| Chieck One - Employer Use:

Protective 4.

Protective Life insurance Company
GROUP INSURANCE ENROLLMENT CARD
(Pleasc print dmrly)
EMPLOYER: i LOCATION/DIVISION:
EMPLOYEE NAME: (First) M.1) (st
ADDRESS : cry ST g
SOCIAL SECURITY NUMBER . BIRTHDATE PHONE SEX: o Male
- o Female
. DENTAL COVERAGE
1 APPLY FOR: v, o [ DECLINE COVERAGE FOR:
o EMPLOYEE ONLY ¢ EMPLOYEE
o EMPLOYEE & ELIGIBLE DEPENDENTS o SPOUSE
.- ¢ CHILD(REN)
DO YOU HAVE ELIGIBLE DEPFENDENTS? o YES o NO. BIRTHDATE
IF YES. COMPLETE BELOW TO ENROLL THEM . RELATION SBX
MO DAY YK
Spouse |

Child(ren)

o List additional Children on Reverse Side and check box. |
o Ifthe address of any child is different than the crnploycc's address, please show that child's name and address below.

e  Ifrequesting coverage fora depend&it child'othcr than a son or daughter, please forward legal custody papers

To the best of my knowledge and belief:'eacli of the statements and answevs sapplied in this form is complele and truc, and they ;
constitute the sole basis for, and are the inducement for, the issuance of any insurance. ;

T hereby apply as indicated herein for the insurance for which T am not now insured and for which | am or may become eligiblc under the |
terms of Protcctive Life Insurance Company’s group policy or policies (including any futurs amendments) applying to, or requested to apply
to, the employer named above. If such insurance becomes effective, [ authorize deductions from my eamnings of my contributioas required
feom time 10 time toward the cost of such mnsurance. I rcpresent that 1 am an active full-time employee of that employer.

California law probibits an HIV test from being required or used by health insurancc compsnies as a condition of obtaining health
insurance coverage. e

| Date: / / - Employee's Signature:

GP-ENFORM-FL. 1-CA



