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I Eligible Employees

Complete all sections of the Group Enrollment form to enroll in the Group Policy, to reinstate your
coverage or to refuse coverage. Make sure you complete and sign the form during the enrollment
period or within 31 days of your eligibility date. Benefits completely paid by your employer (also
called non-contributory benefits) cannot be refused.

I Sample Enrollment form
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Sun Life Assurance Company of Canada is a member of the Sun Life Financial group of companies.
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Sun Life Assurance Company of Canada
Group Enrollment Form

Employer Name Policy Number | Current Active T JFull Time Occupation (Title)
_F‘ ' - 4 Employment )
Ge—orge OX U.m vers l_l"i | 233 Type [JPart Time
Employee’s Full Legal Name {First, MI, Last) [“]male | Dateof Birth | Social Security Number | Marital Status
[_]Female
Street Address City State - | Zip Code Date of Employment/Rehire

You must elect or refuse insurance coverage below within 31 days of your date of eligibility by placing a check mark in the
appropriate box. Not all of the benefit options listed below may be available to you. Your employer will tell you which
benefits are available.

Basic Life COVRrage i X1Elect [JIRefuse Optional Life coverage: If Optional Group Life Insurance
AD&D coverage &1 Elect  []1Refuse coverage is available, use the Sun Life Assurance Company
Dependent Life coverage .....minn [ J1Elect [11Refuse Y of Canada Optional Life Enrollment Form to enroll and
Short Term Disability coverage ........ [1Elect BT Refuse calculate the cost of your coverage. For more information,
please see your employer, :

Long Term Disability coverage ........... X Elect []1Refuse
- Social Security

. Full Legal Name (First, MI, Last) Number Date of Birth
if your spouse and/or child(ren} are
to be covered, please provide their full Spouse
legal name, date of birth and social child
security number here. Attach addi-
tional pages if necessary. Child

Primary Beneficiary Designation (For Life Insurance only} — On the lines below, list the individual(s) who should receive
proceeds in the event of your death. You may specify as many individuals as you like, but the total proceeds must equal 100%.
This is your primary beneficiary. Attach additional pages if necessary.

Name of Primary Beneficiary(ies) Relationship Social Security  Percent share
{First, M.1, Last) to employee Address Number of proceeds*

L %
2 . %

Secondary Beneficiary Designation (For Life Insurance only) — On the lines below, list the individu:il(s) who should receive
proceeds ONLY IF ALL of the individuals listed above are not living at the time of your death, This is your secondary (or contin-
gent) beneficiary. They are not paid if anyone listed above is alive when you die. Attach additional pages if needed.

Name of Secondary Beneficiary(ies) Relationship Social Security  Percent share
(First, M.1,, Last) to employee Address Number of proceeds*

1 %
2 %

* The total within ea.ch class (Primary and Secondary) must equal 100%

Note: Medical Evidence of Insurability will be required for any employee who applies for coverage more than 31 days past
his/her eligibility date and later requests to be covered. Medical Evidence of Insurability is obtained at the employee’s expense.
Fraud Warning: Please read the fraud warning on the next page {reverse).

By signing below, you are verifying that the information you have provided is true and correct, and that you have read and
understand the fraud warning on the reverse side.

X
Employee Signature Today’s Date

You must sign and date this form to become covered.

Employees: Make a copy of of this form for your records before submitting it to your employer.
Employers: This original enrollment form should remain at the employer’s site. Family status, coverage
or beneficiary changes should be recorded on another enrollment form.




L1 Semi-monthly
[T Bi-weekly

L] Annually

[J Monthly
[ semi-monthly
[ Bi-Weekly

[} Annually
"] Monthly

[_]Hourly
Nurnber of hours worked per week:

[T Weekly

[ IHourly
Number of hours worked per week:

L weekly

] semi-manthly
[ Bi-Weekly

STD Earnings LI Annually
$ (-] Monthly

O Hourly .

[ ] weekly _
Number of hours worked per week:

[[] semi-monthly
[] Bi-Weekly

LTD Earnings [] Annually
5 1 Monthly

C I Hourly
Number of hours worked per week:

[Jweekly

Fraud Warnings: Please read the fraud warning below before signing the Enrollment Form. State law requires that

we notify you of the following:

Fraud Warning: Any person who knowingly and with intent
to defraud any insurance company or other person files
an application for insurance or statement of claim
containing any materially false information or conceals
for the purpose of misleading, information concerning
any fact material thereto commits a fraudulent insurance
act, which is a crime and subjects such person to crimi-
nal and civil penalties.

Fraud Warning for residents of Colorade: It is unlawful to
knowingly provide false, incomplete, or misleading facts
or information to an insurance company for the purpose
of defrauding or attempting to defraud the company.
Penalties may include imprisonment, fines, denial of
insurance, and civil damages. Any insurance company
or agent of an insurance company who knowingly
provides false, incomplete, or misleading facts or
information to a policyholder or daimant for the pur-
pose of defrauding or attempting to defraud the policy-
holder or daimant with regard to a settlement or award
payable from insurance proceeds shall be reported to
the Colorado Division of Insurance within the Depart-
ment of Regulatory Agencies.

“Fraud Warning for residents of Florida: Any person who
knowingly and with intent to injure, defraud, or deceive
any insurer files a statement of claim or an application
containing any false, incomplete, or misleading infor-
mation is guilty of a felony of the third degree.

Fraud Warning for residents of Louisiana and Massachusetts:
Any person who knowingly presents a false or fraudu-
lent claim for payment of a loss or benefit or knowingly

presents false information in an application for insurance
is guilty of a crime and may be subject to fines and
confinement in prison.

Fraud Warning for residents of Maryland: Any person who
knowingly and with intent to defraud any insurance
company or other person files an application for insur-
ance or statement of claim containing any materially false
information or conceals for the purpose of misleading,
information concerning any fact material thereto commits
a fraudulent insurance act, which is a crime as deter-
mined by a court of competent jurisdiction.

Fraud Warning for residents of New Jersey: Any person who
includes any false or misleading information on an
application for an insurance policy is subject to
criminal and civil penalties.

Fraud Waming for residents of Oklahoma: Any personwho
knowingly and with intent to injure, defraud or deceive
any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or
misleading information is guilty of a felony.

Fraud Warning for residents of Oregon, Virginia and Washington;
Any person who, with intent to defraud or knowing that
he is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or decep-
tive statement may have violated state law.

Sun Life Assurance Company of Canada is a member of the Sun Life Financial group of companies.
- ® 2002 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved.
Sun Life Financial and the globe symbol are service marks of Sun Life Assurance Company of Canada.
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E‘i Emp!oyer;‘:Employee and Dependent Information - +(Please print clearly):

| Name of your employer Policy number | Benefit group or class Your annual basic earnings™
George Fox University o |12334 All Full Time Employees $
Your full legal name (first, middle initial, last) Social Security Number | Date of birth | Date of hire | Your occupation

I |

Your spouse’s name (first, middle initial, last)*™ Social Security Number | Date of birth Date of marriage

l I

Name(s) of child(ren) to be covered (attach additional pages if needed)** Date(s} of birth

For yourself: An amount between $10,000 and $600,000, in increments of $10,000 not to exceed five times your basic annual
earnings. Evidence of insurability required for amounts over $150,000. Age Reductions: To 65% at age 65 and to 50% at age 70.
Benefits cease at retirement.

For your spouse: An amount between $10,000 and $250,000, i increments of $10,000. Evidence of insurability required for
amounts over $50,000. Spouse coverage cannot exceed 100% of the employee s Optional Life coverage. Coverage ends when
your spouse turns 70 years old.

For your ellgxble children: You can purchase an amount between $2,500 or $25,000 for each eligible child. For a descnpuon of
children eligible for coverage, refer to your group insurance booklet or ask your employer.

f elect - | decline Coverage amount
coverage coverage selected
Employee coverage: O [ $
Spouse coverage**: O ] $
Child{ren) coverage**. O | $

* For most plans, “basic annual earnings” is defined as your salary. Basic annual earnings usually excludes bonuses,
commissions or overtime. Please see your benefits booklet or check with your employer for the exact def1mt1on of eamings

that applies to you.
#* Your spouse and children may only be covered if you are.

I e e et

T understand that:
« Iam requesting Optional Life and AD&D coverage under a Group Insurance pohcy offered by my employer. This coverage will
end when my employment terminates.

* My employer will deduct all or part of the premiums from my pay.
s If I decline coverage for me or my family now and want it at a later date, I/we will have to provide evidence of insurability

" acceptable to Sun Life Assurance Company of Canada. I have read the “About Evidence of Insurability” notice on page 2.

» - Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
" statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning
© any fact material thereto, commits a fraudulent insurance act, which is a crime and subjects a person to criminal and civil penalties.

s If1am not actively at work due to injury, illness, layoff or leave of absence on the date that any initial or increased Optional Life

. coverage is scheduled to start under the plan, such coverage will not start until the date I return to work.
.+ If my spouse or any of my dependent children are hospital-confined due to an injury or illness on the date that any initial or
increased coverage is scheduled to start under the plan, such coverage will not start until the date they are no longer hospital-

confined and are able to perform their normal activities.

Signature of employee Date signed

X

Alowtued on Poage I




" About Evidence of Insurability

Evidence of Insurability (EOT) i5 needed if:

e You apply for higher coverage than the limits described in the Coverage Options above,

o« You want to increase your existing coverage now (whether your existing coverage is with Sun Life Assurance Company of Canada
or a prior insurance carrier) or at a later date. '

o Youdecline coverage and then want it at a later date.

If BOI is needed, your coverage will not go into effect until Sun Life Assurance Company of Canada approves it.

B 1 Beneficiary Designation

For Primary Beneficiaries, [1 Use my Basic Life beneficiaries — Check this box and leave this section blank if you want

indicate who should receive your Optional Life Insurance beneficiaries to be the same as your Basic Life beneficiaries.
the Opgoga]ﬂT;lfe Insturance Tf you did not check the box above, make your beneficiary designation(s) below. If you need
proceeds in the even more space, attach another sheet to this form.
of your death. '

' You may designate more than one Primary or Secondary Beneficiary. If you do, make sure o

For Secondary (also Xnown  jndicate the percentage share each should receive. The total within each class (Primary and
as Contingent) Beneficiaries, Secondary) must equal 100%. '

indicate who should receive ‘ ‘ Social Security Relationship Percent share
the Optional Life Insurance Primary beneficiary(ies) Number to employee of proceeds *
proceeds in the event that 1.
ALL of your Primary
Beneficiaries are not living o
at the time of your death. ‘

' ) : Social Security Relationship Percent share
If you do not name a bene- Secondary (Contingent) beneficiary(ies) Number to employee  of proceeds *

ficiary, or if no beneficiaries ]

are alive at the time of your ’
death, proceeds will be pay- 5
able to your estate.

B
Employee and
spouse coverage: 2. Multiply the cost per $1,000 by your/your spouse’s amount of coverage (d

will increase when you oI your spouse moves into a new age band.
Child(ren) coverage: 1. Find the cost per $1,000 for child(ren) coverage in the chart below.
2. Multiply the cost per $1,000 by your child(ren)’s amount of coverage (divided

* The total within each class (Primary and Secondary) must equal 100%.

1. Find your/your spouse’s age in the chart below and the corresponding cost. :
ivided by 1,000). Y our cost .

by 1,000).

** Includes Optional AD&D

Employee: Make a copy of this form for your records before submitting it to your employer.
Employers: This original enrollment form should remain at the employer's site. Family status, coverage, or beneficiary changes

should be recorded on another Optional Life Enrollment Form.

Sun Life Assurance Company of Canada is a member of the Sun Life Financiat group of companies.

@ 2005 Sun Life Assurance Company of Ganada. All rights reserved.
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