay are required for the
coverage | have chosen.

o |state that the information provided above is true and correct to the bast of my knewledgs and belief.

Receipt of accelerated death benefits may affect eligibility for public assistance programs and may he taxable, A discount Is associated with the accelerated death
henefits. A fae of up to $250.00 will be required for the adminisirative gost of evajuating and processing Your application fer this benefit,

The Paticy permits the group Policyholder to change, reguce, restriet or terminate Your rights or benefits under the Policy without Your conseat; and b) sech
change, reduction, restriction or termination may oecur ai a time when Your health status 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 Warning Stalements page.

READ YOUR GERTIFICATE CAREFULLY. GERTAIN WAR RISKS ARE NOT ASSUMED. IN CASE OF ANY DOUBT, CONTAGT YOUR GOMPANY FOR
FURTHER EXPLANATION.

The laws of New York require the following statemant appear: Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance or stalement of claim containing any materially false information, or conecsals for the purpose of misleading, information concerning

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

SIGNATURE OF EMPLOYEE/MEMBER X DATE




Guardian Group Plan Number: 00082410 Please print employee name:

Fraud Warning Statements

The laws of several states require the following statements to appear on the enroliment form:

Alabama: Any person who knowingly presenis a false or fraudulant claim for payment of a loss or benefit or who knowingly presents false infarmation i an application for
instrance is guilty of 2 crime and may be subjact to restitution fires or confinement in prison, or any combination thereof,

Galifornia: For your pretection California law requires the foflowing to appear en this form: Any person who knawingly presents false or fraudulent claim far the payment of a
loss is guilty of a erime and may be subjeci to fines and confinement in stata prisan.

Colorado: it is unlawiut to krawingly provide false, incomplete, or misleading facts or informatien to ar insurance company for the purpose of defraudmg or attempting to
defraud the company. Penalties may include imprisonmend, fines, denial of insurance, and ¢ivil damages. Any insurance company or agent of an insurance cosapany who
knowingly provides false, incemplete, or misleading facts or infarmation to a policy holder or claimant for the purpose of defrauding or attemipting to defraud the palicy
helder or claimant with regard 1o a settlement or award payabls from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulztory Agencies.

Delawars, Indiana and Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insarance paticy containing any false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: it is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer ar any other person. Penalties
include imprisonment and/ar fines. In addition, an insurer may deny iasurance banefits, if false information materlally related o a claim was provided by the applicant.

Florida: Any person who knowingly and with istent 1o injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or
misleading infarmation is guilty of a felony of the third degree.

Kentucky: Any persan who knowingly and with infent to defraud any insurance company or ather person files a staternant of claim comaining any matetially false information
or concaals, for the purpose of misleading, information concarning any fact material thereto commits a fraudulent insurance act, which is a crime.

Louisiana and Texas: Any person who krowingly presents a false or fraudufent ciaim for payment of 4 foss or benafit is guilly of a crime and may be subject to fines and
cantingments in state prison.

Maryland : Any persen who knowingly or willfully presents a false or fraudulent ctaim for paymant of a loss or benefit or knowingly or willfully presents false information in
an application for insurance is guilty of a crime and may be subject to fines and confinemeat in prison.

New Jersey: Any person who knovingly files a statement of claim containing any false or misleading information is subjact to criminal and civil penalties.

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT GLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE
INFCRMATION [N AN APPLICATION FOR INSURANCE IS GUILTY OF A GRIME AND MAY BE SUBJECT TO CIVIL FINES AND GRIMINAL PENALTIES.

Chia: Any person who vith intent to defraud or knowing that he/she is facilitating a fraud against an insurar, submits an application or nzes a claim confaining a false or
daceplive slatement is guilly of insusance fraud.

Rhade Island: Any person who knowingly and wilifully presents a false or fraudutent claim for paymant of a loss or benefit or knowingly and wilifully presents false
information in an applcation fer insurance is guilty of a ¢rime and may he subject to finas and confinement in prison.

Virginia: Any person who with intent to defraud or knowing that he/she is faciiitating a fraud against an insurer, submits an application or fites a claim containing a false or
deceptive statement may have violated stats law.

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