Standard Insurance Company Voluntary Insurance

CSU Benefits Team Enroliment Form
920 SW Sixth Avenue
Portland, Oregon 97204

Check with your plan administrator, or call The Standard at 1-800-378-5745, if you have any questions concerning
the coverage options that apply to your group. Complete this form only if requesting coverage that is at or
below the Guarantee Issue Amount. If you are requesting coverage in excess of the Guarantee Issue Amount,
requesting an increase in existing coverage, or if this is a late application, you must complete an enroliment/
medical history form.

EMPLOYER
USE ONLY

Employer Name The California State University Group I.D.-VT 101770
Your Name
(Last, First, Middle) Campus
Social Security # Date of Birth [ Male [_]Female
_ Your Address
& g City State Zip Telephone: Home ( ) Work ( )
E g Hours worked per week
2 | Date of Hire Job Title

Spouse Name*
(Last, First, Middle)
Social Security # Date of Birth [ IMale []Female

* Spouse includes domestic partner

[ Member: [ Initial Enrollment
[ ] Reinstatement/Rehire  Date ........c.ccoeeeeeeeieeeiiieeiieecee e
] Adding Dependents: Date of marriage ........ccccceveeeiiiieiiiiieens
Date of domestic partnership filing..........
Date of birth/adoption.............cccccccunnnnnns

REASON FOR
APPLICATION

Coverage(s) applying for: [ ] Life

_y [ | Member Amount Requested..............cccoeueenee. $
=2
S
Sw
38 ] Spouse  Amount Requested ..........cccccceucuene.. $
L] Child [ ] $5,000 []$10,000 [ ] $20,000
BENEFICIARY — Please see reverse side of form for Beneficiary Rules and Instructions.
PRIMARY — Full Name Address Social Security # Date of Birth  Relationship
g
E
z
o CONTINGENT - Full Name Address Social Security # Date of Birth  Relationship
I hereby apply for insurance under the provisions of the Group Policy(ies) for which | am eligible. | authorize deductions
w from my wages to cover the cost of this insurance. | represent that the statements contained herein are true and
= complete, to the best of my knowledge and belief.
=
(O]
@

Member Signature Required Date (Mo/Day/Yr)

Send to Standard Insurance Company.
S18438-101770 (9/03)



Beneficiary Rules

If there is not enough room on this form to name all your Beneficiaries, please make your entire designa-
tion on a separate sheet of paper, following the format shown on the front of this form. Be sure to sign and
date the separate sheet, and attach it to this form.

Your designation: (1) revokes all prior designations; and (2) applies to all of your Voluntary Life Insurance
and Accidental Death and Dismemberment Insurance, if any. Dependents Insurance, if any, is payable to
you, if living, or as provided under the terms of your Employer's coverage under the Group Policy. Benefits
are only payable to a contingent Beneficiary if you are not survived by one or more primary Beneficiary (ies).
Unless specified otherwise: (1) benefits will be divided equally between Beneficiaries in the same class
(primary or contingent); and (2) if a Beneficiary predeceases you, the Beneficiary’s share will be divided
equally among surviving Beneficiaries of the same class. If no Beneficiary (primary or contingent) survives
you, payment will be made under the terms of your Employer's coverage under the Group Policy.

Beneficiary Instructions

e Please provide the full name and address, Social Security Number, date of birth and relationship of your
Beneficiary (ies).

e If a minor (a person not of legal age), or your estate, is the Beneficiary, it may be necessary to have a
guardian or a legal representative appointed by the court before any death benefit can be paid. If the
Beneficiary is a trust or trustee, the written trust must be identified in the Beneficiary designation.

For example, "Dorothy Q. Smith, Trustee under the trust agreement dated

e A power of attorney must grant specific authority, by the terms of the document or applicable law, to
make or change a Beneficiary designation. If you have questions, consult your legal advisor.



