
OTHER INSURANCE: Do you have other life insurance in force? 	 Member:                YES 	 NO	 Spouse:                YES              NO

If “Yes,” total amount in all companies: Member $					     Spouse $ 

Do you have other life insurance applications pending? 		  Member:                YES 	 NO	 Spouse:                YES              NO

If “Yes,” indicate amount and company: Member $			             Company

				       Spouse $			             Company

2. If dependent coverage is requested, list eligible dependents lawful Spouse/Domestic Partner (DP) and unmarried, dependent 
children. Attach a separate signed and dated sheet to provide additional dependents.

FULL NAME:			                  Spouse/DP SS#:		           DATE OF BIRTH             SEX	      HEIGHT	  WEIGHT

Spouse/DP

Child 1

Child 2

□  Male
□  Female

□  Male
□  Female

□  Male
□  Female

FT.          IN.	      LBS.

FT.          IN.	      LBS.

FT.          IN.	      LBS.



4. Have you or your spouse (if proposed for coverage) used tobacco or any nicotine substitute in any form 
(including nicotine patches, nicotine chewing gum or electronic cigarettes)?	 Member:         YES	      NO
											           Spouse:            YES	      NO

3. Insurance requested: I hereby apply for the following coverage(s) checked below.	 New Enrollment
												            Change/add coverage Check the box for the coverage you want to apply for. 

Rates are based on bi-weekly deductions. Refer to the brochure for eligibility, options and coverage description.
A.       Term Life Insurance

Technician	 $25,000	 $50,000	 $150,000	 $250,000	 Other Amount: $
Spouse	 $25,000	 $50,000	 $150,000	 $250,000	 Other Amount: $
Child(ren) per child	 $5,000	 $10,000

Amount Coverage

B.       Basic Disability Income (Technician) and Supplemental Disability Income (Technician) Insurance





12. If you have answered Question 1 “No” or any other Questions “Yes” give complete details below.
	  (Attach a separate sheet if necessary then sign and date it)

Name(s) of Proposed Insured Illness or Condition-Date of Onset-Duration-Treatment- 
Operations-Degree of Recovery and Date:

Name and address of Physicians or other Medical Care 
Practitioners and Hospitals where confined or treated:
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