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Egzﬁg?é‘n“ﬁ, z&gﬁx 14318, Please print clearly and mark carefully.

Emplover Name: PA NJ Credit Union Association DBA

. iis Effective;
CrossState Credit Union Association Group Pian Number: 00578516 Benefits Effective

PLEASE CHECK APPROPRIATE BOX 1 Initial Enroflment L3 Re-Envoliment U1 Add EmployeesDependents () Drop/Refuse Coverpge 3 [nformation Change
i Increase Amguni L1 Family Status Change

Class: ALL ELIGIBLE EMPLOYEES - Division: Subiotal Code; {Please obtain this fram your Employer)
VALUE DENTAL
Ahout You: Sociat Security Mumber
Firgt, M4, Last Name:
Address City State Zip
Gender: i3 M OF Date of Birth (mm-dd-yy): - - Phone: { ) -
Email Address: Are you married or do you have a spouse? 1) Yes T No Date of marriage/union; -
Do you have childran or other dependants? LI Yes Ll No Placement date of adopted child: - -
About Your Job: Job Title:
Wark Status:
< Active T Retired O Cobra/State Continuation Bate of full time hire: “ -
Hours worked per week:

About Your Family: Please include the names of the dependents you wish to enroli for coverage. A dependent is a persan that
yOu, as a taxpayer, claim; who relies on you for financial support; and for whom you gualify for a dependent tax exemption.
Bependent tax exemptions are subject 1o IRS rules and regulations. Additional information may be required for non-standard
tdependents such as a grandchild, a niece or a naphew.

Spouse (First, MI, Last Name) Gender  |Social Security Number
LimOF - -
Address/City/State/Zip:
Date of Birth {mm-dd-yyvy)
Phone:i ) - e
Chitdiependent 1: DY Add 0 Drop|Gender  (Social Security Number  :Status (check all that apply}
OMOF . R .1 Student (post high school) O Disabled
Address/Cily/State/Zip: ) Non standard dependent
Date of Birth {mm-gd-yyyy)
Phone: () -
Child/Dependent 2: 3 Add O Drop|Gender  [Social Security Number Status (check all that apply}
QOMIIF . . L Student (post Righ scheol) L Disabled
21 Non standard dependent
Address/City/State/Zip: Bate of Birth (mm-dd-yyyy)
Phone:( ) -

CEF2017-DOM-PA

Questions? Call the Guardian Helpline (888) 600-1600 wwivguardianlife.com
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Chilé/Dependent 3: T Add D) DropjGender  [Social Security Mumber Status (check ali that apply)
OMOF _ . 1 Student {pest high scheol) 22 Disabled
Address/City/Stale/Zip: 21 don standard dependent
Date of Birth (mm-dd-yyyy)
Phone:{ } - - -
Child/Dependent 4: 3 Add 3 Drop|Gender  [Social Security Mumber  {Status {check all thal apply) T
oMoOr . - 1 Student (post high school} Q3 Disabled
Address/City/State/Zip: 1 Hon standard dependent
Date of Birth (mm-dd-yyvy)
Phone:{ ) - . -

Dental Coverage: You must be enrotled to cover your dependents. Check only one box.

Your Monthly Premiurn Employee Only  EE & Spouse EE& EE, Spouse &
Dependent/Child{ren} Dependent/Child(ren)
PPG Qg29.71 {1$59.48 056140 {15106.83

Q1 | do not want this coverage. If you do not want this Dentai Coverage, please mark alt that apply:
{3 | am coversd under ancther Dentat plan

O My spouse is coverad under another Denial plan

1 My depentlents are covered under another Dental plan

Gritical Hiness Coverage:  You must be enrolted o cover your dependents
Benefit reductions apply. Please see plan administrator.

Employee

Insurance Ameunt: 0 $5,600 0 §10,000 0 §15.000 (3 $20,000
23 | do not want this covarage.

Spouse

Insurance Amount: 0 50% of the employee's amount

£ | do not want this coverage,

Dependeny/Child(ren)
Insurance Amount: 1 25% of the amployee’s amaunt
(1 Ede net want this coverage.

Employee ) Yes DI Mo Speuse O Yes {3 Ne

IMPORTANT NOTES:
= Based on your plan benefits and age, you may be required 1o complete an additional evidence of insurability form for Critical [Hness.

Accident Coverage  You must be enrolled to cover your dependenis.

Your Monthly premitrm Employes Only EE & Spouse EE & EE. Spouse &
Dependent/Chitd(ren}  Dependent/Child(ren)

0 $19.89 3132985 183157 054153

3t do not want this coverage.




Guaidian Group Plan Number: 60578516 Please print empioyee name;

Mame your heneficiaries: {(Primary beneficiary percentzges must total 160%)
Primary Beneficlaries;

Name: Sociai Security Number:__ - - %

Date of Bisth (mm-dd-yy):___ - - Address/City/State/Zip:

Phane: { ) - Relationship to Employee:

Hame: Social Security Number: - - %

Date of Birth (mm-dd-yy), ___ - - Address/Cily/State/Zig:

Phana: ( ) - Ralationship to Employee:

Contingent Beneficiary: Social Security Nymber: - -
Date of Birth (mm-dd-yy): - - Address/City/State/Zip:

Phone:{ ) - Relationship 1o Employee;

{In the event the primary beneficiaries are deceased, the contingent benefictary will receive the benefit. Employer maintains beneficiary information.)

Speuse and dependent/chiltl{ren) — If the intended beneficiary is to be someone other than the employee, please complste the Beneficiary Desigaation form.

Signature
e lundersiand that my dependent(s) canrot be enrolled for a coverage if | am not enrolled for that coverage.
o lundersiand that the premium amounts shown above are estimations and are for Elustrative purposes only.

e  Submission of this form does not guaraniee coverage, Among ether things, coverage is contingant upon underwriting approval and maeting the applicable elgibifity
requiraments as set forth in the applicable benefit booklet.,

& |understand that if 1 waive coverage, | may not be eligible to enrol] until the next open enroliment period. Late enirant penalties may apply. [ understand that 1 may akso
have o provide, at my own expense, proof of each person's insurability. Guardian or s designee has the right to reject my request.

e |understandg that my covarage will not be effective until approved by Guardian or its designated underwriter,

e |hereby apply for the group benefii{s) that | have chosen above.

e lunderstand that 1 must meet efigibifity requirements for alf coverages that | have chosen above.

o lagres ihat my emplover may deduct premiums from my pay if thay are required for the coverage | have chosen abova,

s |acknowledge and consent to receiving electronic cepies of applicable insurance related documenis, in Bey of paper capies, to the extent permitted by applicable law. !
may change this election only by providing thirty {39} day prior wrilien nolice.

o | altest that the information provided above is true and correct to the best of my knowledge.

Any person who with intent to defraud any insurance company or other person fites an apalication for insurance or statements of ctaim containing any materiatly,
false information or conceals for purpoese of misieading information coneerning any fact material therelo, commits a fraudulent insurance act, which is a ¢rime, and
may also be subjec! to civil penalties, or denial of insurance benefits.

The stale in which you reside may have a specific siate fraud warning. Please reter o the attached Fraud Warning Statemenis page.

The faws of New York require the following statement appear: Any person who knowingly and with intend to defraud any insurance company or other person files an
application {or insurance or siatement of claim confaining any materiatly faise information, or conceals for the purpose of misigading, informalion concerning any
fact materig! thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a ¢ivil penalty nol to exceed five thousand doliars and the
stated value of the claim for each such vioiation. (Does rot apply to Life Insurance.}

SIGNATURE OF EMPLOYEE X DATE

Esrcliment Kit DO578516, GA01,EN

Questions? Call the Guardian Helpline (888) 600- 1600 www.guardianlife.com




Fraud Warning Statements

The aws of several stales require the foflowing statements te appear on the enrollment form:

Alabama; Any persen who knowingly presents a false or fraudulent claim for payment of a foss or benefit or whe knawingly presents false information in an appfication for
insurance is guily of a crime and may be subject to restitulion fines or confinement in prison, er any combination thereof.

Arizona: For your protection Arizona law requires the foflowing statement to appear on this form. Any person who knowingly presents a false o fraudutent claim for payment
of 4 loss is subject to crirninal and civil penalties.

Colorado: 1 is unlawdul to knowingly provide false, incemplale, or misleading facts or information to an insurance company for the purpose of defrauding or attemating to
defraud the company. Penalties may inciude imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company vho
knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the purpose of defrauding or attempting to defraud the policy
holder or claimant with regard 1o a settlement or award payable froms insurance proceeds shall be reported to the Colorado Division of Insurance within the Departmant of
Regulatary Apencies.

Cannecticut, lowa, Nebraska, and Oregan: Any person whao knowingly, and with intent to defraud any insurante company or other person. files an application of insurance
or statement of claim containing any materially false information or conceals, for the purpose of misteading, information cancerning any fact materiai thereto, may be guilly of
a fraudulent insurance acd, which may he a crime, and may alsa be subject to civil penatties.

Delaware, Indiana and Okiahoma: WARNING: Any parson who knowingly, and with intent te injure. defraud or deceive any instirer, stakes any claim Tor the proceeds of an
instrance policy containing any faise, incomplete or misleading information is guilty of a felony.

District of Calumbia; WARNING: It is a crime to provide false or misleading information o an insurer for the purpose of defrauding ihe insurer or any other persen. Penaities
include imprisanment and/or fines. In addition, an insurer may deny insurance benefits, if faise information materially related to a claim was provided by the applicant.

Fiorida: Any person who knowingly and with intent to injure, defraud, or deceiva any insurer files a statement of claim or an application containing any faise, incamplete. or
misleading information is guilty of a felony of the thirg degree,

Kansas: Aay person who knowingly, and with intent to defraud any insurance company or other person, {iles an application of ingurance or statement of claim cantaining any
materially false information or conceals, for the purpose of misieading, infarmation cancerning any fact materiat thereto, may be guilty of insurance fraud as detesmined by a
court of law,

Kentucky: Any person who knowingly and with intent to defraud any insurance company or ather persan files a statement of claim cenlaining any materially false information
or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insyrance act, which is a crima.

Louisiana and Texas: Any person who knowingly presents a false or fraudulent elaim for payment of a loss or benefit is guilty of a crime and may be subjecl to fines and
confinements in state prison.

Maine, Tennessee and Washington: #is a crime {0 knowingly provide false, incomplete or misleading infermation to an insurance company for the purpose of defrauding
the company. Penalties may include imprisonment, fines or a denial of insurance benefits,

Maryland : Any person who knowingly or willfully presents a false or fraudulent ¢laim for payment of & fess or benefit or knowingly or willfully presents false informalion in an
apptication fer insurance is guilty of a crime and may be subject to fines and canfinement in prison.

Rhode Istand: Any person wito knowingly and willfully presents a false or fraudutent claim for payment of a loss or banefit or knowingly and willfully presents false
intormation in an application for insurance is guitty of a crime and may be subject to fines and confinement in prison.

Minnesata: A peeson who fles a claim with intent to defrasd or helps commit a fraud against an insuser is guilty of a crima.

Hew Rampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company. files a statement of claim containing any false, incomplaie or
misleading information is subject to prosecution and purishment for insurance fraud, as provided in NL.H, Rev. Stat. Ann, § 638:20

New Jersey: Any parson who knowingly files a statement of claim containing any false or misleading information is subject 1o criminal and civit penalties.

New Maxico: Any person who knowingly presents a faise or fraurulent ciaim for payment or a foss or benefit or knowingly presents false information in an appicatios for
insurance is quilty of a crime and may be subject to civil fines and criminal penalties or denial of insurance banefits.

Ohio: Any person who with intent to defraud or knowing that he/she is facilitating a fraut against an insurer, submits an apglication or {iles a claim containing & false or
deceptive statement is guilty of insurance fraud,

Pennsylvania: Any person wha knowingly and with intent fo defraud any insurance company or ather person fifes an application lor insurance or statement of claim
containing any materially false information or congeals for the purpose of misleading, information concerning any fact materfal therele commits a frautulent insurance acl,
which is a crime and subjects such person to criminal and civil penaities.

Vermaet: Any person who knowingly presents 2 false statement in an application fas insurance may be guilty of a criminal offense and subjec! {o penatlies under slate law,

Virginia: Any person who with intent 1o defraug or knowing thal e/she is facilitating & fraud against an insirer, submis an application or files a claim contgining a false or
tlecepiive statement may have vigtated state law.




