Supplemental Life - Home Office Administered

Group Life Insurance Enroliment

Minnesota Life Insurance Company - A Securian Company MINNESOTALIFE
Administered by Ochs, Inc e 400Robert StreetNorth e 18-3789 e St. Paul, MN 55101-2098

Phone 1-800-392-7295 e Fax 651-665-3791

EMPLOYERNAME: City of Hialeah POLICY NUMBER: 34720

EMPLOYEE INFORMATION

First name Middle initial Lastname

Email address

Streetaddress City State Zipcode
Date of birth Social Security Number Date of employment Salary Gender
Cmale [CFemale

Insurance Class (Select One): [_] Management Employees [_] Sworn Police Officers [_] All Other Full Time Employees

Basic Life

Basic Life Amount $ Effective Date

Supplemental Life

Employee Oincrease
Current Amount $ O Decrease  Amount $ Grand Total $ Effective Date
Spouse Oincrease
Current Amount $ [JDecrease  Amount $ Grand Total $ Effective Date
Child Oincrease
Current Amount $ O Decrease Amount $ Grand Total $ Effective Date

SPOUSE INFORMATION

Firstname Middle initial Lastname
Email address Marriage date
Date of birth Social Security number Gender
O male CFemale

CHILDREN INFORMATION
List of names and dates of birth for your eligible children:

AUTHORIZATION

I authorize my employer to withdraw premiums from my salary to pay for supplemental insurance coverage. 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.

Employee signature Daytime phone number Evening phonenumber | Date signed

X
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