
GROUP VO LUNT ARY LIFE INSURANCE ENROLLMENT FORM G# 40138 

SEANC INSURANCE DEPARTMENT 
1621 Midtown Place 
Raleigh, NC 27609 

For SEA NC Use Only: 
-1891-

Premium ----------------------

Effective Date _____________ __ _____ 

MEMBER: 

INFORMATION - Amounts in excess of the guaranteed issue limit are available. Please contact SEANC Insurance Office at 800-222-2758 or 
919-833-6436. Amounts in excess of the guaranteed issue or enrollment forms submitted after you first become eligible are subject to medical
evidence of insurability satisfactory to Boston Mutual.

Member Name (Last, First, i'vliddle lnitinl) ----------------------------------------

Social Security# ----------- Department/ Agency -----------------------------

Nle1nberAddress ________________________________________________ _ 

Date of Birth Age __ Sex (Mor F) __ Date of Hire _____ _ Occupation _____ _ Avg. Hours Worked __

INSURANCE SELECTION (complete appropriate section)

New Life Insurance O 

Member Life Insurance $ __ _ _ _ _ __ _ 

Increase in Life Insurance O 

Current Insurance $ ________ _

Additional Insurance Requested $ ___ _____ _ 

Total Requested Insrn·ance $ _________

Beneficiary Information - Name of Beneficiary Residential Address Date of Birth Social Security # Tel.# Relationship Benefit % 

Primary 

Primary 

Contingent Beneficiary-----------------------------------------------

Contingent Beneficiary-----------------------------------------------
If more tlln11 one bmeficinn; is designnled, Ille proceeds will l1e split eq11nlly 1111/ess oflrern•ise i11dicnlt'd. 

Please complete as 11111clz beneficiary i11for111ntio11 ns yo11 can provide. 

SPOUSF/DEPENDENT CHILDREN: 

INFORMATION: Spouse/Dependent Child(ren) 

Spouse Life Insurance YES D NO O Dependent Child(ren) Life Insurance YES O NOD 

Spouse Name ______________ _ Dependent(s) -----------------------------

Spouse Date of Birth -- - - ---------

Dependent Dates of Birth 

The be11eficinry for the spouse n11d depe11de11t children is lite member.

I apply for the insurance for which I am now eligible (or for w/1ic/1 I may become eligi/Jle) under the provisions of the group policy or group policies 
issued to SEANC by the Boston Mutual Life Insmance Company. I, the undersigned, hereby authorize my employer to deduct premiums for 
the SEANC Insurance identified above from my wages/ pension on a monthly basis, in such amotmts as are currently established pursuant to the 
SEANC insurance contract with the provider, or in such adjusted amounts as may be established by SEANC and the provider by contract subsequent 
to the date of this authorization. This authorization shall continue until cancelled by me by written notice to the SEANC Central Office. 

I understand that if I am disabled on the date my insurance would othenvise become effective, I shall only become insured on the date 
I rehtrn to active full-time work. 

I further understand that if I decline insurance coverage for which I am now eligible and I desire to participate in the plan at a later date, 
I must furnish at my own expense, evidence of insurability satisfactory to Boston Mutual Life Insurance Company. 

Signature of Member ---------------------------------- Date _ __ _ ______

Mail to: SEANC 1621 Midtown Place Raleigh, NC 27609 241-0SJ 5/H 

1-01-2016 (2015 Annual Enrollment) 

Guarantee Issue: (Member Only)
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