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Payroll Deduction  Authorization
Adobe LiveCycle Designer Template
8.2.1.4029.1.523496.503679
Custom Enrollment Form Generation Tool v2.8
Instructions: Please select the coverages and other options below.  Once you are satisfied with your selections, press the Build Form button and save the resulting document.   
For help with this form, Please Contact the Product Team
Basic Coverages
Voluntary LTD
Voluntary STD
Tobacco Questions Included?
Spouse Premiums Calculated:
Group Information - *Fields are optional
Add a Logo Image - The image will be resized to fit in the allocated space.
Merge with Census Data - You may only utilize this option if you are an ADOBE PRO user and your PC has been setup to work with the data source for this document. Please contact the Product Team for setup. THE CUSTOMIZED ENROLLMENT FORM IS NOT AVAILABLE FOR USE IF THE RATE FORMAT DIFFERS FROM THE CHOICES LISTED.
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Enrollment forms must be submitted directly to Dearborn National unless the group is self-administered.  If the group is self-administered,  submit enrollment forms to Dearborn National only if evidence of insurability is required.
Employer/Employee Section
GENDER
EARNINGS
BENEFIT SELECTION - Life & Disability
COVERAGE SELECTION: Your non-medical group insurance program may not include all the benefits listed below. Ask your employer for the
details about the benefits available to you, your cost, if any, and whether you will be required to complete a health questionnaire.
Basic Coverage
 (check all that apply) Spouse includes Domestic Partner and Party to a Civil Union as defined in the Certificate.
 Premium
Benefit Amount
Voluntary Coverage
(check to elect)
 Smoker Premium
 Premium
Voluntary Coverage
(check to elect)
   Premium
Premiums shown are based on  payroll deductions per year. Premiums are estimates and could vary due to amounts selected and approved as well as rounding. 
If (C)hange, list Prior Coverage
Total Amount of Coverage Desired
(A)Add, (C)Change
(D)Delete
Voluntary Coverage
(check all that apply)
Spouse includes Domestic Partner and Party to a Civil Union as defined in the Certificate.
If (C)hange, list Prior Coverage
Total Amount of Coverage Desired
(A)Add, (C)Change
(D)Delete
Voluntary Coverage
(check all that apply)
If (C)hange, list Prior Coverage
Total Amount of Coverage Desired
(A)Add, (C)Change
(D)Delete
Voluntary Coverage
(check all that apply)
Spouse includes Domestic Partner and Party to a Civil Union as defined in the Certificate.
* - THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE FOR MAJOR MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMUM ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES.
SEX
SPOUSE NAME
(if Applicant)
To the best of the Applicant's knowledge and belief:
Has the employee (if applying) used any tobacco products in the last 2 years?
Has the spouse (if applying) used any tobacco products in the last 2 years?
BENEFICIARY DESIGNATION: (For Employee Only: Must Be Completed if you have applied for Life or AD&D insurance.) If two or more primary beneficiaries are named, and you do not list benefit percentages, proceeds will be paid in equal shares to the named primary beneficiaries who survive you. If no primary beneficiary survives you, proceeds will be paid to the contingent beneficiary(ies). If you list benefit percentages, the total must equal 100%. (Employee is the beneficiary of proceeds from spouse or child coverage.)
Primary
Primary
Contingent
Contingent
 
SEX
 Dependent Child(ren) over the age limit, indicate if Full Time Student (FTS) or Handicapped (HDCP).
BENEFIT SELECTION - DENTAL
ENROLLMENT
Spouse includes Domestic Partner and Party to a Civil Union as defined in the Certificate.
(Choose One)
Plan Choice:
POLICY CHANGE
(Check Reason for Change)
CANCEL COVERAGE
 
If above selection covers your spouse, is your spouse covered under any other dental plan?
COBRA CONTINUATION PRIVILEGE                  Previously covered with group as:
For the purposes of this Notice, while prohibited by Federal law, Spouse does not include a same-sex Domestic Partner or Party to a Civil Union. Such benefits may be available under state law if provided by the policyholder.
COVERED SPOUSE AND DEPENDENTS
 
SEX
 Dependent Child(ren) over the age limit, indicate if Full Time Student (FTS) or Handicapped (HDCP).
BENEFIT SELECTION - VISION
ENROLLMENT
Spouse includes Domestic Partner and Party to a Civil Union as defined in the Certificate.
(Choose One)
Plan Choice:
POLICY CHANGE
(Check Reason for Change)
CANCEL COVERAGE
 
If above selection covers your spouse, is your spouse covered under any other dental plan?
COBRA CONTINUATION PRIVILEGE                  Previously covered with group as:
For the purposes of this Notice, while prohibited by Federal law, Spouse does not include a same-sex Domestic Partner or Party to a Civil Union. Such benefits may be available under state law if provided by the policyholder.
COVERED SPOUSE AND DEPENDENTS
I hereby request to be insured and authorize deductions, if any, from my compensation for my share of the cost of the benefits to which I may be entitled under the group policy (ies) issued to the employer listed above.  I understand that if I am not actively at work on the effective date of my coverage, my insurance will not begin until the day I return to work. I understand that if I do not remain actively at work that my coverage may lapse or terminate.  For those coverages I have declined, I understand that if I choose to enroll at a later date, my cost may be higher and a health questionnaire may be required.
Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.
Warning: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
Warning: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
Warning: It is a crime to knowingly provide false, incomplete or missing information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits. 
Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud. 
Group Term Life with AD&D - The Certificate provides limited benefits.  Review your Certificate carefully.
 
Group Dental - The Certificate provides dental benefits only.  Review your Certificate carefully.
FOR DEARBORN NATIONAL USE ONLY
Waiver of Coverage:
I DO NOT WISH TO ENROLL at this time and understand that the opportunity to enroll at any future time will be subject to such arrangements as may be made with the company.
Page  of 
SEX
EMPLOYEE HEALTH QUESTIONS
Please complete all questions below. Omitted information will cause delays. In the Medical Information section, “you” and “your” refers to the person for whom insurance is requested.
1. Have you ever been diagnosed, treated or given medical advice by a physician or other health care provider for:
a. chest pain or heart trouble?
b. stroke or circulatory disorder?
c. cancer or tumors?
d. anemia, leukemia or other blood disorder?
2. Have you ever been diagnosed or treated by a member of the medical profession for Acquired Immunodeficiency Syndrome (AIDS), AIDS Related Complex (ARC) or the Human Immunodeficiency Virus (HIV) infection?
3. Have you had any application for life, accidental death and dismemberment or disability insurance declined,
postponed, withdrawn, rated, modified, or issued other than as applied for?
4. Are you now receiving or applying for any disability benefits including workers’ compensation?
5. Have you been Hospitalized (as defined below) during the 90 days preceding the date of this enrollment form?
Hospitalized means admission for inpatient care in a hospital; receipt of care in a hospice facility, intermediate care facility, or long term care facility; or
receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis.
If you answered "Yes" to any question above, you must also complete a Dearborn National Evidence of Insurability Form
 available from www.DearbornNational.com
SPOUSE HEALTH QUESTIONS -
Spouse includes Domestic Partner and Party to a Civil Union as defined in the Certificate.
 Please complete all questions below. Omitted information will cause delays. In the Medical Information section, “you” and “your” refers to the person for whom insurance is requested.
1. Have you had any application for life, accidental death and dismemberment or disability insurance declined,
postponed, withdrawn, rated, modified, or issued other than as applied for?
2. Have you been Hospitalized (as defined below) during the 90 days preceding the date of this enrollment form?
Hospitalized means admission for inpatient care in a hospital; receipt of care in a hospice facility, intermediate care facility, or long term care facility; or
receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis.
If you answered "Yes" to any question above, you must also complete a Dearborn National Evidence of Insurability Form
 available from www.DearbornNational.com
Please complete all questions below. Omitted information will cause delays. In the Medical Information section, “you” and “your” refers to the person for whom insurance is requested.
1. Have you ever been diagnosed, treated or given medical advice by a physician or other health care provider for:
a. chest pain or heart trouble?
b. stroke or circulatory disorder?
c. cancer or tumors?
d. anemia, leukemia or other blood disorder?
2. Within the last 10 years, have you been diagnosed or treated by a member of the medical profession for Acquired Immunodeficiency Syndrome (AIDS), AIDS Related Complex (ARC), or Human Immunodeficiency Virus (HIV) Infection?
3. Have you had any application for life, accidental death and dismemberment or disability insurance declined,
postponed, withdrawn, rated, modified, or issued other than as applied for?
4. Are you now receiving or applying for any disability benefits including workers’ compensation?
5. Have you been Hospitalized (as defined below) during the 90 days preceding the date of this enrollment form?
Hospitalized means admission for inpatient care in a hospital; receipt of care in a hospice facility, intermediate care facility, or long term care facility; or
receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis.
If you answered "Yes" to any question above, you must also complete a Dearborn National Evidence of Insurability Form off the website.
Please complete all questions below. Omitted information will cause delays. In the Medical Information section, “you” and “your” refers to the person for whom insurance is requested.
1. In the past five years have you ever been diagnosed, treated or given medical advice by a physician or other health care provider for:
a. chest pain or heart trouble?
b. stroke or circulatory disorder?
c. anemia, leukemia or other blood disorder?
2. Have you ever been diagnosed, treated or been given medical advice by a physician or other health care provider for Cancer or Tumors?
3. Have you ever been diagnosed or treated by a member of the medical profession for Acquired Immunodeficiency Syndrome (AIDS), AIDS Related Complex (ARC) or the Human Immunodeficiency Virus (HIV) infection?
4. Have you had any application for life, accidental death and dismemberment or disability insurance declined,
postponed, withdrawn, rated, modified, or issued other than as applied for?
5. Are you now receiving or applying for any disability benefits including workers’ compensation?
6. Have you been Hospitalized (as defined below) during the 90 days preceding the date of this enrollment form?
Hospitalized means admission for inpatient care in a hospital; receipt of care in a hospice facility, intermediate care facility, or long term care facility; or
receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis.
If you answered "Yes" to any question above, you must also complete a Dearborn National Evidence of Insurability Form off the website.
I hereby request to be insured and authorize deductions, if any, from my compensation for my share of the cost of the benefits to which I may be entitled under the group policy (ies) issued to the employer listed above.
 
I understand that if I am not actively at work on the effective date of my coverage, my insurance will not begin until the day I return to work.
 
I understand all amounts are subject to the limitations and exclusions as stated in the Certificate.
 
I understand that if I do not remain actively at work that my coverage may lapse or terminate. 
This authorization shall expire 30 months from the date it is signed.
 
I as well as any other person authorized to act on my behalf or my personal representative, acknowledge the right upon request to obtain a true copy of this authorization from Dearborn National.
I have read and agree that my answers to all questions are true and correctly recorded to the best of my knowledge and belief. I understand that, if any of my answers are incorrect or untrue, Dearborn National has the right to deny benefits or rescind my coverage or that of my dependents, if applicable.
Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.
Maryland: Any person who knowingly and willingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading material facts or information to an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading material facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies.
District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.
Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.
Hawaii: For your protection, Hawaii law requires you be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime punishable by fines or imprisonment, or both.
Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or a statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.
Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Maine & Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.
New Mexico: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.
Ohio: Any person who, with intent to defraud or knowingly that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.
Oklahoma: Any person who knowingly, with intent to injure, defraud or deceive any insurer, makes a claim for the proceeds of an insurance policy containing false, incomplete or misleading information is guilty of a felony.
Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.
Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand dollars($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances be present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2) years.
Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
Tennessee: It is a crime to knowingly provide false incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.
Alabama: Any person who knowingly presents a false or
fraudulent claim for payment of a loss or benefit or who
knowingly presents false information in an application
for insurance is guilty of a crime and may be subject
to restitution fines or confinement in prison, or any
combination thereof.
FOR APPLICATIONS AND CLAIMS:
Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement or claim containing false, incomplete, or misleading information is guilty of a felony.
Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading information may be prosecuted under state law.
Arizona: For your protection, 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.
Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
California: For your protection California law requires the following to appear on this form. Any person who knowingly presents false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any false, incomplete or misleading information is guilty of a felony.
Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or misleading information commits a felony.
Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
New Hampshire: 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 subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20. 
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. 
Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Massachusetts: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
New Jersey: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties. 
FOR CLAIMS ONLY:
FOR APPLICATIONS ONLY:
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