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Group Member Life & Dental Enroliment Application
Dentat / Life / AD&D / Disability

Florida
Combined Life
o o bkparcec inrasn cf e
Please write clearly in biack.or.bluie ink . |
-Section Al -Employer Provided: information _ ' P
Group Name; 1. | Life Group 7. 2,[Dental Group-# 3] Division % 4
Coverage Effective Date: 5 [Date of Hire: -t wyvv 6. | OccUpation: 7.[Class: .
Wo'rk Status: 5 Paid: O Hourly 10.] Annuial Salary: 11, Hours worked. 12, D_Openf;E_nroilme'nt: 13,
: [ Salary -3 per week: {Dental Only}
__'I:[ Actively at Work [JCOBRA ° _[TRefired B
Section:B: Employee Information -{Referfo-Section D for Dependent. infarmalion) ' _ N _
Last Name: 14; First Name: 15{ML: " 16;Gender.  17]Date of Birth (DOB); 18.
JOM CJF '
Soclal Security No.~ . 19 Address’ 20]Apt#E 21[City: 22State: | 23]7Zip? z.
County: ' 25|Home: Phone #: %. [Business Phone# 27, Marital Status: 28] Emal @\ddress: 29,
() { O Single [1Maried D Divorced | '

"Section C: Dantal ‘Coverage Salacho,

(If yes, select one.of the Plans helow,) Employee:” [Yes [INo, [decling Coverage. . Chid(ren): L Yas L] No, [ decline: Coverage. 30,
¢ Spouse: OYes I No, | decline Coverage.
Plan Typs [ﬂglueDental Ghoice Plus (PPO) ____ [ BlueDental Choice (PPO} _____ [ BlueDental Chaice Copayment{PPO) 3
Requested D IueDen tal Care (Prepald) [ BlueDental Frégdom {Indemnity) : -
D Eing - rformati Add additional:dependents 10:tie back of: this. is form; sign: and date.] a
' _ 32] 33 _ 34 — s, 37.
FirstName Middie Initial';- Last Name Social Date of Relation to Gende'r BlueDental Care Only
: Security Birth You (DP = Facility ID #
No. : Comestic To see & list of dentists in the
Partner) network visit www.bchsfl.com
. 1 Check box.if a current patient {
Emiployes : O
' ' OSpouse [EOM
: ' or CJDP CiF i
1 Child or OMm
ODPChid  IIJF 1O
OcChidor . M
ODPChid _ |OJF O
[ Chiid or OM
' [1DPChid. _|[OF O 5
Section E; Other Dental Insurance Information.{THis section. must be completed for Qaims. progessing:}.. . . L L e
in-addition to this policy, do you or your dependents have any-other dental instrance under a-group plan? CIYes [0 No If yes, complete below. 38
‘Name of Person: 39,/ Group Name & #: 40| Policy & ¢ 41,
Insurance Co. Name and Address: ' ' 42;
“Section F: Life, AD&D and Diszbility Coverage Selection _ . _ i
(f yes; select coverages befow.) - Employee: [QYes [JNo, | decline Coverage Child(ren): [JYes [J No;.l decline Cquerage_. 43.
' " Spouse:  [IYes [JNo, | decline Coverage. |
Coverage Requested:. ' 44,
O Basic Term Life § [ Supplemental Life § C18upplementai AD&D . Small Group Package 10
[ Accidental Death & Dlsmemberment (AD&D)§ [0 Short-Term Disability (STD) [ STD Buy-Up O Smal Group Package 20
[ Dependent Life $ 3 Long Term Disability (LTD) | LTD Buy-Up O Simall Group Package 35

Voluntary Coverages: (If spouse Voluntary Life is selected, spouse informiation. must be provided in Section D- -above:)

Life [JEmployee$_____ I Spoused. £ Child ren} $ ADD [J Employee $ [15pouse_ [1¢hild (ren).__

[ Voluritary Shart-Tefm Disability (VSTD) Have you or your spouse (if applying for coverage) uSed tobacco

1 Volunitary Long-Term Digability {VL.TD) products in the pastyear? You: [JYes ‘[JNo. Spouse:: F1Yes OONo

" Group Life Beneficiary Information. Add additional beneficiaries o the back of this form, sign-and gate'it
Total % must = 100%.

45.

This will revoke any existing beneficiaty designation you may have:

Primary Beneficiary: DOB: Retation to You: .. [ of Share:.
Primary Benefciary. DOB: | Relation to-You:- % of Share:
Secondary.(Contingent) Béneficiary: DOB: . Relation to You: % of Share:
- Secondary (Contingent) Beneficiary: COB: Relation o You: % of Share:.
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Section : Acceptance.of Coverage (Piease read before signing) | Section H: Refusal of AnylAll Coverage (Please read beforé signing)

 wish to apply for any coverage checked YES under Parts C-and  46] | do notwish to apply for any.coverage checkedNO under Parts C-and 47,
F on the front of this form, 1have read and undarstand the Acceptance | Fabove, | understand there may be-additional requiremients if 1 decide

of Coverage on this form. [ certffy the statements on this appllcatlon fo apply at a later time, '

including-any attachment to'it, are.frue and complete-to:the best of my
knowledge and belief. (h‘ you chetked NO for-any coverage under Parts
€ or £, sign and dale Part H also )

Signature: Date. Signatyre: Date-

FRAUD.NOTICE: [ understand that any person who knowingly and with intent toi injure, defraud, or deceive any insurer files a statement of

| claim or.an application containing any false, incomplete, or mtsleadmuformation is guilty of a felony of the third degree.

-Section I: - Acgeptante of Coverage Authorization

i hereby appty for the. coverage checked “Yes’ on the front-of this form. My emgloyer. has selected the coverage through Flonda Comblned Llfe
Insurance Company, Inc. (FGL). | authorize my smployer o deduct from my earnings my premium. contripution (if any). | undsrstand all of the following:
1. If my coverage is {c be issued and coffinued, | must meet all-the group. confract's requirernents; 2. if my dependents’ coverage, if any, is to be
issued and contiriuad, my dependents must meet all the -group contract's Téquirements; and (3) if | am fot actively at work:on my proposed:coverage
effective date, my effective date for certain coverages mdy be deferred until the date | returnio active-work.

[ understand a dependent cannot be: {1) covered as both a dependent and an.employee, including married-employees of the same empioyer (2
covered inder more than one employee, of (3) full-time military.
| understand that my employer is'not an agent of FCL. |also understand-that my employer is responsible for notifying all employees of: 1. all -gffective

dates; 2. ali termination dates; 3. any Employee. Retirement Income Security Act (ER SA) rights dr responsibilities; and 4. all other matters pertalnmg
to-coverage. under the group contract.

It an overpayment s made, | authorize FCL to recover the excess from any person or entity to which. payment s made.
| acknowledge that, if | apply for FCL dental coverage later, coverage will not be: available unfil the niext open enroliment. [ also’ understand if |.dpply
later for coverages, other than dental, | may be required ta fumish evidence of insurability:

F acknowledge that FCL coverage is confingent upon tie complete, accurate. disclosure of the information requested. | hereby certify that the statements
on this appllcahon including any. attachment to'it, are:true and.complete to the best of my know!edge and belief, | understand and agree-that any
mlsrepresentatlons omissions, concealment. of facts, or incorrect statements may resu It in‘denial-of benefits and/or termination of coverage.

A photocopy of this applicafion shall be as valid as the original. However, the original application is required to evaluate this application. | agree to be
bound by the group contract's terms and condifions. | understand that this application is hereby made a part of the group contract. |'will attach it fo' my
certificate of coverage, when issued.

ndents below.iB2 Stire tomoiade your VOur mgnature ‘and the date:

:::F:rst:Name — Middle Initial Last Name Social Dateof | Relation foYou iGender BlueDental Care Only

Security Bith  {{0P = Domestic | FacilitylD#
No. . . 4 Parfner} Check box if a current patient
O Child or O M
' DP Child F 10O
[ Child or M
1 DP Child F |
[.Child-or: M
C1DP Child F O
“Add additional beneticiaries below. B sure foInclude your signature and the da otal % must=100%.
 Primary Beneficiary: _ DO_B:. Relation to You: % of Share:
- Primary Beneficiary: DOB: Relation to You: % of Share:
Secondary (Confingent) Beneficiary: | | DOB; Refation to You:  Bhof Share:
Secondary (Contingent) Beneficiary: ' pos: Relation te You: % of Share:
Signature . Date
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