‘ ;LH}LO]II Lincoln Life & Annuity

Financial Group- - Company of New York

Home Office: 100 Madison St., Ste 1860, Syracuse, NY 13202
All Group Insurance questions and correspomdences sent to:
Group Insurance Service Office :
P.0. Box 2616, Omaha, NE 68103-2616

: Phone (800) 423- 2765 Fax (877) 573 6177

: .Follow these steps to complete the form
Print clearly in ink. - .
Step 1: Fill in or conﬂrm your personal lnformatlon
Step 2: Fill in dependent information, if any.
Step 3: Select your benefits.
» Step 4: Assign beneficiaries.
GroupID: | Ermus- BL - o5 23599 : Step 5: Confirm enrollment.
Step 6: Sign, date & return the form.

Here is your Enrollment Form.|

1. Your Personal Information

Group/Emponer/P'artic'ipating Organization Name County . L - Zip : ‘State
Your First Name Middle Name/MlI Last Name Social Security No. Employee ID No. Date of Birth
e b
Street Address (Include Apt. or Suite No.) . City State Zip
‘| Home Phone Cell Phone __ Work Phone _ Email Address '
5 S ' b pad R aE B
Gender: D Male [ ] Female ' : Marital Status: ] Married ~ [] Single
2. Personal Information on Dependents — Complete if you are enrollmg dependents
= Spouse ) ar ‘ : _ ;
First Name Middle Name/MI ' ' Last Name : , Social Security No. . " Date of Birth _
: 5 L _ v - o876 / ) 7.
_ Prov:de contact mformatlon if different than Your mformatlon above. : _ ' '
Home Phone ' ' _ Cell Phone ' ’ ~‘Work Phone ' Email Address
S S SRS S e ' U e | Sl ol
Dependent Chlldren List all children you are enrolling (attach a separate sheet |f needed). - — K -
First Name Mlddle Name/MI , Last Name SSN (Optlonal)  Gender . DOB . - Full-time Student

= [Omale[]Female LY A0 [JvYes[ JNo
. . ] Male‘D Female ".__ [ - 1 [:lYesD No .
. Owele[Jremae /. _/_ Oves[INo |

Employer Completes this Section.
 Billing Division or Location: | by

Sort Group/Code: : : ‘ » : Payroll Cycle:

Policy #(s): i : _ ; e S0

Average Hours Worked Per Week: : [ ] Full-time [ ] Part-time » Oceupati}on: : ,
Earnings: [_] Hourly ] Weekly * [] Monthly ] Yearly 'S Date of Employment: - / /
Activély at Work? [ ] Yes[ ] No Date of Rehire: / /

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates.
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3. Benefit Selection — Continued. Choose your benefits.

To apply the appropriate tobacco/non-tobacco rates, please answer the following question:

n the past 12 months, have You or Your Spouse smoked a cagarette cigar or pipe, chewed You: [] ves [ ]no
‘tobacco or used tobacco or nicotine in any form? Your Spouse: [ves [no
‘Mark the box or boxes for each type of group insurance you are appiymg for AH insurance amounts are subject to the hmxtateons

| and exclusions as stated in the policy and cermﬂcate o -
. Employer Completes S A ‘ Total o
this section. - mount o Total Premium
Type of Insurance Insurance {Weekly)
Class Effective Date
Optional Life & AD&D [Ives [ ]mno*
/ /- $ $
Optional Life Only - [Jves []mno*
/- $ &
Optional Dependent (Spouse Only)
Life & AD&D [ ]Y¥es [ ]No*
You must be enrolled for Life & AD&D insurance. in
/ / order to add spouse and/or child insurance. $ S
Optional Dependent (Spouse Only) - S
Life Only ‘ o [ lves [[]No*
' S ' You must be enrolled for Life insurance in order to add _
/ / spouse andy/or child.insurance. $ Ky
Optionai Dependent (Child Only). ‘ k
»"I_ife Only : o e [ Ino*
You must be enrolled for Life insurance in order to add
Y/ 7 spouse and/or child i insurance. $ §
Optional Employee .
o AD&D [Jyes [Ino
f o s s
| Optional Employee& Family , ‘
AD&D E)Ves [Ine
o You must be enrolled. for AD&D /nsumnce m orderto | K
/o add spouse-and/or child insurance. 4 8
, ' Buy Up Short Term D»sabvhty STD [:] Yes D Nc* | Weekly Benefit
‘/ / | | | | Amount: S ¢
Buy-Up Long Term Disability {(LTD) [[]Yes [ ]No*. Mohthly Benefit
/ /- ‘ Amount: S ¢

*By selecting “No,” application for insurance at a later date may require further medical information and/or a physical exam, which
will be at my own expense.
--Actual deductions may vary slightly from above illustrations due to rounding--
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3. Benefit Selection — Continued. Choose your benefits.

Employer Completes
this section.

Class

Effective Date

Type of Insurance

Amount of
Insurance

Total Premium
{Weekly)

Accident -

Oves CIno

1] Employee

1 Employee/
Spouse

[} Employee/ v

1 Children

[] Employee/
Spouse/Children’

[ Ives [ ]No*

Critical lilness

You must be enrolled for Critical lllness insurance in
order to add spouse and/or child insurance.

You:
S

Spouse:

S
Child:

$

[:I,Yes D No

Voluntary Dental

[ Employee
[ eEmployee/
Spouse

[} Employee/
Children

[ ] Employee/
Spouse/Children

/..‘ ;

D Yes |:| No

Lincolri VisionConnect is underwritten by United
Healthcare - Insurance- Company . of = New  York;
Hauppauge, NY ' : '

Voluntary Vision

[ Employee

[] Employee/

Spouse

] employes/ V

~ Children
[ employee/

Spouse/ Children -

B

: *By selecting ”No, enrolhng fori msurance ata later date may requ1re further medical mformatlon and/ora physical exam, which will
be-at your own expense,

ENROLL 18 NY

--Actual deductions may vary‘slightly from above illustrations due to rounding--
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- 4, Select Your Beneficiaries — Choose who receives your insurance benefits.

Primary Beneficiaryfies)

The Primaty Beneficiary is the person(s|vou identif\y ta receive insurance benefits tpon your deatiy

If more than three Primary Beneficiaries, please attach a separate sheet of paper.
_ i multlple Prumary Beneficiaries, total percentage of all combined must equal 100/: o
_ First Name. ' Middle Initial - ‘Last Name
“ | Street Add'rés-.s_ 7 - City State . Z_'ipA
Social Security Number Date of Birth Relationship to You Percentage Phone Number
- - £ | % () -
First Name Middle Initial Last Name
Street Address City - ‘State Zip
Social Secubrity Number Date of Birth Relationship to You Percentage . Phone Number
- - Y : % ) -
First Name - Middle Initial - Last Name
|- Street Address City | State  Zip
: Social Sechrity N‘uvmber‘ ‘ Date of Birth Relationship to Ybu F‘erce_htége = Phone Number
5 e /  / L U % i

Contmgent Beneficiary(ies) and Other Beneﬁcnary Desngnatlons :
A Contlngent BenefICIary will receive benefits only if the Primary Beneficiary(ies) does not survive you. Please attach a separate
sheet to identify a Contingent Beneficiary. If multiple Contingent Beneficiaries,. total percentage of all combined must equal 100%.
To name a Beneficiary(ies) by product, attach a separate sheet identifying product and beneficiary.
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