
KANSASCITYLIFEINSURANCECOMPANY Group InsuranceEnrollmentCard

6.City State ZipCode

SocialSecurityNumber1.LastNameofApplicant FirstName

3. HomeAddress Street

10.
0 Male

0 Female

11.

0 Single
0 Married

12.DateofBirth(M,D,V)

If youaredecliningcoverage(s),completetheDeclinationof Coveragesectionbelow.Toapplyfor coverage(s),completethefollowingsectionandsign
below.Indicateonlythoseproductsavailablethroughyouremployer.

0 LifeandAD&D 0 8TD
0 SuppLife 0 LTD .

Amount:$ 0 Dental
18. FullNi'lmeofPrimaryBeneficiary(ForLifeandAD&D)

0 Vision
0 VolAD&D

PrincipalSum:$

Vision

0 Spouse
0 Child/ren

16. Coverage(s)forApplicant

0 DepLife
0 VolAD&D

.. 19. Relationship

20. FullNameofContingentBenefICiary(ForLifeandAD&D) 21. Relationship

If twoormoreprimarybeneficiariesarenamed,theproceedspayableatdeathwillbepaidequallytothenamedbeneficiariessurvivingtheInsured.Ifunequal
distributionpercentagesaredesired,abeneficiarychangeformwillneedtobecompleted.
Ifnobeneficiarysurvives,paymentwillbemadeaccordingtothetermsofthepolicy..Thisdesignationrevokesanyandallpreviousdesignations.Therightto
changethebeneficiaryisreservedtotheInsured.

22. FORDENTALAND/ORVISIONCOVERAGE:

Name(Show last name if different)
ListEachDependentYouWishtoInsure.

Sex I Relationship Dateof Birth SocialSecurityNo.
Spouse
1..Child
2. Child
3. Child
4. Child
5. Child

23. IfCOBRAcontinueepleasegive:
QualifyingEvent.
DateofEvent

24. SIGNATUREOFAPPLICANT- Todeclineanycoveragescomplete"DeclinationofCoverage"below.

25. Spouse'sEmployer:
Spouse'sDentalCarrier:

Date
M/DN

DONOTFILLINBELOWTHISLINE

'PROVISIONSBELOWACCEPTED

GroupNo.
EffectiveDates MO DAYYR Class CoverageAmounts

Location/Division
LifeandAD&D

DepLife

SuppLifeandAD&D
8TD

LTD

Certificate#

Dental

Vision
GA124 VolAD&D

,
i.



PROVISIONSOFCOVERAGE

*1herebyapplytoKansasCityLifeInsuranceCompanyforGroupInsuranceaspresentedtomeandauthorizemyemployertomakeanynecessarydeduction
frommy wagestopaythepremiumwhenmyinsurancebecomeseffective.

*' representthatanydisabilityindemnitycoverageinforceandappliedfor,withrespecttomyself,islessthan100%ofmyearnings..

*1furtherrepresentthatI amnotpresentlydisabledandI amperformingallthedutiesofmyoccupationat leastthenumberofhoursshownonthefrontofthis
card.

*Anypersonwhosubmitsanapplicationorfilesaclaimcontainingafalseordeceptivestatementmaybeguiltyofinsurancefraudif thereis intenttodefraudor
knowtedgethatfraudisbeingfacilitated,

*1understandanymaterialmisstatementonthisenrollmentcardmayresultinadenialofa claimand/ordiscontinuanceofcoverage.

DECLINATIONOFCOVERAGE
.

TOREFUSECOVERAGE(S)forwhichyouarerequiredtopayaportionofthepremillTl,completethefollowingsection:

26.LastNameofApplicant FirstName 27.NameofEmployer 28.GroupNo.

29.IndicateCoverage(s)DeclinedBelow:
Coverage(s)forApplicant 30.Coverage(s)forDependents(ApplicantCoverageRequired)

0 LifeandAD&D DSTD 0 VolAD&D 0 DepLife Dental Vision

0 SuppLife DLTD 0 VolAD&D 0 Spouse 0 Spouse
0 VISion 0 Dental .0 Child/ren 0 Child/ren

31.REASONFORREFUSINGCOVERAGE:

32.IFREFUSINGDENTALDUETOSPOUSE'SGROUPINSURANCEPLAN,PLEASEINDICATESPOUSE'SNAME,BIRTHDATE,EMPLOYER,AND
INSURANCECOMPANY:

33.I havebeengivenanopportunitytoparticipateinthegroupinsuranceplanofferedbymyemployer.I amrefusingthecoveragesindicated.I fullyunderstandby
thisrefusal,I and/ormydependentswillnotbeentitledtoanybenefitsunderthesecoveragesmarl<ed.If I and/ormydependentsdesiretoparticipateata laterdate,
coverage(s)maybelimitedandproofof insurabilitymayberequiredatmyownexpense.

Datedthis dayof ,yearof
GA124 SiQnatureofApplicant
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