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Emproyee Enro[ment and change Form with Beneficiary Designation
For residents of oregon and washington, the deflnition of a spouse includes your legal husband or wife or your state cedified/Registered
Domestic Partner. Please contact your employer for any additional eligibility requirements.
For residents of Alaska, Idaho, Utah, Montana and wyomlng, the definition of a spouse includes your legal husband or wife. please
contact your employer for any additional eligibiljty requirements.

LifeMap Assurance Company
100 SW Market Street

P.O. Box 1271, MS E8L
Portland, OR 97207 -127 1

(503) 721-7161 . (800) 794_s390

Please rint in blue or black ink; com lete all information uested-

Check one and sign below: (lf Employer pays 100% of the premium for this coverage, please skip this section. )

! I HEREBY APPLY FOR ENROLLMENT with LifeMap
Assurance Company under the Group lnsurance plan of the
Employer named above. I understand this will not be in force
until my return to full time employment should I not be actively
at work (i.e., leave of absence, sick leave) on my effectjve date.
lauthorize the Employer narned above to withhold insurance
premiums, if required, from my paycheck and to pay them
directly to LifeMap Assurance Company.

ALL PERSONS ENROLLING IN LIFE COVERAGE SHOULD COMPLETE THIS SECTION
Please See Page 2 For lnstructions For Completing you
please attach a separate piece of paper with all of the necessa

Designation. lf you wish to name additional beneficiaries,
, including the date and your signature.

r Beneliciary
ry information

Primary Beneficiary (Last, First Ml) I Date of Birth

! I DO NOT WISH TO AppLy with LifeMap Assurance Company
for the Group lnsurance plan available to me. The bene s of
the Plan have been thoroughly explained to me, and ldecline to
participate. I fulty understand that I cannot enroll in the future
except by providing evidence of insurability to LifeMap
Assurance Company and that lam forfeiting any employer
contribution for this program.

trttt
trr

lf Primary Beneficiary(ies) dies before you, the benefit will be paid to your Contin gent Beneficiary(ies).
Contingent Beneficiary (Last, First [Il) Date of Birth En,l

L-I F

Social Security Number

Beneficiary Address (Street, City, State and Zip) Relationship To You

Employer Name
Jefferson Coun School District #251

Group Number
tD03910t

Occupation

E New Enrollment - Date of Hire/Rehire (mm/dd/yyyy) fl Change of Existing Enro ment
Employee's Name (Last, First Ml) Date of Birth trra

trr
Social Security Number

Do you have dependents? (Spouse or Chitdren) nyes ENo
E Yes Etto (lf Available To Your Grou )

e?dent Life lnsurance coveraes, do u wish to enrollthem in De

Benefciary Address (Street, City, State and Zip)

Social Security Number

Relationship To You
Benefit %

Primary Beneficiary (Last, First Ml) Date of Bidh nv
EF

Social Security Number

Beneficiary Address (Street, City. State and Zip) Relationship To You
Benefit %

I certify that the answers I have made to the above questions are complete and true to the best of my knowledge and belief
I acknowledge that I have read the fraud notice on page 3 of this form.

Em DateSi nature

Employer: Please complete this section if using this form for benefit enroltment.

Group No. Effective Date Class Dept Salary $

E Annual

fl other
E Hourty

E Monthly

RLH EEBD (7/13)

Sign, date and return this form to your Benefits Administrator.

tf

Benefit %

T
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Lifel\4ap Assurance Company
100 SW Market Street

P.O. Box.l271. MS E8L
Por and, OR 972O7-1ZZ 1

(so3) 721-7161 . (8OO) 794-5390

lnstructions for Completing your Beneficiary Designation
The Primary Beneficiarv receives.the Life and AD&D proceeds upon your death. you may have more than one primarvBenerrciarv. rr so, preaie provide their furr n"r".. o"l"! o'r-['i,ir,i, iicirr'se"*it;';r.;;;r, ;A;"".1!., 

"no,n" 
percentaqe oiproceeds you would like each Prim.ary Beneficiary t" ."-i"i* -i'n3 

6lnfingent ee'nen;ia, ["lir.. pr|"""o. onry if the primarvBenericiarv(res) dies before vou Pteise proviaeii,eir rii n-a." ii" or rii,,ti, sil; #,j;r;r,;#"1'"no ,00r"... Examptei

t
I

-t

A. One primary Beneficiary

B. Two or more primary Beneficiaries

Mary R. Jones - 1OO%
(list information)

5070 to John Jones and SO% to Sally Smith
(list information for both.)

7570 to John Jones and 25% to Sally Smith
(list information for both)

10070 to Mary R Jones, if tiving. otherwjse to Sa y Smith(list information for both)

Mary R. Jones, Trustee, under trust agreement dated

C

D

Two or more Primary Beneficiaries in
Unequal Shares

One Primary and Contingent Beneflciary

E. Trustee

F. lnsured's Estate My Estate

y:ffilrffift 31,i,?.r'B3lii,,|,:lri,::;:" 
Primary Beneficiaries dies before vou, 100% of the proceeds wi,

Do you know that if death occurs. and a minor (a person not^of tegar age) is the beneficiary, it may benecessary to have a Guardian of the Estate or tni iiii, or-a consirvatiiioitii-ii., appointed beforeanv death benefit can be paid.? ,!!: ?*l: i"eriiieii!"" 6_the beneficlary and detav in the pavment ofthe insurance. p/ease fake this into consideraion *,h", ,'"a,rg your beneficiary.

2
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Lifel\ilap Assurance Company

'l 00 SW Market Streei
P.O. Box 127i, MS E8L

Portland, OR 97 2OZ _1 27 1
(503) 721-7161 . (8OO) 794-5390

unless specific state language is provided below, the follow,nq 
II"rg notice applies: Any person who knowingly and withintent to defraud any insurance company or other person files an application for insuiance oi ii"r"nt or 

"r"im 
containino anvmaterially false information or conceais,.for the' purpose- oi mlreaoing information concerning any fact materiar th-eretocommits a fraudulent insurance act, which is a 

"ri*" "rio.roi""i. 
sucn person to criminal and civil penatties.

Arizona Residents: For your protection Arizona law requires the following statement to appear on this form. Any person whoknowingly presents a false or fraudulent claim for paymeni oi 
"-toi. 

,. ,ro1""t to criminal and civil penalties.
california Residents: For your protection california law requires the following to appear on this form: Any person who
:::#:*:fJff:ihtiJi."J' n',0,'"", craim ror the p,vr"nii,:i 

" 
ross is gu.rty "or a ;;;;";';"y be subject to nnes and

colorado Residents: lt is unlaMul to knowingly provide false, incomplete. or misleading facts or information to an insurancecompany for the purpose of defrauding or atiempting to o"t Lrd ft," corp."v. p-"*riLJrry"'ii.rro" imprisonment. fines,denial of insurance, and civil damages..Any insuLnc"e ;;;r;t;, agent of an insurance .onip"ny who knowingry providesfarse incomplete, or misleadino facla or information to . poiiivnio". oi-.il,il"ririliti'J pi,lffi'[? ouu"uo,nn or attemprins todefraud the policyholder or clai-mant with regard to a setflLreit oia_*aro pay€ble from insurance proceeds shal be reported tothe Cotorado division of insurance within th; department oi iegutliory ugen",es.
District of columbia Residents: WARNING: lt is a crime to provide.false or misleading information to an insurer for thepurpose of defrauding the insurer or any other person. Penaltiei Inctude imprisonmenfandi;,. fi;;;. i, addition, an insurer maydeny insurance benefits if farse informatjon maieriarry rerateo io 

" 
ci"i, *".'f rouio"J ovln,i 

"pprj""riFlorida Residents: Any person who, knowingly and with intent to iniure, defraud, or deceive any emproyer or employee,
Xl'iEi"?"r:?Ti""#;o"li3l!I'** 

prosram, rires a statement ot ctaim coniainint 
"'iv 

Lri" Ji'rri"adins inrormation is euirty

I'T:X.1?i::3Hii::ll'J il:.,..::"r?; ffffi:Jiy ffi[:;J],1""nJil:-ed 
that presentjns a rraudu,enr c,aim ror pavment

Maryland Residents: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit
flyJ:"T:ffi:y##,'ilill[:l*"o rarse inroimation i. 

"i, "ppri""t"" 
t"i;,;;;;;;;ty'or l.?,L" 

"no 
may be subiect ro

5i":if:1ff:it""#:;$?"ffii,',:J *" knowinslv files a statement of craim containins any fatse or misteadins information is

New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files anapplicatlon for insurance or statement.of claim- tontaining any mlteria y fafsJ inforrnaitnl oi 
..o*n.urr. 

for the purpose ofmisleading, information concerninq any-fact material tireret6, commits a fraudulent insurance act, which is a crime shall also besubject to a civil penalty not to excied five thousand ool"i. i"o in" .t"ted value of the claim for each such violation.
Minnesota Residents: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a

ohio Residents: Any person who, with.intent to defraud or knowing.that.he is facilitating a fraud against an insurer, submits anapplication or files a claim containing a false or deceptive statement"is guilty of insurancJ tiard. 
- -"-'

Atkansas, Louisiana, New Mexico, Rhode lsland and west virginia Residents: Any person who knowrngty presents a falseor fraudulent claim for payment for. a lo-ss or benefit or knowingllipresents false inforriration-in an-apptication for insurance isguilty of a crime and may be subject to fines and confinement iriprison.
Maine, Tennessee, virginia and washington Residents: lt is a crime to knowingly provide false, incomptete or misleadinginformation to an insurance company for the purpose of defrauding the company. "ieirrti"" iniiriL irprisonment, fines anddenial of insurance benefits.

Alaska and oregon Residents: Any 
. 
person who knowingly provides false, incomplete, or misleading information to aninsurance company for the purpose.of defrauding the company may be guilty of a crime. penalties may include imprisonment,fines and denial of insurance benefits.

Delaware, ldaho, lndiana and oklahoma Residents: Any person who knowingly, and with intent to injure, defraud or deceiveany insurer, files a statement of claim containing any rabe, incomplete or misleiding infornation i guiiiy or a rebny.

lnsurance Fraud Notice

RLH EEBD (7/13) 3
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For Jefferson County School District - Actives

Life is full of many twists and turns. LifeMap Basic Life and
AD&D coverage protects your family's future, no matter
what life may throw your way.

Eligibility Requirement
lf you are a full-time active employee working a
minimum of 20 hours per week, you will be
covered with these benefits.

Who pays for the coverage?
Life and AD&D lnsurance premiums are paid for
by your employer. Dependent Life insurance
premiums are paid for by you.

Dependent Eligibility Requirement
Dependents must be a Legal Spouse, and/or
child(ren) up to age 26 of the covered employee
to be eligible for cpverage.

Guarantee lssue
With no questions asked, you will be covered for
up to $50,000 in Basic Life and AD&D lnsurance

LifeMa pCo.com

1 (800) 794-s390

Plan Benefits

Employee Life
lnsurance
Employee AD&D
lnsurance

$s0,000

$50,000

] Dependent Life
i lnsurance

Employee

se

Dependent Child(ren)

Acceterated Benefit

Spouse 910,000
Child(ren): $5,000

Guarantee lssue Amount

$50,000

$10,000

$5,000

Plan Features

A covered employee who is
diagnosed as terminally ill may
receive a portion of the lile
insurance beneft before death.
Remaining benefits are reserved
for the membels beneficia :-.--]

Conversion

Option of converting to an
individual life policy, without
proof of insurdbility, within 31
days of termination.

'Portability

You may elect to port your
Voluntary Life insurance to
continue your coverage under
the group policy. lfelected,
portability coverage vvill end the
earliest ofwhen you reach age
65 or when this master policy
terminates.

Waiver of Premium

Life coverage continued without
payment of premium if insured
becomes totally disabled (proof
of disabiliry required). Coverage
may be contin-ed up to age 65.

Reduction Schedule

lf you are still working the required number of hours to be
eligible for this insurance at age 65, your benefits will reduce
to 65% at age 65, to 40% at age 70, and to 25o at age75.

Accidental Death & Oismemberment

lf due to an accident you die, lose a limb, sight of an eye or
become pa.alyzed, benefits are available.

AD&D Benefits lncluded

. Adaptive Homely'ehicle
Benefit

. Rehab Benellt

. Air Bag and Seat Belt

. Spouse and Child
Education

. Coma

. Day Care

. Exposure and
Disappearance

. Felonious Assault

35
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Benefits Summary

lnsurance for every step of Iife.

Basic Life and AD&D lnsurance

How the Plan Works

--1
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Ihit etnnory it p.witkd lo. fott.o'Jenie,Ke onty ond it noa intet@ tobe hklusiue ol oI polw prouitiutt. Pledsctee fdtr.edili.ate lo..anC.ae detoik. tttha'e is
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IteN/ap
lnsurance for every step of life.

Travel Assistance
When traveling 100 or more miles away from
home, or outside of your home country, you can
obtain emergency medical, travel, and personal

security assistance 24 hours a day, anywhere in

the world.

Repatrlation
lf death occurs more than 100 miles from your
primary residence, a beneflt may be payable to
prepare and ship your body to the place of burial
or cremation.

Soat Belt
lfyou die in an automobile accident and were

wearing your seat belt, your beneficiary(ies) will

collect an amount equalto the AD&D benefit to a

maximum of $50,000 in addition to the Basic Life

and Basic AD&D benetlts described above.

LifeMapCo.com

1(800)794-s390

I
I

I

Life: No restriclions or exclusions regarding time,
place or circumstances of death.

AD&D benefits are not payable for death or
dismemberment caused by or as result of:

o suicide or such attempts;

o participation in a riot;

o war or act of war;

o military service for any countryi
o committing or attempting to commit an

assault or felony;

o sickness, disease or pregnancy or any

medical treatment for sickness, disease or
pregnancy;

o heart attack or stroke;

o bodily inflrmlty or disease from bacterial or
viral infections not the result of an injuryi
or

o taking medications, drugs, sedatives,

narcotics, barbiturates, amphetamines or
hallucinogens unless prescribed and

used/consumed in accordance with the
directions of the prescribing physician or
administered by a licensed physician.

travel, flight in or descent from any aircraft, i

including balloons and gliders, except as a I

fare-paying passenger on a regularly

scheduled flight;
the insured Employee's intoxication

oiy .litoeponcy h.awa.n tN, tummo,y on.t |hc moster Pali.y, matt.r poli<y ,/ovhloot will prcttoil-
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Lr'initations & Excltisions

Additional Benefits


