
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



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.

Insurance Replacement 
RESIDENTS OF NEW YORK-IMPORTANT REPLACEMENT INFORMATION: It may not be in your best interest to replace existing 
life insurance policies or annuity contracts in connection with the purchase of a new life insurance policy, whether issued by 
the same or a different insurance company. A replacement will occur if, as part of your purchase of a new life insurance pol-
icy, existing coverage has been, or is likely to be, lapsed, surrendered, forfeited, assigned, terminated, changed or modified 
into paid-up insurance or other forms of benefits, loaned against or withdrawn from, reduced in value by use of cash values 
or other policy values, changed in the length of time or in the amount of insurance that would continue or be continued 
with a stoppage or reduction in the amount of premium paid. Prior to completing a replacement transaction, you may want 
to contact the insurance company or agent who sold you the life insurance or annuity contract that will be replaced to help 
you decide whether the replacement is in your best interest. 
RESIDENTS OF NEW YORK: I have read the Important Replacement Information above. Is the life insurance applied for in-
tended to replace, in whole or in part, any existing insurance or annuity? 
Member:         YES	      NO		  Spouse:         YES	   NO

NOTE: Term Life Insurance and Disability Income (Technician) do not require completion of the health questions if the Technician applies within 
31 days of the date of employment or during an open enrollment period.

C.   GuardLife Group Term Insurance (Technician) (must have TECHLIFE)
Age under 60:       $25,000       $50,000       $100,000       $150,000
Age 60-69:             $12,500       $25,000       $50,000         $75,000

SALARY $20,000 - $23,999 SALARY $28,000 - $29,999
MONTHLY BENEFITS
      $600 Basic
      $600 Basic + $500 Supplemental

$ 1.88 
$ 2.78

Under 40       40-49         50-64
Your Age

$ 5.06
$ 7.09

$13.73
$18.91

MONTHLY BENEFITS
      $700 Basic
      $700 Basic + $700 Supplemental 

$ 2.25 
$ 3.75

Under 40       40-49         50-64
Your Age

$ 6.07
$ 9.45

$16.23
$23.66

SALARY $18,000 - $19,999 SALARY $26,000 - $27,999
MONTHLY BENEFITS
      $600 Basic 
      $600 Basic + $400 Supplemental 

$ 1.88 
$ 2.48

Under 40       40-49         50-64
Your Age

$ 5.06
$ 6.41

$13.73
$17.18

MONTHLY BENEFITS
      $600 Basic
      $600 Basic + $700 Supplemental

$ 1.88 
$ 3.38

Under 40       40-49         50-64
Your Age

$ 5.06
$ 8.44

$13.73
$21.16

SALARY UNDER $18,000 SALARY $24,000 - $25,999
MONTHLY BENEFITS
      $500 Basic
      $500 Basic + $400 Supplemental

$ 1.50 
$ 2.10

Under 40       40-49         50-64
Your Age

$ 4.05
$ 5.40

$11.21
$14.66

MONTHLY BENEFITS
      $600 Basic
      $600 Basic + $600 Supplemental 

$ 1.88 
$ 3.08

Under 40       40-49         50-64
Your Age

$ 5.06
$ 7.76

$13.73
$20.63

SALARY $30,000 AND OVER
MONTHLY BENEFITS
      $700 Basic
      $700 Basic + $800 Supplemental 

$ 2.25 
$ 4.05

Under 40	           40-49	 50-64
Your Age

$ 6.07
$10.12

$16.23
$26.58

D.   GuardLife Dependents Life Insurance (Spouse and Children)
       $10,000 Spouse
       $2,000 per Child (covers all eligible children for $2,000)

B.   Disability and Supplemental Disability Income (Technician) Insurance

A.   Group Term Life (TECHLIFE)
       $25,000 (under age 50) $18,750 (age 50 - 54)        $12,500 (age 55 - 59)             $6,250 (age 60 - 64)        $3,000 (age 60 - 69)
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5. Name of beneficiary for each life plan applied for. (Name and Relationship)
Life Insurance Beneficiary Designation (If necessary, attach a separate signed and dated sheet.)
I make the following beneficiary designation with respect to all the insurance on my life under this Group Life and/or AD&D Insurance Plan, and if I am 
already covered under the plan(s), I hereby revoke any prior beneficiary designation. The beneficiary for dependent coverage shall be the insured member 
as provided in the Group Policies). (If you wish to name a different beneficiary for spouse coverage, contact the administrator.)  1.) If naming more than one 
beneficiary, note if each is to be primary and/or secondary, and the percentage of death proceeds to be distributed to each. 2.) If naming a trust, please 
indicate the full name and date of the trust.
Group Term Life (Technician)  
Beneficiary Name

Relationship to the applicant							            SSN

Beneficiary Address

Last				    First				    Middle Initial

Street                                               		  City                                     		  State/Province                               Zip Code  





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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