C/HR 8 — Rev 9-11

Group. Enroliment Form
Foruseby.  Sun Life Assurance Company of Canada and Sun 3
Sun Life and Hesith insurance Company (U.S.) outside of New York Life E; cial®

Complete all sections of the Group Enrollment Form. Make sure you complete and sign the form during the enrollment period or within
31 days of your eligibility date. Benefits completely paid by your employer (also called non-contributory benefits) cannot be refused.

- General Information

Employer name : Account/Policy number | Location Date effective
[ Street address © |Ciy State Zip code:

Type of activity:  [] New Enroliment ] Change QOccupation

Reason:

Date employed: [ ] Full-Time Date: [ Part-Time Date: ] Rehire [ 1 Retum from layoff Date:
Employee Information

Ernployee’s Full Legal Name (First, Mi, Last) [ Male Date of Bith | Marital Status | Social Security No.

' [ ] Female
Street Address City Siate Zip Code
Current Active Employment Type Employee Status:[ ] Management [ | Salary Salary
# of hours [ J Fulk-Time [JPartTime |[dHoury  [Junion  [INon-Union [] Retired

You must elect or refuse insurance coverage below within 31 days of your date of eligibility by placing a check mark in the appropriate
box(es). Not all of the benefit options listed below may be available to you. Your employer will tell you which benefits are available
and what your Maximum Guarantee Issue amount is. See “Evidence of Insurabilify” section for details.

Life and Disability coverage: Underwritten by Sun Life Assurance Company of Canada (Wellesley, MA

Employee Basic Life [and AD&D]...........[ ]Elect [ |Refuse  Employee Long Term Disability................ [ ] Blect [ ] Refuse
Dependent Basic Life....c...wwmmrerreiisrovn [MTEleet [ ]Refuse  Employee Short Term Disability ] Elect..... [ ] Refuase

Optional Life coverage: Underwritten by Sun Life Assurance Company of Canada (Wellesley, MA}

Elect Refuse
Life Life Coverage amount elected

Life:

Employee coverage: ‘ ] [ ] |
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Dependent Information
Please complete this entire section if you are selecting dependent coverags. No employee can be insured as a dependent when

he/she is also insured as an employee for any benefii under the same policy.

- If more space is needed, please add additional pages.

Check if elected
' Social ) Dep
Relationship |~ Full Legal Name (First, M, Last) Gender | Security No. | DateofBith Deplife | pepta
Spouse/ HOXX KX N I3
Partner
Children ‘ HHHKH X i ]
' KKK O ]
XXX ] |

Primary Beneficiary Designation

Basic Life and AD&T Insurance — On the lines beiow, list the individual{sy who should receive proceeds in the event of your death.
You may specify as many individuals as you like, but the tofal proceeds must equal 100%. This is your primary beneficiary. Attach
additional pages if necessary. If you do not name a beneficiary or if no beneficiary is alive at the time of your death, procesds will be
payable in accordance with your Group insurance policy.

Name of Primary Beneficiary(ies) Relationship Social Security Percent share
{First, MLL, Last) to employee Address Number of proceeds™

' | XHOK-XHA- %

2 : XXR-RK- %

Optional Life Insurance — On the lines below, list the individual(s) who should receive proceeds in the event of your death. You may
specify as many individuals as you like, but the toial proceeds must equal 100%. This is your primary beneficiary, Attach additional
pages if necessary. If you do not name a beneficiary or if no beneficiary is alive at the time of your death, proceeds will be payable in
accordance with your Group insurance policy.

Name of Primary Beneficiary(ies) Relationship ‘ Social Security Percent share
{First, MLE, Last) o emoployee Address Number of proveeds®

1 XOOK-KXH- %
2 KKK K %

Secondary Beneficiary Designation
Basic Life and AD&D Insurance— On the lines below, list the individual(s) who should receive the proceeds ONLY IF ALL of the

individuals listed above are not liviog at the time of your death. This is your secondary (or contingent) beneficiary. The Secondary
beneficiary is not paid if your primary beneficiary is alive at the time of your death. Attach additional pages if necessary.

Name of Secondary Beneficiary(jes)  Relationship Social Security Percent share
(First, MLL, Last) to employee Address Number of proceeds®

1 KKK~ %
2 XXHK-HA %

Optional Life Insurance- On the lines below, list the individual(s) who should receive the proceeds ONLY IF ALL of the individuals
listed above are not living at the time of your death. This is your secondary {or contingent) beneficiary. The Secondary beneficiary is not
paid if your primary beneficiary is alive at the time of your death. Attach additional pages if necessary.

Neme of Secondary Beneficlary(fes)  Relationship Social Security Percent share
(First, ML1, Last) to employee Address Number of proceeds*

1 ROOE-X K- %
2 HXK-KX- %
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Evidence of Insurability: )
- A medical Evidence of Insurability (“EOF”) application will be required for any employee who applies for coverage more than 31
days past his/her eligibility date. An EOI application is also needed if you:

= apply for a higher coverage than the Maximum Guaranteed Issue amournt

= want o increase your existing coverage now or at a later date, whether your existing coverage is with [Sun Life

Assurance Company of Canada] or a prior insurance carrier
s decline coverage and then want it af 2 later date
Coverage subject to evidence of insurability will not go into effect until [Sun Life Assurance Company of Canada) approves it.

1 understand that:
o 1am requesting coverage under a Group Insurance policy offered by my employer. This coverage will end when my
employment terminates.

o My employer will deduct all or part of the premium for contributory coverage from my pay.

o [IfIdecline coverage for myself or, if applicable, for my family now and want it at a later date, Jwe will have fo
submit an Evidence of Insurability application which is acceptable to [Sun Life Assurance Company of Canadal[Sun
Life and Health Insurance Company (U.8.)]. { have read the Evidence of Insurability notice.

I have read the Fraud Warning below,

e If1am not actively at work due to injury, illness, layoff or leave of absence on the date that any initial or increased
coverage is scheduled fo start under the plan, such coverage will not start until the date I retiun to work.

e  When required by the coverage, if my spouse or any of my dependent children are confined due to an injury or illness,
as required by the coverage, on the dale that any initial or increased coverage is scheduled o start under the plan, such
coverage will not start until the date they are no longer confined and are able to perform their normal activities.

By signing below, | am verifying that the information I have provided is true and correct to the best of my knowledge
and belief.

X
Employee Sigrature Today's Dafe
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To the Employee:Make a copy of this form for your records before submitiing i o your empioyer,

To the Employer: This original enroliment form should remain at the employer's site, Family status, coverage, or
- beneficiary changes should be recorded on another copy of the Enroliment form.

Fer Employer Use’ Qn!y
Provide thé employee -3 eammgs amtmnt belew Mast éﬁ:’picyers shoulduse: the ”AH eoverages” box (mly How:»:ver, if your group
policy requires ﬂmtycu calchlate separate eanimgs amounis by coverage plaase enter those amounts i the second sef of boxes.

indicate whether eammgnmmmt i annﬁal pay, m‘ some oﬂmr pay ﬁrequency I hourfy, plaase indicate the number of hours worked
per week. Ai’ﬂ:oughmosf pla:}s defime’ mnmgs raryv‘mnly (nut including bonus-%, commxSsmns stc.), yours should check your
group polmy fm— the pmpér eémmgs deﬁmuon 156

All Coverage Ea mgs | B _'_," EJ Semi-Monthly E] Weeidy_ :l:} Houriy .

$ ~ Pf M{}‘riﬁply - OB eekfy S [ Number of hourgworked perweek.

Life Ea{r;ir:;gsl,:'; _ E]Annual ' Sam:—Monfhfy -— [1 Weekly | ‘{3 Hourly :

L A EiMonthiv L Biwesiy 5 ]'Number of hours worked perweek -
STD Earfiings = -+ . Anmal - Seml—Monmw_ [ Weekly | Hourly

$ - RN Monthly Im): FWeekly - -, Number of Hours worked per week —_—
LTD Eamingg' - DAnnual [‘_"}Semi—Manm!y --E]Waeldy L1 Hourly

$ e, [ Monthly - . . ) BiWeekly _ Nufmbgr of hours worked per week:
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Frand Warniues

Please read the fraud warning below before signing the Enrollment Form. State law requires that we notify you of the

General
Fraud Warning:

Colorado
Fraud Warning:

' District of
Columbia
Fraud Warning:
Floxida
Fraud Warning:

Mazyland
Fraud Warning:

Oregon Fraud
- Warning:

Vermont

Fravd Warning:
Virginia and
Washington
Fraud Warning:
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foliowing:

Any person who knowingly and with inten: to defiand any insurance company or other person files an
Application for insurance or statement of claim containing any materially felse information or conceals, Tor the
purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act,
which is a crime and subjects that person to criminal and civil penalties.

It is unlawful to knowingly provide false, ncomplete, or misleading 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 nsurance, and civil damages. Any insurance company or agent of an imsurance
company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or
claimant for the purpose of defrauding or attempting fo defraud the policyholder or claimant with regard io a
settlernent or award payable from inswrance proceeds shall be reported to the Colorade Division of Insurance
within the Department of Regulatory Agencies,

Any person who kmowingly presents 2 false or frandulent claim for payment of a Joss 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.

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 fefony of
the third depree.

Any person who knowingly and willfully 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 s guilty of a crime and
may be subject to fines and confinement in prison. . '

Axny person who knowingly and with intent to defrand 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, inforroation concerning any fact material thereto may commit 2 fraudulent inswrance
act, which may subject that person to criminal and civil penaliies.

Any person who knowingly presents a false statement in an application for insurance may be guilty of a

criminal offense and subject to penalties under state law.

It is a crime to knowingly provide faise, incomplete, or misleading information to an insurance
<ompany for the purpose of defranding the company. Penalties include imprisonment, fines, and denial
of insurance benefits.

Sun Life Assurance Company of Canada and Sun Life and Heafth Insurance Company (U.S.) are members of the Sun Life Finencial group of companies.

© 2009 Sun Life Assurg
the globe symbol are registered trademarks of Sun Life Assurance Company of Canada,

Sun Life Financial and

nice Company of Canade, Wellesley Hills, A 02481, All rights reserved,

XGRZT94

SLF EBCG Customizable Enrollment Form Page 8 of 5 B/08



