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Guardian
Life,P.O.Box
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Lexington,KY
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Plan
Adm

inistrator:Chaim
Cohen

Please
printclearly

and
m

ark
carefully.

C
EF2018-N

Y

TH
E

G
U

AR
D

IAN
LIFE

IN
SU

R
AN

CE
CO

M
PAN

Y
O

F
AM

ER
ICA

Em
ployerNam

e:KU
LAN

U
ACAD

EM
Y

Group
Plan

Num
ber:00516617

Benefits
Effective:_____________

PLEASE
CHECK

APPROPRIATE
BOX

q
InitialEnrollm

ent
q

Re-Enrollm
ent

q
Add

Em
ployee/Dependents

q
Drop/Refuse

Coverage
q

Inform
ation

Change

q
Increase

Am
ount

q
Fam

ily
Status

Change

Class:___________________
Division:_________________

SubtotalCode:____________________
(Please

obtain
this

from
your

Em
ployer)

AboutYou:
SocialSecurity

Num
ber

First,M
I,LastNam

e:
___

___
___

-___
___

-___
___

___
___

Address
City

State
Zip

Gender:q
M

q
F

Date
ofBirth

(m
m

-dd-yy):____
-____

-____
Phone:(

)
-

Em
ailAddress:

Are
you

m
arried

ordo
you

have
a

spouse?
q

Yes q
No

Date
ofm

arriage/union:____-____-_____
Do

you
have

children
orotherdependents?

q
Yes q

No
Placem

entdate
ofadopted

child:____-____-_____

AboutYour
Job:

Hours
w

orked
perw

eek:_______
Job

Title:

W
ork

Status:

q
Active

q
Retired

q
Cobra/State

Continuation
Date

offulltim
e

hire:____
-____

-____

AboutYour
Fam

ily:
Please

include
the

nam
es

ofthe
dependents

you
w

ish
to

enrollfor
coverage.A

dependentis
a

person
w

ho
relies

on
you

for
financialsupport;and

for
w

hom
you

qualify
for

a
dependenttax

exem
ption.D

ependenttax
exem

ptions
are

subjectto
IR

S
rules

and
regulations.Additionalinform

ation
m

ay
be

required
for

non-standard
dependents

such
as

a
grandchild,

a
niece

or
a

nephew
.

Spouse
(First,M

I,LastNam
e)

Address/City/State/Zip:

Phone:(
)

-

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Child/Dependent1:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

Child/Dependent2:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent
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Child/Dependent3:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

Child/Dependent4:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

D
rop

Coverage:
q

Drop
Em

ployee
q

Drop
Dependents

The
date

ofw
ithdraw

alcannotbe
priorto

the
date

this
form

is
com

pleted
and

signed.
LastDay

ofCoverage:_____-_____-_____
q

Term
ination

ofEm
ploym

ent
q

Retirem
ent

LastDay
W

orked:_____-_____-_____
q

OtherEvent:_____________
Date

ofEvent:_____-_____-_____

Coverage
Being

D
ropped:

q
Dental

q
Em

ployee
q

Spouse
q

Child(ren)

Loss
O

fO
ther

Coverage:
Iand/orm

y
dependents

w
ere

previously
covered

underanotherinsurance
plan.Loss

ofcoverage
w

as
due

to:
q

Term
ination

ofEm
ploym

ent:
_____-_____-_____

q
Divorce

_____-_____-_____
q

Death
ofSpouse_____-_____-_____

q
Term

ination/Expiration
ofCoverage_____-_____-_____

Coverage
Lost

q
Dental

Ihave
been

offered
the

above
coverage(s)and

w
ish

to
drop

enrollm
entforthe

follow
ing

reasons:
q

Covered
underanotherinsurance

plan
q

Other____________________________________________________
(additionalinform

ation
m

ay
be

required)

D
entalCoverage:

You
m

ustbe
enrolled

to
cover

your
dependents.

Check
only

one
box.

YourSem
i-m

onthly
Prem

ium
Em

ployee
Only

EE
&

Spouse
EE

&
Dependent/Child(ren)

EE,Spouse
&

Dependent/Child(ren)

Option
1:M

anaged
Dental

Care
q

$11.68
q

$23.37
q

$30.61
q

$40.08

Option
2:PPO

q
$20.52

q
$41.66

q
$56.38

q
$83.03

�
IfM

anaged
D

entalCare
is

elected,you
m

usthave
a

Prim
ary

Care
D

entist(PCD
).Please

designate
your

PCD
(s)

by
listing

dentaloffice
location

num
ber(s)

for
each

person.Please
visitguardianlife.com

for
a

listofproviders.Ifyou
do

notselecta
PCD

,one
w

illbe
assigned

for
you.

Em
ployee

_________________________
Spouse

_________________________
Child(ren)_____________________________

q
Ido

notw
antthis

coverage.Ifyou
do

notw
antthis

DentalCoverage,please
m

ark
allthatapply:

q
Iam

covered
underanotherDentalplan

q
M

y
spouse

is
covered

underanotherDentalplan
q

M
y

dependents
are

covered
underanotherDentalplan

Signature

l
Iunderstand

thatm
y

dependent(s)cannotbe
enrolled

fora
coverage

ifIam
notenrolled

forthatcoverage.

l
Iunderstand

thatthe
prem

ium
am

ounts
show

n
above

are
estim

ations
and

are
forillustrative

purposes
only.

l
Subm

ission
ofthis

form
does

notguarantee
coverage.Am

ong
otherthings,coverage

is
contingentupon

underw
riting

approvaland
m

eeting
the

applicable
eligibility

requirem
ents

as
setforth

in
the

applicable
benefitbooklet.

l
Ifcoverage

is
w

aived
and

you
laterdecide

to
enroll,late

entrantpenalties
m

ay
apply.You

m
ay

also
have

to
provide,atyourow

n
expense,proofofeach

person's
insurability.Guardian

orits
designee

has
the

rightto
rejectyourrequest.

l
Plan

design
lim

itations
and

exclusions
m

ay
apply.Forcom

plete
details

ofcoverage,please
referto

yourbenefitbooklet.State
lim

itations
m

ay
apply.

l
Ihereby

apply
forthe

group
benefit(s)thatIhave

chosen
above.
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l
Iunderstand

thatIm
ustm

eeteligibility
requirem

ents
forallcoverages

thatIhave
chosen

above.

l
Iagree

thatm
y

em
ployerm

ay
deductprem

ium
s

from
m

y
pay

ifthey
are

required
forthe

coverage
Ihave

chosen
above.

l
Iagree

thatm
y

[em
ployer]orm

y
em

ployer�s
designated

adm
inistratorm

ay
deductprem

ium
s

from
m

y
pay

apply
prem

ium
s

to
m

y
creditcard

ordebitcard
add

prem
ium

s
to

m
y

dues
w

ithdraw
prem

ium
s

from
m

y
designated

bank
account,apply

prem
ium

s
to

m
y

creditordebitcard
ifthey

are
required

forthe
coverage

Ihave
chosen.

l
Istate

thatthe
inform

ation
provided

above
is

true
and

correctto
the

bestofm
y

know
ledge.

Any
person

w
ho

w
ith

intentto
defraud

any
insurance

com
pany

or
other

person
files

an
application

for
insurance

or
statem

entofclaim
containing

any
m

aterially,
false

inform
ation,or

conceals
for

purpose
ofm

isleading
inform

ation
concerning

any
factm

aterialhereto,com
m

its
a

fraudulentinsurance
act,w

hich
is

a
crim

e,and
m

ay
also

be
subjectto

civilPenalties,or
denialofinsurance

benefits
(D

oes
notapply

to
Life

Insurance).

The
law

s
ofN

ew
York

require
the

follow
ing

statem
entappear:Any

person
w

ho
know

ingly
and

w
ith

intentto
defraud

any
insurance

com
pany

or
other

person
files

an
application

for
insurance

or
statem

entofclaim
containing

any
m

aterially
false

inform
ation,or

conceals
for

the
purpose

ofm
isleading,inform

ation
concerning

any
factm

aterialthereto,com
m

its
a

fraudulentinsurance
act,w

hich
is

a
crim

e,and
shallalso

be
subjectto

a
civilpenalty

notto
exceed

five
thousand

dollars
and

the
stated

value
ofthe

claim
for

each
such

violation.(D
oes

notapply
to

Life
Insurance.)

R
EAD

YO
U

R
CER

TIFICATE
CAR

EFU
LLY,CER

TAIN
W

AR
R

ISKS
AR

E
N

O
T

ASSU
M

ED
.IN

CASE
O

F
AN

Y
D

O
U

BT,CO
N

TACT
YO

U
R

CO
M

PAN
Y

FO
R

FU
R

TH
ER

EXPLAN
ATIO

N
.

The
follow

ing
section

applies
to

these
coverage(s):AccidentCoverage,Specified

D
isease

Coverage,H
ospitalIndem

nity
Coverage:

N
O

TICE
TO

CO
N

SU
M

ER
:THIS

COVERAGE
IS

A
SUPPLEM

ENT
TO

HEALTH
INSURANCE

AND
IS

NOT
A

SUBSTITUTE
FOR

M
AJOR

M
EDICAL

COVERAGE.
LACK

OF
M

AJOR
M

EDICAL
COVERAGE

(OR
OTHER

M
INIM

UM
ESSENTIAL

COVERAGE)M
AY

RESULT
IN

AN
ADDITIONAL

PAYM
ENT

W
ITH

YOUR
TAXES.

ALSO,THE
BENEFITS

PROVIDED
BY

THIS
POLICY

CANNOT
BE

COORDINATED
W

ITH
THE

BENEFITS
PROVIDED

BY
OTHER

COVERAGE.
PLEASE

REVIEW
THE

BENEFITS
PROVIDED

BY
THIS

POLICY
CAREFULLY

TO
AVOID

A
DUPLICATION

OF
COVERAGE.

Ifyou
have

questions
aboutthe

benefits
provided

by
this

coverage,please
contactus

at1-888-541-7846.

By
m

y
signature

below
,Iaffirm

atively
consentto

receive
electronic

copies
ofapplicable

insurance
related

docum
ents,in

lieu
ofpapercopies,to

the
extentperm

itted
by

applicable
law

.Iunderstand
thatIm

ay
change

m
y

election
by

providing
Guardian

30
days

priorw
ritten

notice.
Iam

opting
outofreceiving

electronic
copies

ofapplicable
insurance

related
docum

ents
and

Iunderstand
such

docum
ents

w
illbe

m
ailed

to
m

e
atthe

address
provided.

SIG
N

ATU
R

E
O

F
EM

PLO
YEE

X
___________________________________________

D
ATE

______________________

Enrollm
entKit

00516617,0001,EN

Fraud
W

arning
Statem

ents

The
law

s
ofseveralstates

require
the

follow
ing

statem
ents

to
appear

on
the

enrollm
entform

:

Alabam
a:Any

person
w

ho
know

ingly
presents

a
false

orfraudulentclaim
forpaym

entofa
loss

orbenefitorw
ho

know
ingly

presents
false

inform
ation

in
an

application
for

insurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
restitution

fines
orconfinem

entin
prison,orany

com
bination

thereof.

Arizona:Foryourprotection
Arizona

law
requires

the
follow

ing
statem

entto
appearon

this
form

.Any
person

w
ho

know
ingly

presents
a

false
orfraudulentclaim

forpaym
ent

ofa
loss

is
subjectto

crim
inaland

civilpenalties.

Colorado:Itis
unlaw

fulto
know

ingly
provide

false,incom
plete,orm

isleading
facts

orinform
ation

to
an

insurance
com

pany
forthe

purpose
ofdefrauding

orattem
pting

to
defraud

the
com

pany.
Penalties

m
ay

include
im

prisonm
ent,fines,denialofinsurance,and

civildam
ages.

Any
insurance

com
pany

oragentofan
insurance

com
pany

w
ho

know
ingly

provides
false,incom

plete,orm
isleading

facts
orinform

ation
to

a
policy

holderorclaim
antforthe

purpose
ofdefrauding

orattem
pting

to
defraud

the
policy

holderorclaim
antw

ith
regard

to
a

settlem
entoraw

ard
payable

from
insurance

proceeds
shallbe

reported
to

the
Colorado

Division
ofInsurance

w
ithin

the
Departm

entof
Regulatory

Agencies.

Connecticut,Iow
a,N

ebraska,and
O

regon:Any
person

w
ho

know
ingly,and

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson,files
an

application
ofinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto,m

ay
be

guilty
of

a
fraudulentinsurance

act,w
hich

m
ay

be
a

crim
e,and

m
ay

also
be

subjectto
civilpenalties.

D
elaw

are,Indiana
and

O
klahom

a:W
ARNING:Any

person
w

ho
know

ingly,and
w

ith
intentto

injure,defraud
ordeceive

any
insurer,m

akes
any

claim
forthe

proceeds
ofan

insurance
policy

containing
any

false,incom
plete

orm
isleading

inform
ation

is
guilty

ofa
felony.

D
istrictofColum

bia:W
ARNING:Itis

a
crim

e
to

provide
false

orm
isleading

inform
ation

to
an

insurerforthe
purpose

ofdefrauding
the

insurerorany
otherperson.Penalties

include
im

prisonm
entand/orfines.In

addition,an
insurerm

ay
deny

insurance
benefits,iffalse

inform
ation

m
aterially

related
to

a
claim

w
as

provided
by

the
applicant.

Florida:Any
person

w
ho

know
ingly

and
w

ith
intentto

injure,defraud,ordeceive
any

insurerfiles
a

statem
entofclaim

oran
application

containing
any

false,incom
plete,or

m
isleading

inform
ation

is
guilty

ofa
felony

ofthe
third

degree.

Kansas:Any
person

w
ho

know
ingly,and

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson,files
an

application
ofinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto,m

ay
be

guilty
ofinsurance

fraud
as

determ
ined

by
a

courtoflaw
.
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Kentucky:Any
person

w
ho

know
ingly

and
w

ith
intentto

defraud
any

insurance
com

pany
orotherperson

files
a

statem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto

com
m

its
a

fraudulentinsurance
act,w

hich
is

a
crim

e.

Louisiana
and

Texas:Any
person

w
ho

know
ingly

presents
a

false
orfraudulentclaim

forpaym
entofa

loss
orbenefitis

guilty
ofa

crim
e

and
m

ay
be

subjectto
fines

and
confinem

ents
in

state
prison.

M
aine,Tennessee

and
W

ashington:Itis
a

crim
e

to
know

ingly
provide

false,incom
plete

orm
isleading

inform
ation

to
an

insurance
com

pany
forthe

purpose
ofdefrauding

the
com

pany.Penalties
m

ay
include

im
prisonm

ent,fines
ora

denialofinsurance
benefits.

M
aryland

:Any
person

w
ho

know
ingly

orw
illfully

presents
a

false
orfraudulentclaim

forpaym
entofa

loss
orbenefitorknow

ingly
orw

illfully
presents

false
inform

ation
in

an
application

forinsurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
fines

and
confinem

entin
prison.

R
hode

Island:Any
person

w
ho

know
ingly

and
w

illfully
presents

a
false

orfraudulentclaim
forpaym

entofa
loss

orbenefitorknow
ingly

and
w

illfully
presents

false
inform

ation
in

an
application

forinsurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
fines

and
confinem

entin
prison.

M
innesota:A

person
w

ho
files

a
claim

w
ith

intentto
defraud

orhelps
com

m
ita

fraud
againstan

insureris
guilty

ofa
crim

e.

N
ew

H
am

pshire:Any
person

w
ho,w

ith
a

purpose
to

injure,defraud
ordeceive

any
insurance

com
pany,files

a
statem

entofclaim
containing

any
false,incom

plete
or

m
isleading

inform
ation

is
subjectto

prosecution
and

punishm
entforinsurance

fraud,as
provided

in
N.H.Rev.Stat.Ann.§

638:20

N
ew

Jersey:Any
person

w
ho

know
ingly

files
a

statem
entofclaim

containing
any

false
orm

isleading
inform

ation
is

subjectto
crim

inaland
civilpenalties.

N
ew

M
exico:Any

person
w

ho
know

ingly
presents

a
false

orfraudulentclaim
forpaym

entora
loss

orbenefitorknow
ingly

presents
false

inform
ation

in
an

application
for

insurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
civilfines

and
crim

inalpenalties
ordenialofinsurance

benefits.

O
hio:Any

person
w

ho
w

ith
intentto

defraud
orknow

ing
thathe/she

is
facilitating

a
fraud

againstan
insurer,subm

its
an

application
orfiles

a
claim

containing
a

false
or

deceptive
statem

entis
guilty

ofinsurance
fraud.

Pennsylvania:Any
person

w
ho

know
ingly

and
w

ith
intentto

defraud
any

insurance
com

pany
orotherperson

files
an

application
forinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals

forthe
purpose

ofm
isleading,inform

ation
concerning

any
factm

aterialthereto
com

m
its

a
fraudulentinsurance

act,
w

hich
is

a
crim

e
and

subjects
such

person
to

crim
inaland

civilpenalties.

Verm
ont:Any

person
w

ho
know

ingly
presents

a
false

statem
entin

an
application

forinsurance
m

ay
be

guilty
ofa

crim
inaloffense

and
subjectto

penalties
understate

law
.

Virginia:Any
person

w
ho

w
ith

intentto
defraud

orknow
ing

thathe/she
is

facilitating
a

fraud
againstan

insurer,subm
its

an
application

orfiles
a

claim
containing

a
false

or
deceptive

statem
entm

ay
have

violated
state

law
.


