William Woods University Plan Administrator: Kathy Groves

@ Employer: Guardian Group Plan Number: 425547

1 University Avenue

GUARDIAN® Futton, 10 85251

The Guardian Life Insurance Company of America

EMPLOYER USE ONLY 0O New Application 0 Add Dependent(s) O Drop Dependent(s) 1 Change Addrass O Change Name 3 Drop Coverage as of:  /  /

Hours Worked Division Benefits Effective
I/

Keep a copy for your records and retun form to: Midwest Regional Office, P.0. Box 8012, Appleton, W1 54912-8012

First, Middle Initial, Last Name 1 Add 23 Changs | ; Sex i Date of Birth {mm/ddAryyy} i Social Security Number

QM OF | . é - -
Address City State Zip
Preferred E-mait Day Pacne Eve Phone The best way 1o reach you:

1 E-mail O Day Phone T Eve Phone
Job Title Work Status Dats work status began
Q Full-Time 3 Part-Time O Retired O COBRA/State Centinuation il

Are you married? Q) Yes O No [ Do you have children or other dependents? Q Yes O No

Spouse First, Middle Initial, Last Name Sex Bate of Birth (mm/ddAryy) | Social Security Number | Marriage Date

L1 Add L3 Change (3 Drop
aMor it - - P :

Child 123 Add 3 Change 3 Drop Sex Date of Birth (mm/ddAnyyy) (&3 Fuli-time student, at | City/State: Attending Since
QMOF [ {school): i

Child 2 23 Add £3 Change & Drop Sex Date of Birth (mm/ddAnyyy) i Fuli-time student, at | City/State: Attending Since
aMor [ (schoal): i

Child 323 Add L3 Change L Drop Sex Date of Birth (mm/dd/fyyyy) {0 Full-time student, at | City/State: Attending Since
aMar ;o (schocl): /o

Child 4 23 Agd 3 Change 13 Drop Sex Date of Birth (mm/ddyyyy) :Q Full-time student, at | City/State: Attending Since
amar 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 betow. Attach a separate shest if
you wish to drop mere than one dependent from different coverages.

a Vision
Your monthly premivm Full Featore

Employes alone 0$9.16 L1 | waive this coverage
Employee and Speuse a$15.42 O | waive this coverage
Employee and Child{ren) 0$15.73 0 | waive this coverage
Entire family D $24.89 0 | waive this covarage

If you are waiving coverage, are you covered under another vision pfan? If you are waiving dependent coverage, are your dependents covered

O Yes QMo ) under ancther vision plan? 0 Yes Q1 No

Questions? Call the Guardian Helpline (888) 600-1600 wwnw, guardianlife.com Enrollment Kit 425547, 000,28 1




IMPORTANT NOTES

= If | have waived the vision coverage, and elect coverage at a later date, enrcliment delays may apply.
m Your plan includes a One Year Lock-In/Lock-Out Provision - Your election to enroll in or waive vision coverage must remain in effect until your plan‘s next

annual visior enroliment period.

SIGNATURE

= | hereby apply for the group benaiit(s) that | have chesen above.

s Junderstand that | must meet eligibility reguirements for all coverages
that 1 have chosen above.-

= | understand that my dependent(s) cannot be enrolled for a coverage if |
am not enrclled for that coverage.

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

e | undersiand that the premium amounts shown above are estimations.
If the premium amounts shown above and the deductions for premiums

SIGNATURE OF EMPLOYEE X

shown on my payeheck stub do not agree, my paycheck stub will
prevail. ] understand that the premium ameunts may be amended.

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

Any person who with intent to defraud or knowing that he/she is
facilitating a fraud against an insurer, submils an application or files
a claim containing 2 false or deceplive statement may be guilty of
insurance fraud.

DATE




