yrda,

v
I3 Sun Life Financial Bun Life ang Heelth insyrance Company
Sun W&
3 v PR T Employen Bensfils Grouwp Attn: Group Exgibitity - WIN 407
Life Financial 175 Addizon Roats PO Box 725

‘Windsor, T DBRBS-0725

Group Dental Enrollment Request Oass  Dlewme  Dltemiion  Clcoresin

Date: Reasom
Acrounl Number Name of Employer
Basic Fan 039593100 AIM Leasing Company: Accout Number §39-5931-00 / 038-5331-01
Enhanced Plan 039-5031.01 )
Emploves Name Employee Address
Sotlal Security Number Gender Dale of Birth
Hours worked / week  {Dale of Hire Annual Earnings Occupation/Title

Dental Benefits Requested - Please select one of the following:

1 1 elect to enroll in the Basic dental plan
[ | elsct to enroll in the Enhanced dental plan
[ | gegline Denial Benefits *

* Nofe: If you dectine benefits for yoursell you avtomatically decline benefits for your dependents. i you deciine benefits now and later reques! to add the benefil,
your coverage may be limited as oullined in the plan cerlificale of coverage.

1 you_are electing to enroll for Dental Benpefits please select ane of the following:

1 Employee only coverage
[ Coverage for Employee and One Dependent
{11 Coverage for Employee and all Efigible Dependents

Note: Buring the Anhual Selection Periot, employees may swilch between the Basic and Enhanted plans. The selection period will occur during the
month of Dacember each y#ar.

Complete lla folowing If you are selecling coverage for your
el - - ot

depentdents:
o 2 d

Student Verification - Please tete the following if any child over the age of 19 is a full-dime student:
o T T YT B T AT TR & ."w.;'(

e

You must reatf and sign this statement in arder 1o reques| rage throunh your employer.

| ipve read and personelly responded to sach of the preceding questions and have confirned thet Ihe ind ion Is correct, § request insurance under the group coverage issuet! 1 my
employer by Sun Life and Health Insurance Company {SLHIC). 1 sulhurize deductlons from my eamings of any required eontiibutions for any insurance for which | & or may Salar
become eligible. | oerlify thal: {1) 1 am employed by the employer Tisted and at present am working al least 30 hours per week for this employer at the regular place of business; (2}3
understand thal any intorrect statements may resuit in my coversge or my depengdents’ coverage being terminatpd, rescinded andiar caims not pald, (3) thave read this lorm: (41
guthorize SLHC to varily all information.

State Law In some states requires the fofiowing stalement: Any person who knowingly and with infent (o defraud sny msurance compeny or olker person fies an application lor insurance
or statement of tlaim containing any materiafly false informateon or conceals for the purpose of misleading, information eoncerning any faut material therato commits 8 frautulent
ingurance act, whith is a crime and subjects such person {b criminal and civil penaities,

SIGNATURE OF EMPLOYEE: DATE:

GNW-G1L4214 (1105}



