
ffiao-panionLifie
Companion Lile lnsurance Company

P0. Box 100102. Columbia, S.C.29202
800-753-0404 (Phone) . 800-836-5433 (Fax)

GROUP INSURANCE ENROLLMENT FORM

AND CHANGE REOUEST

D New Employee ! Change Address

D Add/lncrease Coverage n Change Dependent Coverage

n Change Beneficiary n Change Class or Status

n COBRA n Terminate Coverage

Companion UsB 0nly
Approved: Ll Declined

Date:

=lGroup No. (10 disit #) I DEPT/DlV

i (3 disit #)
Name of Employer (Use Name from Group Billing Notice or l\,4aster Application)

Date Employed Full Time Date of Birth

Your Name Last Firsi fl Weekly n Monlhly ! Annually (D0 not include over-
time or bonuses.)

ltrrarrtaiSiatus Ioccup;iion---lYour Home nooress

Sex

fl Female

D Male

COVERAGE REOUESTED Basic Life lnsurance

Long Term Disability

E Voluntary Life r!
{Am0untSelectedr LIVIPLoYFF: *--- lT

sp;fi; N-ame 
--- 'LaSi --.* - FiEf-- -- Mddie-t Billhdare 

-- tsoiiiistjirjlnt Ntmber

tVolutitarv Lile \nI )

Bene{iciary for Employee Coverage/Relationship (Enployee rs beneficiary f1r sp1use coverage.)
Firsl Nliddle Relationship t0 lnsured

Dental For Employee 0nly
Vision For Employee 0nly

Dental For Employee and Dependents

Vision For Employee and Dependents

ls your spouse to

be covered?

IYes !No

Are you or any of your
dependents covered {or
dental insurance under
another policy?

[]Yes E No

Dental and/or Vision Coveraqe ls For

n Employee plus 3 or morefl Employee plus 2

{ll Spouse [] Chikl or L.] 2 Children)

n Employee plus 1

(ll Sfiousl] or .l (]hild)

Do any ol your

S0ouse Name (Last) (First) (i\4iddie lnitial)

il
I

t
D

n
E

N

t -nrrusnr-oiCnoupiHsunnnci
| | have beEl ofiered llrrs tnsuralce coveraqe ancl rlecline t0 puchase it at this tinre. I trnderstand that in the evenl I desite such instttartcc rt a 

I

] Co,,u,rq*RefLrsed(Cherk/\llihatApplv): Ll BasicLife [] AD&tl Ll DependentLife I VolLrnia0rLite

lr Shcrit Te,-nr Disahiti\r n i.ong Term Disability Ll \/oiLrntary LTD [-l Dental i 1 Voiuntary Dental 
I

FRAUD WARNTNG (Not Applicable in AZ, FL, GA, MD, 08, VA): Any person who knowingly and wilh intenl lo delraud any insurance company 0r

olher person liles an appiicalion lor insurance 0r a stalemenl ol claim conlaining any materially false inlormation 0r conceals lor lhe purpose ol

misleading, inl0rmalion concerning any lact malerial lherelo commits (in TX, may be commitling) a lraudulent insurance act, which is a crime

and subjeits (in KS, which may be determined by a court ol law to be a crime which subiecis) such person to criminal and civil penallies.

FRAUD WARNING (FL only): Any person who knowingly and wilh intenl to iniure, delraud or deceive any insurer liles a stalement ol claim or

an applicalion c0ntaining any lalse, inc0mplele or misleading inlormalion is guilty ol a lelony ol lhe lhird degree.

Your Signature

X I

NOTICE TO PROPOSED INSURED _ DETACH AND GIVE TO PROPOSED INSURED

ln connection with your application Jor insurance as part of our normal underwriting procedure, an investigative consLlmer repod may be

obtained, including, if appiicable, informati0n as t0 cfraracter. general reputation, personal characteristics and mode 0f Iiving. This informa-

tion is obtained thiough personal interviews with y0ur friends, neighbors and associates. Upon written request, received within a reasonable

time, additional, detai1gd information concerning the nature and scope of this investigation will be provided.

c0t\tPANr0N@


