JEFFERSON COUNTY

GROUP INSURANCE ELECTION FORM

Policy # 575304
	Name:
	
	Social Security #:
	

	Date of Birth:
	
	
	

	Date of Hire:
	
	Effective Date:
	


	Employee Basic Life/AD&D:     $20,000 - Paid by Jefferson County.




Employee Additional Life/AD&D:   You may purchase $30,000 in additional coverage.  Your monthly cost will be $11.10.

______________ YES, I ELECT ADDITIONAL EMPLOYEE LIFE/AD&D.

	Annual Enrollment/Change in Status: Evidence of Insurability will be required if you did not elect Employee Additional coverage within 31 days from your eligibility date and will be subject to medical underwriting approval.


Spouse/Child Life:     You may purchase the following Dependent Life coverage.  Child Benefit Schedule:  14 days - 6 months $1,000, 6 months to age 19 (26 if full time student) full benefit.

Option A:  Spouse  $10,000/Child $ 5,000.   Your monthly cost will be $3.45.    

Option B:  Spouse  $20,000/Child $10,000.  Your monthly cost will be $6.90.
YES, I ELECT OPTION _________________.

	Annual Enrollment/Change in Status: Evidence of Insurability will be required if you did not elect Dependent Life coverage within 31 days from your eligibility date and will be subject to medical underwriting approval.


Total Amount of Post-tax Elections............................... =  $________________

	Dependent Information:  You must complete the following for those dependents covered by your elections.

	Name
	Date of
	Relation
	Status
	(Check Coverage)

	
	Birth
	to You*
	**
	Life

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	* Relation to You: SP = spouse; CH = child; ST = stepchild who lives with you and depends upon your financial support

	** Status: (complete if applicable): S = full time student age 19 - 26 (if child); H = handicapped person; D = totally disabled person (may be subject to a delayed effective date); N = not applicable


Please indicate the name and expected date of graduation for those dependents who are full time students age 19 and over:

Name: _________________________ Expected Graduation Date: _________________

Name: _________________________ Expected Graduation Date: _________________

Beneficiary Information:  Designate your beneficiary(ies) below.

Name of beneficiary (last name, first,
Relation to
Benefit

middle initial)
   You
Percent

_____________________________________
__________
_____

_____________________________________
__________
_____

_____________________________________
__________
_____

If the beneficiary(ies) named above are

not living at the time of your death, then pay:

_____________________________________
__________
_____

_____________________________________
__________
_____

Note:  Life coverage amounts may not be payable if you commit suicide within 24 months of your effective date of coverage.  Please consult your employee booklet.  See your Plan Administrator or refer to your employee booklet for details about other Life coverage exclusions.
Delayed Effective Date:   Employee – Initial insurance and any additional insurance will be delayed if an employee is not in active employment because of an injury, sickness, leave of absence or temporary lay-off on the date that insurance would otherwise be effective.  Dependents - Initial insurance coverage will be delayed if a dependent is totally disabled on the date that insurance would otherwise be effective.  Exception:  Newborn children are insured on the 14th day.

Request for Signature:  I understand that by signing and submitting this form to elect coverage, I am making a binding election for my benefits and am authorizing payroll deduction from my earnings.  I understand that if I decline any of the above coverages, I cannot later change my mind during the plan year and elect these coverages, unless I experience a change in status.   The elections shown on this form will remain unchanged, although the cost may change.

	_____________________________________
	__________________

	Employee Signature
	Date
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