
Administered by:

@lRtwaysCare

Enrollment Form for Group !nsurance
Underwrltten by Natlonal Guardlan Llfe lnsurance Gompany and/or Starmount Llfe lnsurance Company

Administered by: AlwaysCare Benefits, lnc. (a Stamount Life lnsurance cornpany)
P.O. Box 98'100 Baton Rouge, l-A 7089&9100, (225)926-2888 or 1-888-729-5433

1. MEMBER |NFORMAT|OI{ En: AOO Gnrott} flT: Termtnate flc: GhanEe (chanqe of nime or coveraoel
Group/Policyholder Name

Mississippi Department of Transportation
Group Number

trtDoTt0'l
Location Effective Date

Gender

tru
trr

Last Name (Member or subscriber) First Name M.t. Birth Date Social Security Number

Birth Citv:

Birth State:

U.S, Citizen:EYes EHo
Home Sheet Address City/State/Zip Home Phone Work Phone Cell Phone

Email:

Please include me in future communications regarding product ofierings. E Yes f No You may opt out at any time by contactinq Customer Service.
COMPLETED BY EMPLOYER

Date of Hire tr Fulltime tr Part-time tr Retiree
lf part time: Hrs worked per week:

Occupation Class

tr Yearly tr monthly EI semi-monthly tr weekly tr bi-weekly tr$:

2. FAilllLY INFORiIATION (Only those eligible may be enrolled. Use additional paper if needed) (Relationship - lf Dependent is not your natural child,
attach documentation of legal astody or adoption. lf coverage is court ordered, attach a copy of he order.)
Please include an email addrcss for each dependent over Age 18.

Gender Relationship Last l{ame, Fint l{ame, tl,
EmallAddrcss

Socia! Secudty #,
Child Handicap Status

Date of Birth
(mm/ddlww)

Place of Birth
(Clty and State)

E Add

! Terminate

! Ctrange

trM
trr

E Husband ! Wife

Legally recognized

! CivitUnion Partner

EI Domestic Partner

(Spouse) SS#

EmailAddress:
U.S. Citizen: EYes Efo

E eoo

!Terminate
E change

Eu
nr

nson
flstepson
IDaughter
!stepdaughterEotner-

(Dependent) SS# Date of Birth
(mm/ddlyyyy)

Place of Blrth
(Clty and State)

EmailAddress: Handicapped: !Yes ENo
Age when Handicap began: _

U.S. Citizen: EYes EHo
Manied: FlYes [-lNo

E Add

! Terminate

I Cnange

tru
Er

nson
n Stepson

!Daughter
!stepdaughternotner_

(Dependent) SS# Date of Birth
(mm/ddlyyyy)

Place of Birth
(Clty and State)

EmailAddress: Handicapped: !Yes nno
Age when Handicap began: _

U.S. Citizen: EYes EHo
Manied; EYes Eruo

fl Add

E Terminate

! Cnange

trM
trr

Eson
! Stepson

!Daughter
!Stepdaughter
Eottrer_

(Dependent) SS# Date of Birth
(mm/ddlyyyy)

Placo of Birth
(City and State)

EmailAddress: Handicapped: EYes ENo
Age when Handicap began: _

U.S. Citizen: EYes ENo
Manied: EYes ENo

3. BENEFIT ELECTIONS (Employer determines benefits available for elec-tion): *Rates valid 11112017 - 11112019

(Dental and Vision Underwritten by Starmount Life lnsunance Company.)
(Life lnsunance and AD&D, Short Term Disability, Long Term Disability, Critical lllness and Accident Underunitten by National Guardian Life lnsurance Company).

E Dental(Silver)
fl ttemberOnly
Monhly Premium

$18.00

E ilember/ Spouse
Monthly Premium

$37.34

! tember/Ghild(ren)
Monhly Premium

$48.92

E illember/Famity
Monfily Premium

$65.68
! Waive

I Dental(Gold)
! IrlemberOnly
Monthly Premium

$23.M

n kmber/spouse
Monhly Premium

$47.68

E Member/Chlld(ren)
Monhly Premium

$48.90

n l$ember/Famlly
Mon$ly Premium

$70.36
! waive

n Dental(Platlnum)
E ltlemberOnly
Monthly Premium

$29.96

! Member/Spouse
Monthly Premium

$59.77

! illember/Chlld(ren)
Monhly Premium

$68.12

I itember/Famlly
Monhly Premium

$93.32
E waive
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nd/or my dependents may enroll lat€r bul lhh_will

afiect ihe level of benefits] f I refuse lifq disability, or aitical illness coverage, I may apply later but I must show proof ol good health. lf I retuse

coverage, I @nnot enroll after retirement. lf the grou'p policy does not require my ontribution, I cannot dedine any coverage unless the policy indicates

otherwise.
lf the group policy requires my contribution: (1) I aulhorize my employer to dsducl from my pay; and (2) I understand that no insurance is in force untjl

the first premium is paid.

I represent all inrormation on Uris form and attachmenls are complete and true to the bestol my knowledg-e. Theyare partof his request lor coverage.

I alree National Guardian Lile lnsurance Company and/or Starmount Life lnsurance Company (the Company) is not liable for a claim before the

effictive date of overage and all policy provisioirs a'pply. I have read, or had road to me, the intormation and my answers on this lorm. During hB first

two years mverag€ iiin force, fal$ shtements, omissions and/or material misrepresentations can causs changes in my coverage, induding

cancellation back to the effec'tive date.

I authorize the Company to release data as required by law. lf signed in mnnection with an application, reinstatement or a change in benefts, this form

will be valid two years from he dats of signature. I miy revoke authorization for infomation not yet obtained. I undersland data obtainsd will bs used

by the Compani for claims administration and determining eligibility lor life and disability insurance. lnlormation will not be used for any purpose

pmhibited by law.

Lxphnation'of Benefits rellec,ting claim paynents for myself and/or my dependents will be sent to my home address. I also understand collection of

soaial socurity numbers from myself and/or my dependents will be used by the Company only as allow€d by law. -. . -
NoTE for Ddntal: Coverage foi a Late Entrant or Re-enrollee will b€ limited to those procedures listed under Class A SeMces in the Schsdule ol

Covered Pmcedures durjni the first 24 months after he Late Enfant's or Re€nBllee's Effective Date. (For EHB Plan, apPlies only to ages 191) _ -
NOTE for Vision: Coverage for a Late Entrant or Re-enrollee will be limited b he Vision Examination benefit in he Benefits Summary during the first 24

months affer the Late Eniants or Re-enrollee's Efiective Date. These limited coverages also apply to he Late Entrants or Re4nrollee's Depondents,

AUTHORIZATION AND AGREEMENT: I hereby dedare that all the statemsnts made in his applicatlon are, to the b€st ofmy knowledge and.bolief,.tue

and mmplete, and that they are the basis on whiih insurance requested by me may be issued. I undorstand lhat coverage will not becomo offoclive until the

Compan! grants its underwriting approval if required. I understsnd h,t Ur€re is no @verage for a Pre+xisting Condition excspt as described in lhe

Certificete of lnsurance.
I hereby authorize any l6ensed physician, psychologist, medical practitioner, hospital, clinic, pharmacy banofil manager or olher medically related facility,

insuranlce company oi its reinsurei, MlB, lhc:, formaiy known as Medical lnformation Bureau, or olher organization, institution, or person hat has- any

records or knoi,r4edge ol me or my physical or mentd heath, drug or alcohol use history, other insurance mverage.or employment stafus, or that, of any

member of my famif whose name aipian in tre application to which this is attached, to give he Company^and its affliates or auhorized representative any

such informaion. I iuthorize Nationai Guardian Lifb lnsurance Company and/or Starmount Life lnsurance Company, or its reinsurers, to make a brief report

of my protected health information to MlB. This informatlon will be used to determine eligibility lor insurance. . I understand that I may. revoke this

authrjriiation at any time by sending a Mitten revocation to the Company at he address above. Sudl revocation will .not affecl-any ac,tion taken.or

information releasei prior to [re revo-cation, and will not affect any legai right tE Company has to @ntest an insuran@ policy / certifrcate, or to contest a

claim under an insurance policy / certificate. I understand Uat if Irevbke this authorization, the Company may not be able to process my applicallon, and

may not be able to make a'ny b6neft payments due under any existing policy, certificate, or other binding agreement. I undersland that once his inlormation

is r;ceived by the authorizei personlorianization, then this ihformatian may be subjecl to re-disclosure, and may no longer be protec,ted by federal privacy

taws. tagre6 that a photocopy of this f6rm shall be as valid as lhe original;and that it shall be valid for 12 months from the date signed...l also understand

that I or a-person authorized id acl on my behalf is entited to receive a-copy of this autDrization form and hal I may cancel this AufDrization at any time.by

notifying the company in writing, subjeci to the rights of any individual who ac,ted in reliance on this Authorization.prior lo my notice of revocation. l€lso
certiiy tf,at the prbduler ano t,-it apfticaOte, also-ce ry$il Ihave read, or have had.read to me, lhis completed application and.that Irealize any false

statdnents or misrepresentati6n in ii may result in loss-of coverage under th6 policy. I certity that I fav.e- recgtve-d he Notice of Disclosure of lnformation

that is provided at tlie end of this Enrollment Form. A copy of this form will be as valid as the original. Aner this form is complsted and signed, make one

opy for the Policyholder and a copy of page one only for he Member.

ln the past 12 months, hav€ you had mntlnuous group coverage pmviding liks or similar benelits (for yourself and/or your dependents)with a prior canier?

E yes ! t'to lfyes, please provide: Policyholder and lnsurance Company

lmportantl lf declining any coverage lor yourself or any dependent, give reason. Covered under: ! Spouse's group overage

[] tndividual insurince ! other mverage offered by myemployer E other-
I declare that the information I have completed on lhis enrollment form is complete and tue. I have read and unde6tand the statements and understand an

agent or broker cannot guarantee coverage, revise rates, benefits, or provisions without written approval from he Company.

Your Signatu16: Date signed

Date signed

Notic6 of Dilclo3urs of lnfomaiion
lnlormation regarding your insurability will be beated as confidential. National Guardian Life lnsurance.Company and/or Starnounl Lile lnsurance Company

or its reinsureis mai,'however, makl a brief report ttrereon to the MlB, lnc., formerly known as Medical lnformation Bureau, a.not-foFprotit membership

organization of insuiance companies, whidl opeiates an information exdrange on behalf of its members. lf you.apply io another MIB memter company.for

life-or health insurance overage, or a daim f6r benefits is submitted to such a company, MlB, upon request, will supply such company wiu qe^information

about you in its file. Upon receipi of a request from you, MIB will anange disclosure of any information in your file- Please contac{ MIB at 866'692{901 11

you quistion the accrjracy of tlie informaiion in Mld's file, you may ontac,t MIB and seek a onec,tion in accordance wih the procedures sslJorfi in $e
ieder;l fair Credit Reportiirg Acl. The address of MIB'S information bffice is 50 Brainbee Hill Park, Suite 400, Braintroe, Massachusetts 02184-8734. National

Guardian Life lnsurarice Cdmpany and/or Slarmount Life lnsurance Company, or its reinsurers, may also rslease information from its file to ofrer insurance

companies to whom you may apply for life or healh insurance, or to whom a'claim for benefits may be submitted. lnformation for consumer about MIB may

be obtained on its Website at www,mib.com.

Enroll l1114 2 ol3 Enrollee's initials
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Tho inpact ot Fraud i3 detemined by lavrs of your statB of rssidoncs and ths stalo in which your Group is domicilod. Ploaso road ths
FRAUD WARNING statements bolow that apply to your6tatG.

Alabama: Any person who knowingly presents a fals€ or fraudulent daim for payment of a loss or benefit or knowingly pres€nh false information in
an application for insurance is guilty of a crime and may be subject to restitution fnes and confinemenlin prison, or any combination thereof

Ala3ka: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a daim containing false, incomplete, or
misleading information may be prosedted under state law.

Arizona: For your plotection Arizona law requires the following statement to appear on this form. Any person who
knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

California: Foryour protecllon Califomia law requirer lhe followlng to appeat on this fom: "Any pe6on who knowlngly prssents a false
or fraudulent claim for the paymsnt ol a loss is guilty of a climo.nd may be sublect to finos and corfinement in state prison."
Califomia law prohibits an HIV test from bslng rsquired or used by hoalth lnsurancs companlesas a conditlon ot obtalning health
insuranco covorags.

Colorado: lt is unlawful to knowingly provide false, inmmplete, or misleading fac'ts or information to an insurance company for the purpose

ol defrauding or attempting lo defiaud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any
insurance mmpany or agent of an insurancs company who knowingly provides hlse, in@mplete, or misleading hcts or information to a
policyholder or claimant lor the purpose of defrauding or attempting to defraud the policyholder or daimant with regard to a settlement or award
payable from insurance proceeds shall be reported to the Colorado Division of lnsuBnce within the Department of RegulatoryAgencies.

Dishict ot Columbla: WARNING: Any peBon who knowlngly prctents a false or fr"udulent clalm for paymenl of a loss or benefll or
knowingly pressnts falso infomation in an application tor insurance is guilty of a crimo and may be subioct to fines and confinemont
in prison.

Florida: Fraud Waming: Any person who knowingly and with intent to injur€, defraud, or dsceivs any insurer files a statement of claim or
an application containing any false, incomplete, or misleading information is guiltyof a felony ofthe third degree.

Kansas: WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or beneft or knowingly presents
lalse information in an application for insurancs may b6 guilty of fraud as determined by a coud of law.

Kontucky: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
containing any materially false information or conceals, for the purpose ol misleading, information conceming any lalse material thereto
commits a fraudulent insurance act, which is a crime.

ldaho: Any person who knowingly, and with intsnt to defraud or deceive any insuranc€ company, filss a statement containing any false, incomplete,
or misleading information is guilty of a felony.

lndlana: Any person who knowingly, and wih intent to defraud an insurer, files a statement of claim containing false, incomplete or misleading

information commits a felony.

Maine: WARNING: lt isa crime to knowingly provide false, incomplete or misleading information to an insurance company for fie purpose

of defrauding lhe mmpany. Penalties may include imprisonment, llnes or a denialof insurance benefits.

It aryland: Any psGon who knowingly or willfully presents a false or fraudulent daim for payment of a loss or benefit or who knowingly or willfully
presents false informatjon in an application for insurance is guilty of a crime and may be subjecl to fines and confinement in prison."

Minn$ota: A peson who submits an application or fles a claim with intent to defraud or helps commit a ftaud against an insurer is guilty of a crime.

Ml$ouri: A person $/ho knowingly presents an application or a claim for payment containing matsrially false inlormation conceming any fac,t

matsrialthereto or conceals,forthe purpos6 of misleading, information matorialthereto commits a fraudulent insurance ac't which is a felony.

l{.w Hampshirc: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any
false, incomplete or misleading information is subjecl to prosecution and punishmentfor insurance fraud as provided in R.S.A. 638.20.

North Dakota: Any person who knowingly and wittr intent to defraud any insurance company or other pe6on files an application for insurance or
statement of claim containing any materially false information or conceals for the purpose of misleading, informaton conceming any fact
material thereto commits a fraudulent insurance acl, whici is a crime and subjecls such person to c.iminaland civil penalties.

ohlo: "Any person who, wih intent to defraud or knowing hat he is facilitating a traud against an insurer, submits an application or files a daim
containing a false or deceptive statement is guilty of insurancefraud.'

PennEylvania: Any person who knowingly and with intent to defraud any insurance company or other person liles an application for insurance or
statement of claim containing any materially false information or conceals for the purpose of misleading, information conceming any fac{ material
thereto commits a fraudulent aci, which is a crime and subjscis such person to criminal and civil penalties.

Virginia: Any person who, with ths intent to defraud or knowing that he is facilitating a fraud against an insurer, submjts an application or liles a

claim containing a false or deceptive statement may have violated state law.

We3t Vlrginls: Any person who knowingly and willfully and wifi intent to defraud submits a materially false statement in support of a claim for
insurance beneflts or payment pursuantto a policy of insurance or who conspires to do so is guilty of a crime.

Arkansas and Louisiana: Any person who knowingly presents a false or fraudulent ddm for payment of a loss or bsnefit or knowingly presents

false information in an application for insurance is guilty of a crime and may be subjec{ to fines and confinementin prison.

07115



Oelaware and Oklahoma: WARNING: Any person who knowingly, and with the intent to injure, defraud or deceivs any insuror, makes any daim for

the pmceeds ol an insurance policy containing anyfalse, incompleteor misleading inlormation is guilty of a telony.

lowa, Nebraska, Oregon and Vormont Any person who knowingly, and with intent to defraud any insurance @mpany or other pelson, files an

application for iniurance or statement of claim containing any materially false inlormation or conceals, for the purpose of misleading,

information concerning any tact material thereto, may be guilty of a fraudulent insurance acl, which may be a crime, and may also b€ subjectto civil

penalties.

New Je6ey and ilew l{e{co: ANY PERSOiI WHO KNOWNGLY PRESEI{TS A FALSE OR FRAUDULEI{T CLAII{ FOR PAY Ei{T OF A

LOSS OR BENEF]T OR KNOWII{GLY PRESENTS FALSE INFOR ATION II{ AiI APPUCANOil FOR II{SURANCE IS GUILTY OF A

CRIt'E AND iIAY BE SUBJECTTO CIVIL FIl{ESAND CRIIIIII{AL PENALTIES,

Tsnnossss and Washington: lt is a crime to knowingly provide false, incompl€te or misleading information to an insurance ompany for lhe purposo

of delrauding the company. Penalties include imprisonment, fines and denial of insurance benefits

AllOtherstat.s (including Connecticut, Goorgia,lllinois and No h Carolina): Any person who knowinglyand with intent to defraud any

insurance companyor other person files an application for insuranco or shtement of daim containingany materiallyfalse infolmatlon or

conceals, for ttre p'urpose ofhisteading, informa$on conceming any lact materialthereto may be guilty of a fraudulent insuBnce acl, which may

be a crime and may subjec't such Person to criminaland civilpenalties.

07115
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