
VOLUNTARY GROUP LIFE 

ENROLLMENT FORM 
Anthemlife 

PART IA  - PLEASE P RINT IN BLACK INK ALL APPLICANTS MUST COMPLETE BOTH SIDES OF THIS FORM 
EMPLOYEE NA�E (Last, First. Middle Initial) □ MALE SPOUSE NAME (Last, First, Middle Initial) □ MALE 

Cl FEMALE □ FEMALE 

HOME MAILING ADDRESS HOME MAILING ADDRESS 

CITY 
I 

STATE 
!

ZIP CODE CITY 
I 

STATE 
I
ZIP CODE 

SOCIAL SECURITY NUMBER HOME PHONE NUMBER WORK PHONE NUMBER SOCIAL SECURITY NUMBER HOME PHONE NUMBER WORK PHONE NUMBER 
- - - -

( ) ( ) ( ) ( ) 

DATE OF BIRTH AGE STATE OF BIRTH DATE OF BIRTH AGE STATE OF BIRTH 
HEIGHT HEIGHT 

WEIGHT WEIGHT 

EMPLOYEE COMPANY/GROUP NAME SPOUSE OCCUPATION/JOB TITLE 

EMPLOYEE OCCUPATION/JOB TITLE 
I 

EMPLOYEE HIRE DATE NOTE: Shaded employee information in Part 1 A must be 
completed even if not applying for coverage. 

□ HOURLY □ MONTHLY □ ANNUALLY If both you and your spouse or children are employees of the 
EARNINGSS same employer and are applying for this coverage, each of 
ARE YOU NOW ACTIVELY AT WORK? HOUFiSWOR!<E.D PER WEEK you must complete a separate employee application. 
DYES ONO (Exi:lu<l1n!) O\'enlma) 

EMPLOYEE TOTAL AMOUNT APPLIED FOR: $ SPOUSE TOTAL AMOUNT APPLIED FOR: $ 

This coverage is: □ NEW □ INCREASE □ DECREASE This coverage is: □ NEW □ INCREASE □ DECREASE 
In no case will coverage exceed the maximum coverage available 
to your group. Are you currently in Military Service? □ Yes □ No 

Is the spouse currently enrolled for Voluntary Group Life Coverage? Is the employee currently enrolled for Voluntary Group Life 
□ Yes □No Coverage? □ Yes □ No 

CURRENT TOBACCO USE CURRENT TOBACCO USE 
D None D Cigarettes Per day □ Chewing Tobacco □ None □ Cigarettes __ Per day D Chewing Tobacco

□ Other □ Other

If None, have you ever smoked cigarettes? D Yes □ No If None, have you ever smoked cigarettes? D Yes □ No

If "Yes", date last cigarette smoked If "Yes", date last cigarette smoked

BENEFICIARY NAME AND RELATIONSHIP ARE REQUIRED BENEFICIARY NAME AND RELATIONSHIP ARE REQUIRED 

(Instructions on the Back) (Instructions on the Back) 

PRIMARY BENEFICIARY(IES) NAME RELATIONSHIP PRIMARY BENEFICIARY(IES) NAME RELATIONSHIP 

SECONDARY BENEFICIARY(IES) NAME RELATIONSHIP SECONDARY BENEFICIARY(IES) NAME RELATIONSHIP 

PART 18 - CHILDREN'S COVERAGE 
Please check one: 0 YES O NO

NOTE: If both employee & spouse are insured, children are considered dependents of the employee. Children may not be covered by both parents. 

PLEASE SIGN BELOW & COMPLETE THI: HEALTH S TATEMENT ON THE BACK OF THIS FORM 
EMPLOYEE 
SIGNATURE 

SPOUSE 
SIGNATURE 

DATE 

OATE 

It is unlawful to knowingly and intentionally provide false, incomplete, or misleading facts or information to an 
insurance company for the purpose of defrauding or attempting to defraud the company with regard to an application 
for insurance or claim for benefits. Penalties may include imprisonment, fines, denial of insurance and civil damages. 
Any insurance company or agent of an insurance company who knowingly provides false, incomplete or misleading 
tacts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the 
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the 
Colorado Division of Insurance within the Department of Regulatory Agencies or other appropriate State Insurance 
Regulatory_ Ag�fl_cy. 

GROUP/I 

SPOUSE ASSIGNED # 

FORM NO. 96432 

;UNIT/REF 
I 

EFF. DATE j'NIT/DATEj EE-GI: O Yes$ 

VGL O No 

SPS-GI. 
□ Yes$ ____ , 

VGL □ No 

EMPLOYEE/SPOUSE - DETACH FOR YOUR FILES

0 APPR $ ____ _ □ s D N/S □ CHILD$ ____ _ 

□ DECL D EXCESS O WTHDRN BY: DATE: 

0 APPR $ ____ 0 S □ N/S □·CHILD$ ____ _ 

□ DECL D EXCESS □ WTHDRN BY: DATE'. 

(REV.1-01) 

Medical Information Bureau Notice 

When we evaluate your request tor insurance, the state of your health is extremely important to us. T herefore, you are requested

to sign the authorization on the back of this form which allows us to collect the information necessary to process your application.

Your evidence of insurability may include a paramedical examination.

Any information we obtain regarding your insurabillty wlll be treated as confidential. Anthem Life. Insurance Company, or its

reinsurers_, may, however, make a brief report 1hereon to the Medical Information Bureau, a non-profit membership organization of

life insurance companies, which operates an infermation exchange on behalf of its members. If you apply to another Bureau

member company for life or health insurance coverage, or a claim for benefits is submitted to such a company, the-Bureau, upon

request will supply such company with the information in its file.

Upon receipt ot a request from you, the Bureau will arrange disclosure of any Information it may have in your file. If you question

the. accuracy of the. information in the Bureau's file, you may contact the Bureau and seek a correction in accordance with 1.he

procedur-es set forth in the Federal Fair Credit Reporting Act. The address of the Bureau's ihformatlon office is Post Office Box 105,

Essex Station, Boston, Massachusetts 02112, telephone number (617) 426-3660. 

Anthem Life Insurance Company, or its rein$urers, may also release information in its file to other life insurance companies to whom

you may apply for life or health insurance, or to whom a claim for benefits may be submitted. 
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