
Enrollment Form

 FOR FDL USE ONLY

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 
as defined in the policy on the date my coverage would otherwise become effective,  my insurance will not begin until the day i meet 
the policy definition of actively at work.   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 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.  
(Not enforceable in OR or VA.)
EMPLOYEE SIGNATURE						                                                              DATE           /           /

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.) 

%

%

%

FIRST NAME	 LAST NAME	 DATE OF BIRTH	 RELATIONSHIP	 SOCIAL SECURITY #	 BENEFIT %
Primary

Primary

Contingent

Return Completed Form to:
CoreSource

5200 Upper Metro Place #300
Dublin, OH  43017

Toll-free#: (800) 282-3920
Fax#: (614) 336-8428

Chicago, Illinois 

h New Enrollment      h Change    

FORT DEARBORN LIFE
Insurance Company

9-552-207	R 12/07   |    Z5220_SET

			         * Review the following guidelines which apply to voluntary coverage(s)

•	Y ou may enroll, apply for additional coverage, or request a 
change to current voluntary benefits only during a scheduled 
enrollment period.

SPOUSE Name — LAST                                    FIRST                          M.I.       SEX             Spouse DATE OF BIRTH                                SPOUSE SOCIAL SECURITY #
(if applicant)	                                           M h  F h 	  			 

Has Employee (if applicant) used cigarettes or other tobacco products
in the last 2 years?    h YES    h NO	

Has Spouse (if applicant) used cigarettes or other tobacco products  
in the last 2 years?    h YES    h NO	

EMPLOYEE Name — LAST                                         FIRST                                  MIDDLE INITIAL                    SEX                       DATE OF BIRTH                       DATE OF HIRE  (FULL TIME)

Social Security No. (THIS IS YOUR CERTIFICATE NO.)      EARNINGS	                                                                                           	

EMPLOYER                        	GROUP  NO./ACCOUNT NO.	        LOCATION

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 Life/AD&D		  Dependent Life	
h YES    h NO		  h YES    h NO	     

 M h  F h

  	    	 h  Weekly	 JOB TITLE				                   CLASS

 $
	       

     	 h  Monthly	 h  Annual  

  /

EMPLOYER: If group is self-administered, submit enrollment form only if evidence of insurability is required. If group is not self administered, submit enrollment form to us. 

BASIC COVERAGE(S)

VOLUNTARY COVERAGE(S) (Evidence of Insurability may be 
required on employee and spouse Life and Critical Illness Insurance)

(A)dd
(C)hange
(D)elete

Total Amount
of Coverage
Applied for

If (C), my prior  
coverage was

Optional Term Life: Employee
Optional Term Life: Spouse
Optional Term Life: Dependent Child(ren)
Optional AD&D:                         h  Individual    h  Family

Other ____________      h Yes   h No
   
     $ ________________

h YES    h NO

h YES    h NO

h YES    h NO

              h NO

COVERAGE EFFECTIVE DATE


