7PE OR PRINT HARD WITH BALLPOINT

COMPLETE ALL SPACES IN FULL.

THEN FORWARD COMPLETED
ORIGINAL AND SECOND COPY TO
YOUR GROUP LIFE INSURANCE
SALES REPRESENTATIVE.

THIRD COPY IS TO BE RETAINED BY
THE EMPLOYER.

COMPLETE AND RETAIN REVERSE

SIDE OF THIRD COPY WHEN
COVERAGE IS REFUSED.

‘MBER SIGN HERE
N

203 10th St N./P.O. Box 1918

Lincoln Mutual Life and Casualty Insurance Company 28 Q000 sator-1918

STATE GROUP NUMBER DIVISION NO. SOCIAL SECURITY NUMBER
pEw GROUP INSURANCE
EEEEERERINEE = ENROLLMENT CARD
NAME - LAST FIRST MIDDLE DATE OF BIRTH T ANNUAL SALARY
MM
ADDRESS cIrYy STATE ZIP

CFULL-TIME |
EMPLOYMENT DATE

EFFECTIVE DATE
EM M DD YY

EMR.S

PRIMARY
BENEFICIARY'S NAME: RELATIONSHIP:
[EXAMPLE: "HELEN LOUISE JONES” — NOT "MRS. H.L. JONES")

RELATIONSHIP:

AY BECOME ENTITLED UNDER THE PROVISIONS OF THE GROUP
EDUCTIONS. IF ANY, FROM MY EARNINGS AS MY CONTRIBUTIONS

PEONEIHEOT) 1154

CONTINGENT
BENEFICIARY'S NAME:

REQUEST THE GROUP INSURANCE TO WHICH { AM ENTITLED OR TO WHICH | M,
POLICY OR POLICIES ISSUED BY THE INS. CO. AND | AUTHORIZE THE PROPER Dl
TOWARDS THE COST OF THIS INSURANCE.

LMGE-105-LH

DATE

YOUR SIGNATURE






