Additional Dependent Form

Completed by Group Administrator Only

Instructions:

Group Number (if applicable):

* Employees with more than 3 children enrolling Life Class Designation (if applicable):

on the plan should complete Sections A and B.

Please type or print in black or blue, NOT RED ink

A. Employee Information
First Name Middle Initial Last Name

Suffix

Employee Social Security Number
Employee Birthdate

mm dd yyyy

I:, Male Marital Status

|:| Female

Company Name

B. Additional Dependent Information - Legal Documentation May be Required

BI Child Status
ue Name . . Birthdate (please check if
Health|Dental| 20/20 | o oo Middle Initial, Last, Suffix | Social Security Number | Phone Number mm/dd/yyyy Gender| apnjicable for any
Visions dependent under
the age of 26)
Child 4
DY DY DY DM DHandicapped
CIN| [N [N LIF
Child 5
DY DY DY DM DHandicapped
CIN| [N [OON LIF
Child 6
|:|Y |:|Y DY DM DHandicapped
CIn| Cn EN CF
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