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This enrollment form is for actively at work employees to apply for Supplemental Life Insurance for employee, spouse and
child(ren) (Beneficiary Designation for Basic Life Coverage is also included on this form). In order to elect Supplemental Life
Insurance for a spouse or child, you (the employee) must have Supplemental Life Insurance in place for yourself. Supplemental
Life insurance is administered by The Standard.

SECTION I - APPLICANT INFORMATION

Name: First, Middle Initial, Last SSN Date of Hire
Date of Birth Gender (M or F) | Daytime Phone Number Evening Phone Number
Home Address: Number and Street ( : City ( : State | Zip Code
Occupation Annual Salary

SECTION Il - SUPPLEMENTAL LIFE BENEFIT ELECTION

**|f you are electing Life coverage over the Guarantee Issue amount ($400,000 basic and supplemental combined)
OR, you are enrolling after your initial enrollment period, you MUST complete a Medical History Statement and
your coverage will not go into effect unless your application is approved by The Standard. Workforce Services will
forward you a Medical History Statement upon receipt of this form. You must mail the completed Medical History
Statement to The Standard for review.

Check the boxes that apply:
ACCEPT WAIVE* Election Amount

Q Q Life — Employee Coverage
(1 or 2 times salary to a max of $400,000;
employee must enroll in order to purchase
spouse or dependent coverage)

Q Q Life — Spouse Coverage

(Minimum of $5,000 and increments of $5,000
up to the lesser $100,00 or 100% of the
employee’s election)
Q Q Life — Child Coverage
(Benefit reduced to $250 for children ages 0 — 6
months) $5,000

*My signature below certifies that | have been given the opportunity to participate in the City of Carrollton Employee benefit
program. The benefits have been clearly explained to me. After careful consideration | have decided not to participate in the
benefits listed above where | have checked “waive”. | understand that if | later decide to apply for coverage under this plan |
may be required to furnish evidence of insurability.

Signature Date

SECTION II1 - DEPENDENT INFORMATION

Spouse Name: First, Middle Initial, Last Sex | Date of Birth Benefit Amount
Child Name: First, Middle Initial, Last Sex | Date of Birth Benefit Amount
Child Name: First, Middle Initial, Last Sex | Date of Birth Benefit Amount
Child Name: First, Middle Initial, Last Sex | Date of Birth Benefit Amount

(PLEASE CONTINUE on the back)



SECTION IV - BENEFICIARY INFORMATION
BASIC LIFE BENEFICIARY
Primary Beneficiary

First, Middle Initial, Last Name Relationship* Social Security #

Contingent Beneficiary

First, Middle Initial, Last Name Relationship Social Security #

*Your spouse MUST sign this form if you are a resident of AZ, CA, ID, LA, NV, NM, TX, WA or WI and you designate
someone other than your spouse as beneficiary.

Spouse Signature Date

| UNDERSTAND that the Beneficiary for any dependent coverage will be the insured employee unless otherwise noted. As a covered
employee, you have the right to select a beneficiary in accordance with the provisions of your policy. You may also have the right to
change the beneficiary designation. If more than one beneficiary is designated, payment will be made in equal shares to each of the
designated beneficiaries which survive the insured, unless some other allocation is specified by you in writing in accordance with the
provisions of the policy. If no designated beneficiary survives the insured, settlement will be made in accordance with the terms of the

policy.

SECTION V - ELIGIBILITY AND AUTHORIZATION

I AUTHORIZE City of Carrollton to make payroll deductions for the above specified coverage and release other
necessary information to the administrators of this program.

Employee Signature Date
Supplemental Life Insurance Rates Child Life Insurance Rates

Emplkc])yee/Spouse Age Mo7th|y Rate Coverage for child(ren) may be purchased for $.46 per
Less than 30 $0.10/per $1,000 pay period regardless of the number of children enrolled in
30-34 $0.11 the plan. Deductions are taken after-tax.
35-39 $0.13 Coverage limits (below) are based on your child’'s age
40-44 $0.16
45-49 $0.26 0-6 months $250
50-54 $0.44
55-59 $0.76 6 months — 18 yrs $5,000
60-64 $1.23
65-69 $2.02
70+ $4.25 18-23 $5,000
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