





4. BENEFICIARY DESIGNATION

Primary beneficiary:*

Primary beneficiary:*

Secondary beneficiary:*

Secondary beneficiary:*

Personal accident insurance

Primary beneficiary:*

Employee term life insurance (and AD&D if applicable) Relationship Birth date  Social Security number
[
.
[
[/
[
[

Secondary beneficiary:*

* Show full given name

If you name more than one beneficiary, settlement will be made in equal shares to the designated beneficiaries that survive you unless other-
wise provided in the designation. If no named beneficiary survives, your settlement will be made in accordance with the group contract.

5. SIGNATURE

Applicant signature:

6. COVERAGE OPTIONS

Date signed:

Previous employer: 1 mB [J NAMB

Service dates: Hire date: / / Termination date: / /

Employee term life options (Coverage cannot exceed $750,000.)

L] 1 times salary L] 5 times salary OR L] $10,000 ] $35,000
[ 2 times salary [ 6 times salary ] $15,000 ] $40,000
L] 3 times salary L] 7 times salary ] $20,000 L] $45,000
L] 4 times salary [ 8 times salary ] $25,000 ] $50,000

[ ] $30,000 ] $100,000

Accidental death & dismemberment [ ] Yes [ ] No
(Equals employee life amount.)

Spouse term life insurance L] ves L] No

Coverage amount $
(Must be in $5,000 increments not to exceed 50% of your coverage.)

Child term life insurance ($10,000) ] Yes [] No

Personal accident insurance
For myself L] ves [ No

Coverage amount: $
(Available to employee in $25,000 increments to maximum of $500,000.)

For my spouse

[] Yes [] No

(Coverage for spouse equals 50% of your coverage.)

Disability

Disability is not available for transfer, please complete an Evidence of Good Health Application to apply for coverage.

Continued on next page




6. COVERAGE OPTIONS (CONTINUED)

Dental benefits

Check the options that apply for dental benefits:

L] For myself L] For spouse L] For eligible children

Select one dental plan:

] Premier Dental Care Plan

] Choice Dental Care Plan

[] Guided Dental HMO Plan (If selecting this plan, indicate a dental office number in Section 3 for each covered person.)
Medical benefits

Check the options that apply for medical benefits:

L] For myself L] For spouse L] For eligible children

Select a medical plan option for yourself and/or any covered dependent who is Medicare primary:
] care Plus Plan

[ care Basic Plan

Select a medical plan option for yourself or any covered dependent who is NOT Medicare Primary:

[ Health Today [] Health Choice 2000 [] Health Saver 2800
[] Health Choice 500 [] Health Choice 3000 [] Health Select 500*
[l Health Choice 1000 [] Health Choice 5000 [] Health Select 2000*

* Only available in certain areas.

7. SIGNATURE OF NAMB/IMB AUTHORIZED REPRESENTATIVE

Signature: Date signed:




	D1 benef: 
	D1 rel: 
	D1 month: 
	D1 day: 
	D1 year: 
	D1 social security: 
	D2 benef: 
	D2 rel: 
	D2 month: 
	D2 day: 
	D2 year: 
	D2 social security: 
	D3 benef: 
	D3 rel: 
	D3 month: 
	D3 day: 
	D3 year: 
	D3 social security: 
	D4 benef: 
	D4 rel: 
	D4 month: 
	D4 day: 
	D4 year: 
	D4 social security: 
	D5 benef: 
	D5 rel: 
	D5 month: 
	D5 day: 
	D5 year: 
	D5 social security: 
	D6 benef: 
	D6 rel: 
	D6 month: 
	D6 day: 
	D6 year: 
	D6 social security: 
	D7  month: 
	D7  day: 
	D7  year: 
	C term life: Off
	C spouse: Off
	C child: Off
	C medsupp plan: Off
	C med splan: Off
	C dent self: Off
	C dent sp: Off
	C dent ch: Off
	C dent plan: Off
	C HLP self: Off
	C HLP sp: Off
	C HLP ch: Off
	D8 month: 
	D8 day: 
	D8 year: 
	imb: Off
	namb: Off
	add: Off
	pai: Off
	pai sp: Off
	spouse ins amt: 
	pai amt: 
	D9 month: 
	D9 day: 
	D9 year: 
	7 month: 
	7 day: 
	7 year: 


