Employer: . . Guardian Group Plan Number: 492725
Town of Burlington
29 Center Street

GUARDIAN’ Burlington, MA 01803

The Guardian Life Insuranee Company of America

EMPLOYER USE ONLY 0 New Application T Add Dependent(s) 3 Drop Dependentis) Q Change Address
¥ Change Name 0 Drop Coverage as of: /7 /

Class ' Hours Worked  Division Benefits Effective
All Eligible Participants E ; /o
Keep a copy for your records and return form to: Midwest Regional Qffice, P.0. Box 8012, Appleten, WI 54912-8012

: First, Middle Initial, Last Name 3 / 2 0 Drop ' . Sex : Date of Birth (mm/daiyyy |
amar | It . .
Address City I ‘ State i Zip -
Preferred E-mail ! Day Phone Eve Phane The best way to reach you:
Q E-maif 1 Day Phane 0 Eve Phone
Job Title Work Status Date work status began
0 Full-Time O Part-Time O Retired 0 COBRA/State Continuzation /!

Are you marsied? O Yes O No ‘ Do you have children or other dependents? O Yes 0 No

al, Last Nam Social Security Number | Marriage Date
3 A4 3 Change 3 INop
aoMaF [ - - I
Child 1 3 Ade? 3 Ghangs 11y Drop Sex Date of Birth (mm/ddAyyy} Q3 Full-time student, at | City/State: ' Attending Since
oMaF [ (school) /o
Child 2 .2 Adg L Change L o b Sex Date of Birth (mm/ddAyyy} |Q Full-time student, at Gity/State: Attending Since
aMOF ] (school): ;o )
Child 3 23 Add 03 Change 13 Deop Sex Date of Birth (mm/defvyyy) | O Fuli-time student, at | City/State: Altending Since 2
QMOoF i {school): i
Child 4 *22 Add O Change L3 Diap Sex Bate of Birth (mm/ddAvyyy) ! Q Full-time student, at  : City/State; Attending Since
QMaF i {school): I

To drop coverage for yourself or your dependents, check the box(es) to the right of the name(s) and select the coverage(s) to drop below. Attach a separate sheet if -
youDW|sh]t0 drop more than one depandent from different coverages.
1 Denta

Yaur monthly premium PPO
Employee alone 0$26.55

3 | walve this coverage —

O | waive this coverage

Entire famity a$§71.62

Reason for Loss of coverage: O Termlnatmn of Employment 2 Divorce O Death of Spuase Date of coverage loss

3 Termination or Expiration of coverage ; /
If you are waiving coverage, are you covered under another dentat plan? I you are waiving dependent coverage, are your dependents covared under another
d Yes LNo dentai plan? O3 Yes O No

CEF - 2005

Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com Enroliment Kit 452725, 0001, EN ¥




IMPORTANT NOTES

m Proof of insurability doss not apply to dental, but i you waive dental coverage and later decide to enroll, you may be subject o a late entrant penalty and your
dental benefits may be limited for a period of time. Guardian may waive lale-entran penalties if you lose dental coverage due to termination of the plan, loss
of employment, death of spouse, diverce or whare a court has ordered coverage be provided for an eligible spouse or eligible children, provided you apply
within 30 days.

m Vision Discount Aceess is included with your dental plan at no charge. You must elect dental in order to qualify for Vision Discount Access.

SIGNATURE

1 hereby apply for the group benefit(s) that | have chosen above.
lunderstand that | must meet eligibility requirements for all coverages
that | have chosen above.

I understand that my dependent{s} cannot be enrolied for a coverage if |
arn not enrolled for that coverage.

{ agree that my employer may deduct premiums from my pay or add
premiums to my dues; if they are required for the coverage | have
chosen above.

shown on my paycheck stub do not agres, my paycheck stub will
prevail, | understand that the premium amounts may be amended.

| attest that the information provided above is true and correet to the
best of my knowledge.

Any person whe with intent to defraud or knowing that he/she is
tacilitating a fraud against an insurer, submits an application or files
a claim centaining @ false or deceptive statemenl may be geilly of
insurance fraud.

{understand that the presnium amounts shown above are estimations,
If the premium amousts shown above and the deductions for premiums

SIGNATURE OF EMPLOYEE X DATE




