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. . Envrollment Form for Employees be Prudential Insurance
Group Universal Life o e Baprat ™ Company of A

Company of America
Employee Nome —Last (Please print.) First ML Oate of Hire  Month Day Year

Mailing Address Ddate of Bith  Month Day Year

City Siate 7o Area Code Home Phone Social Securty No. -

i1 Check the appropriate box to indicate your employer: [ Aioome Freight O ABX Air, Inc. O Sky Courier

 Employee Coverage: Based on the following multiple of my annuat Spouse Coverage: In $10.000 units (§20.000 minimum) up to 2 times employee’s
Z Cov e base salary rounded up to the next higher $10,000 increment, if the - annual base salary, not to exceed a coverage amount of $100,000.
« Loverag multiple of annual base salary cannot be evenly divided by $10,000, )
elections not to exceed a coverage amount of $1,000,000. Name—tlaost First M.
Check one box: Social Securly No. Dale of Biih Monin Doy Year
O oo o - - ! - -

Ix 2x 3x 4x

Check one box:

Answer the following: Have you smoked or used any tobacco 0 $20,000 01 530,000 o s‘.‘?’?‘_"_’ o 559,{)?9

products in the past 12 consecutive months? O Yes O No 4 $60,000 L$70,000 380,000 T $90,000 O $100,000
Answer the following: Has your spouse smoked or used any tobacco products
in the past 12 consecutive months? OYes OONo

Children's Coverage: $10,000 each chid, regardless of number. []Yes [JNo List children’s names and birth dates on the reverse side.

5 N Employee: In addition to the cost of insurance, | elect to con- Spouse: In addition to the cost of insurance. | elect to contribute a
. Optlonal tribute a monthly dollar amount via payrolt deduction fo the monthly dollar amount for my spouse via payroll deduction to the
cash cash accumulation account: cash accumulation account:
contributions S /month. $. .__/month.
f you answer “yes™ to any of the following questions, or if employee coverage Is more than $500,000, Seabury & Smith will send a Request for
4. Evi d ence Medical Information form to the address shown above tor your completion and signature.
of gOOd health Section 4-A—Answer #1, #2 and #3 below when employee coverage is either 4 times annual base salary or more than $250,000.
. Yes Employee No
Secti 4 A: #1 Have'you been diagnosed with or received medicat treatment during the past five years for cancer, tumors, diabetes, or any
on 4-A: disorder of the liver, kidneys or heart or any circulatory disorder, including high blood pressure and stroke?. ................. (] O
Employee #2 Have you during the past five years, had an opplication for life or health insurance declined, postponed, rated up, waivered,
of issued for a smafier AMOUNt than OPPEEA FOr? . . .. ...ttt e e aa et e e e e e e e e e e a O
#3 Have youinthe last 12 months been in any hospital or other institution for observation, test, diagnosis or treatment? . ........ a
Section 4-B—The following questions must be answered for spouse coverage, regardiess of coverage amount. Yes Spouse No
#1  Has your spouse been confined for medical care or treatment at home or elsewhere duiing the past 90 days? .............. a (]
#2 15 your spouse unable 10 DErfOrm NOMNIGH GCHVIIES? . . « v v exn v et en et et et e e e e et a e et eeeaa e eees O O
S ﬁ 4 B: Answer #3, #4 and #5 below when spouse coverage is more than $20,000, or a spouse is age 65-69.
ection 1-b: #3 Has your spouse been diagnosed with or received medical treatment during the past five years for cancer tumors, diabetes,
SPOUSC or any disorder of the liver, kidneys or heart or any circulatory disorder. including high blood pressure and stroke?............ O
#4 Has your spouse during the past five years, had an application for life or heatth insurance declined, postponed, rated up,
° waivered, orissued for a smaller amount than applied for? . . . ..ot e O O
#5 Has your spouse in the last 12 months been in any hospital or other institution for observation, test, diagnosis or freatment? . . ] O
Section 4_& Section 4-C—The following questions must be answered for dependent children’s coverage. Yes Children No
Depen den t #1 Has any child to be insured been confined for medical care or treatment at home or elsewhere during the past 90 days?
. Pe Chid's name: O O
Chlldl'ell #2 s any eligible child unable to perform normal activities? Child's name : a O
*If you answer “yes” for any child, are there other children eligible for coverage? [ Yes [JNo
Late entrant If you enroll after an employer-scheduled enrollment period, or enroil a newly married spouse affer 31 days of marriage date, or a firsiborn child
after 60 days of birth date, Seabury & Smith will send a Request for Medical Information form to the address shown above for your completion
and signature. '
. Employee
5 . Beneﬁcxary 1st Beneficiary (full name) % Share, Relationship
If you need more 2nd Beneficiary (if Ist is not iving) % Share Relationship
space, please use .
the reverse side of Spouse: )
1st Beneficiary (ful name; . % Share Relationshi
this enrollment form. vy ( ) D

(The beneficiary for a spouse is the employee if not otherwise designated.)
2nd Beneficiary (if Ist is not living) % Share Relationship
Children’s Coverage: The beneficiary for dependent children’s coverage is the employee unless otherwise designated on the reverse side of the enroliment form.

1 certity that all of the Informdtion on this enroliment Is true and complete to the best of my knowledge and belief and that | am actively at work
and able to perform normal activities on the date of my signature specified below. If | am not actively at work and able to perform normal
activities on such date, coverage will not go into effect until my return to work. If my spouse and/or any dependent child to be insured has been
confined for medical care or treatment at home or elsewhere during the 90-day period prior to the date of my signature below, that
individuat’s effective date of coverage will be deiayed until approved by The Prudential.

Check only one

[ 1 hereby authorize my employer to deduct the required contribution from my pay for coverage under the Group Universal Life insurance
program. | understand the rates are based on age and will change on the program anniversary when the insured enters a new age bracket.
This request and authorization applies to this program until rescinded by me in writing.

[ 1 hereby certify that | have been given the opportunity to enroll for the Group Universal Life program and, after careful consideration, have
decided not to enroll.

Employee Signature Social Security No. Date
, (MDD




SV T L LU

Designating Your Beneficiary

The “1st Beneficiary” is your first choice of - Beneficiaries may be changed at any time as
the person or persons who would receive the long as the change is made in writing to and
death benefit. recorded by Seabury & Smith.

The “2nd Beneficiary” is your second choice of If you wish to designate a trust or other organ-
the person or persons who would receive the 1zatxon as beneficiary, you are encouraged to

death benefit an the first is not living).

AAAOL 1S AU aa Vil

seek omdnnm from your pprennql financial

adv1ser.

Additional space for beneficiary designation. Employee signature required below.

For whose coverage? Beneficiary’s Full Name ‘ % Share Relationship
1st
2nd
st
2nd
1st
20d
Employéc Signature i Social Security No. : Date

List each unmarried dependent cbhild under age 21 (or under age 25 if a full-time student):

Child’s Name Child’s Birth Date Age Today

Note: Seabury & Smith must be notified by you within 90 days when a child ceases to be eligible for
Dependent Children’s Coverage so that he/she may switch the Dependent Children’s Coverage to Group
Universal Life coverage.



