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United Heritage Life Insurance Company

Group I nsurance Beneficiary and Enrollment Form

HERITAGE

P.O.Box 7777 - Meridian, | D 83680-7777

Pleasefill out Sections1-6for per sonal information on theemployee.

1. Employee'sLast Name First Middlelnitial Dateof Birth Group Number
(Month/Day/Yr.)
2. Nameof Employer Employee Job Title Full-Time Employment Hours Worked
(Month/Day/Yr.) Per Week

3. Made U

Femde U

4. Social Security Number

5. Gross Monthly Salary

Pleasefill out Section 6 ONLY if your plan hasemployeeL ifel nsurance.
Your primary beneficiary will receiveyour death benefit in theevent of your death.

Thecontingent beneficiary will receiveyour death benefit if the primary beneficiary isnolonger living.

6. Primary Beneficiary’sLast Name First Middlelnitial Relationship to You
Full Address of Beneficiary Phone
Contingent Beneficiary’sLast Name First Middlelnitial Relationship to You

Full Address of Contingent Beneficiary

Phone

Pleasefill out Section 7if you, the“insured” arepayingfor all or aportion of your premium payment.
Alsomark which benefitsoffered by your employer, you would liketo beprovided in your Group Palicy.
Makesureyou fully under stand the benefitsoffer ed by your employer fir<t.

NOTE: EVIDENCE OFINSURABILITY MAY BE REQUIRED.

Dependent Life Insurance

Short Term Disability Insurance
Long Term Disability Insurance
Additional Buy-UpLTD Plan

7. EmployeeLifelnsurance.........ccoccoeereenenencnennne

Yes No Yes
a aQ Short Term Disability InSurance ...........cc.cceeecuevaneee. d
a a Amount $
a aQ Supplemental /Voluntary Group Lifelnsurance.......... d
a aQ EmployeeAmount $_ d
a aQ Spouse Amount  $_ e d

Children'sAmount $_ L. d

o000 O

Pleasefill out Section 8ONLY if your plan hasDependent Life(Spouse, and unmarried Children).

8. Marital Status

Sngle O Widowed O
Married Divorced

& dependentipontheemployee

Date of Birth of Spouse
(Month/Day/Yr.)

Number of eligible Dependents

(Include Spouse)

$1,000.00

9. Unlessotherwiseprovided herein, Beneficiariesdesignated to shar e proceedsshall shareequally and theshar e of any Beneficiary
whodoesnot survivemeshall bepaid tothe Contingent Beneficiary. |f no Beneficiary survivesme, thepayment shall bemade
accor dingtothetermsof thepolicy, subject torevocation by meby written noticetomy employer. | request theinsuranceprovided
by my employer’ sgroup insuranceplan(s), and authorizetherequired deduction, (if any) from my wages.

United Heritage Life Insurance Company assumes no responsibility for the beneficiary designation complying with any
community property laws relating to the designation. Community property states include: Arizona, California, Idaho,
L ouisiana, Nevada, New Mexico, Texas, Washington and Wisconsin.

Date Signed

Employee Signature

60-194(REV.8-2006)
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