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Guardian
Life,P.O.Box

14319,
Lexington,KY

40512
Please

printclearly
and

m
ark

carefully.

C
EF2022-N

Y

THE
GUARDIAN

LIFE
INSURANCE

COM
PANY

OF
AM

ERICA

Em
ployer/PlanholderNam

e:U
TICA

U
N

IVER
SITY

Group
Plan

Num
ber:00579411

B
enefits

E
ffective:_____________

PLEASE
CHECK

APPROPRIATE
BOX

q
InitialEnrollm

ent
q

Add
Em

ployee/M
em

berDependents/Fam
ily

M
em

bers
q

Drop/Refuse
Coverage

q
Inform

ation
Change

In
this

form
,you

w
illbe

referred
to

as
an

Em
ployee/M

em
ber.M

em
bers

ofyourfam
ily

w
illbe

referred
to

as
Dependents/Fam

ily
M

em
bers.There

w
illalso

be
tim

es,w
hen

referring
to

Dependents/Fam
ily

M
em

bers,this
form

w
illdistinguish

betw
een

yourspouse
and

yourchildren.Depending
on

the
type

ofplan
yourPlanholderselected,otherplan

docum
ents

m
ay

referto
you

as
an

em
ployee,a

m
em

ber,ora
sim

ilarterm
,and,to

m
em

bers
ofyourfam

ily,as
fam

ily
m

em
bers,dependents,eligible

dependents,ora
sim

ilar
term

.Please
referto

the
group

policy,certificate
ofcoverage,(som

etim
es

called
a

m
em

berguide),to
see

how
term

s
are

defined
and

to
determ

ine
w

hich
m

em
bers

ofyour
fam

ily
are

eligible
forcoverage.Plan

docum
ents

such
as

the
group

policy,certificate
ofcoverage,(som

etim
es

called
a

m
em

berguide),controlifthere
is

any
dispute

concerning
the

m
eaning

ofterm
s

used
in

this
form

.

Class:___________________
Division:_________________

SubtotalCode:____________________
(Please

obtain
this

from
your

Em
ployer/Planholder)

AboutYou:
Em

ployer/Planholder
Provided

Identification:
SocialSecurity

N
um

ber
or

Taxpayer
Identification

N
um

ber
(TIN

)
FullLegalNam

e-First,M
I,LastNam

e:

W
hatis

the
nam

e
you

go
by?

(optional)
________________________

___
___

___
-___

___
-___

___
___

___
YourSocialSecurity

Num
berofTIN

m
ustbe

provided
if

enrolling
forLife

Coverage.ShortTerm
Disability

Coverage
and/orLong

Term
Disability

Coverage.
Address

City
State

Zip

GenderIdentity:q
M
q

F
Date

ofBirth
(m

m
-dd-yy):____

-____
-____

P
hone

(indicate
prim

ary):q
H

om
e

(____
)____

-____
q

W
ork

(____
)____

-____
q

M
obile

(____
)____

-____

E
m

ailA
ddress

(indicate
prim

ary)q
H

om
e

_________________
q

W
ork

_________________

Are
you

m
arried

orin
a

civilunion?
q

Yes
q

No
Date

ofm
arriage/civilunion:____-____-_____

Do
you

have
children

orotherdependents?
q

Yes
q

No
Placem

entdate
ofadopted

child:
____-____-_____

AboutYour
Job:

Job
Title:

W
ork

Status:

q
Active

q
Retired

q
COBRA/State

Continuation
Hours

w
orked

perw
eek:_______

D
ate

offulltim
e

hire:____
-____

-____

AboutYour
Fam

ily:
Please

include
the

nam
es

ofthe
dependents

you
w

ish
to

enrollfor
coverage.Ifadditionalspace

is
needed,

please
attach

a
separate

sheetofpaper
w

ith
this

inform
ation

along
w

ith
your

enrollm
entform

.Your
dependent's

SocialSecurity
N

um
ber

or
TIN

m
ustbe

provided
ifenrolling

for
Life

Coverage.Be
sure

to
sign

and
date

(m
m

-dd-yy)
the

paper
and

keep
a

copy
for

your
records.Additionalinform

ation
m

ay
be

required
for

non-standard
dependents

such
as

a
grandchild,a

niece
or

a
nephew

.
Spouse

Address/City/State/Zip:

Phone:(
)

-

Gender
Identity:

q
M
q

F

SocialSecurity
Num

beror
TIN_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____
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Child/Dependent1:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

beror
TIN
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

Child/Dependent2:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

beror
TIN
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

Child/Dependent3:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

beror
TIN
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

Child/Dependent4:

Address/City/State/Zip:

Phone:(
)

-

q
Add
q

Drop
Gender
Identity:

q
M
q

F

SocialSecurity
Num

beror
TIN
_____

-_____
-_____

Date
ofBirth

(m
m

-dd-yyyy)
____

-____
-____

Status
(check

as
applicable)

q
Student(posthigh

school)q
Disabled

q
Non

standard
dependent

D
ro

p
C

o
verag

e:
q

Drop
Em

ployee/M
em

ber
q

Drop
Dependents/Fam

ily
M

em
bers

T
he

date
ofw

ithdraw
alcannotbe

priorto
the

date
this

form
is

com
pleted

and
signed.

LastD
ay

ofC
overage:_____-_____-_____

q
Term

ination
ofEm

ploym
ent

q
Retirem

ent
LastD

ay
W

orked:
_____-_____-_____

q
OtherEvent:_____________
D

ate
ofE

vent:_____-_____-_____

Coverage
Being

D
ropped:

q
Dental

q
Em

ployee/M
em

ber
q

Spouse
q

Child(ren)
q

Basic
Term

Life
q

Voluntary
Term

Life

Loss
O

fO
ther

Coverage:
Iand/orm

y
dependents

w
ere

previously
covered

under
Loss

ofcoverage
w

as
due

to:
q

Term
ination

ofEm
ploym

ent:
_____-_____-_____

q
Divorce/Separation

_____-_____-_____
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/fam

ily
m

em
bers.

Check
only

one
box.

Em
ployee/M

em
ber

Only
Em

ployee/M
em

ber,Spouse
&

Dependent/Child(ren)
Option

1:Low
Plan

q
q

Option
2:High

Plan
q

q

q
Ido

notw
antDentalCoverage

because
(Check

as
applicable):

q
Iam

covered
underanotherDentalplan

q
M

y
spouse

is
covered

underanotherDentalplan
q

M
y

dependents/fam
ily

m
em

bers
are

covered
underanotherDentalplan
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Signature

l
Iunderstand

thatm
y

dependents/fam
ily

m
em

bers
cannotbe

enrolled
fora

coverage
ifIam

notenrolled
forthatcoverage.

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
Iunderstand

thatplan
design

lim
itations

and
exclusions

m
ay

apply.Forcom
plete

details
ofcoverage,please

referto
the

plan
docum

ents
orenrollm

ent
m

aterials.State
lim

itations
m

ay
apply.

l
Yourcoverage

w
illnotbe

effective
untilapproved

by
a

Guardian
orits

designated
underw

riter.

l
Ihereby

apply
forthe

group
benefit(s)thatIhave

chosen
above.

l
Iunderstand

thatIm
ustm

eeteligibility
requirem

ents
forallcoverages

thatIhave
chosen

above.

l
Subm

ission
ofthis

form
does

notguarantee
coverage.Am

ong
otherthings,coverage

is
contingentupon

underw
riting

approvaland
m

eeting
the

applicable
eligibility

requirem
ents.

l
Iagree

thatm
y

em
ployer/planholderm

ay
deductprem

ium
s

from
m

y
pay

ifthey
are

required
forthe

coverage
Ihave

chosen
above.

l
Iagree

thatm
y

em
ployer/planholderorm

y
em

ployer/planholder’s
designated

adm
inistratorm

ay
deductprem

ium
s

from
m

y
pay

apply
prem

ium
s

to
m

y
creditcard

or
debitcard

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

and
belief.

The
state

in
w

hich
you

reside
m

ay
have

a
specific

state
fraud

w
arning.Please

refer
to

the
attached

Fraud
W

arning
Statem

ents
page.

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.)

S
IG

N
A

T
U

R
E

O
F

E
M

P
LO

Y
E

E
/M

E
M

B
E

R
X

____________________
D

A
T

E
______________________

Fraud
W

arning
Statem

ents

T
he

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.

California:Foryourprotection
California

law
requires

the
follow

ing
to

appearon
this

form
:Any

person
w

ho
know

ingly
presents

false
orfraudulentclaim

forthe
paym

entofa
loss

is
guilty

ofa
crim

e
and

m
ay

be
subjectto

fines
and

confinem
entin

state
prison.

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.

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.

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.
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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.

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

OR
FRAUDULENT

CLAIM
FOR

PAYM
ENT

OF
A

LOSS
OR

BENEFIT
OR

KNOW
INGLY

PRESENTS
FALSE

INFORM
ATION

IN
AN

APPLICATION
FOR

INSURANCE
IS

GUILTY
OF

A
CRIM

E
AND

M
AY

BE
SUBJECT

TO
CIVIL

FINES
AND

CRIM
INAL

PENALTIES.

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.

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.

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
.


