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2015-2692  E
xp. 2/17 

 G
G

-017247 
(2/15) 

 
 

B
E

N
E

FITS
 O

FFS
E

T N
O

TIC
E

 

Y
our 

G
uardian 

G
roup 

D
isability 

P
olicy 

(P
olicy) 

m
ay 

provide 
that 

any 
G

uardian 
D

isability benefits you receive m
ay be offset by O

ther Incom
e/ B

enefits you or your 
dependents receive w

hile you are receiving G
uardian D

isability B
enefits. This m

eans 
that G

uardian m
ay deduct the am

ount of any O
ther/Incom

e B
enefit paym

ents m
ade to 

you or your dependents from
 your w

eekly or m
onthly G

uardian D
isability B

enefit prior 
to issuing paym

ent. E
xam

ples of O
ther Incom

e B
enefits described in your P

olicy 
include: 

 
U

.S
. S

ocial S
ecurity D

isability Incom
e or R

etirem
ent B

enefits 

 
D

isability or R
etirem

ent B
enefits payable from

 any other source, including state 

m
andated disability plans, U

.S
. R

ailroad R
etirem

ent plan or sim
ilar 

U
.S

./C
anadian plan 

 
S

alary earned or paid during your disability period, including sick leave, paid tim
e 

off, severance paym
ents, bonuses and com

m
issions 

 
W

orkers’ C
om

pensation benefits 

 
N

o-fault m
otor vehicle coverage benefits 

 
D

istributions, profit sharing, royalties 

U
pon enrollm

ent, please review
 your certificate booklet for the full definition of O

ther 
Incom

e B
enefits and provisions pertaining benefit offsets and overpaym

ent recovery. If 
you or your dependents are aw

arded any O
ther Incom

e B
enefits, including lum

p sum
 

paym
ents w

hile you are receiving G
uardian D

isability benefits, you should contact 
G

uardian 
prom

ptly 
to 

calculate 
the 

appropriate 
offset 

am
ount 

and 
prevent 

an 
overpaym

ent of benefits. 
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N
O

T
IC

E
O

F
P

R
IV

A
C

Y
P

R
A

C
T

IC
E

S

T
H

IS
N

O
T

IC
E

D
E

S
C

R
IB

E
S

H
O

W
H

E
A

L
T

H
IN

F
O

R
M

A
T

IO
N

A
B

O
U

T
Y

O
U

M
A

Y
B

E
U

SE
D

A
N

D
D

ISC
L

O
SE

D
A

N
D

H
O

W
Y

O
U

C
A

N
G

E
T

A
C

C
E

SS
T

O
T

H
IS

IN
F

O
R

M
A

T
IO

N
.

P
L

E
A

SE
R

E
V

IE
W

IT
C

A
R

E
F

U
L

L
Y

.

E
ffective:05/01/2016

T
his

N
otice

of
Privacy

Practices
describes

how
G

uardian
and

its
subsidiaries

m
ay

use
and

disclose
your

P
rotected

H
ealth

Inform
ation

(PH
I)

in
order

to
carry

outtreatm
ent,paym

entand
health

care
operations

and
for

other
purposes

perm
itted

or
required

by
law

.

G
uardian

is
required

by
law

to
m

aintain
the

privacy
ofP

H
I

and
to

provide
you

w
ith

notice
of

our
legalduties

and
privacy

practices
concerning

PH
I.

W
e

are
required

to
abide

by
the

term
s

ofthis
N

otice
so

long
as

itrem
ains

in
effect.W

e
reserve

the
rightto

change
the

term
s

ofthis
N

otice
ofPrivacy

Practices
as

necessary
and

to
m

ake
the

new
N

otice
effective

for
all

PH
I

m
aintained

by
us.Ifw

e
m

ake
m

aterialchanges
to

our
privacy

practices,copies
of

revised
notices

w
illbe

m
ade

available
on

requestand
circulated

as
required

by
law

.
C

opies
of

our
currentN

otice
m

ay
be

obtained
by

contacting
G

uardian
(using

the
inform

ation
supplied

below
),or

on
our

W
eb

site
atw

w
w

.guardianlife.com
/privacy-policy.

W
hat

is
P

rotected
H

ealth
Inform

ation
(P

H
I):

PH
I

is
individually

identifiable
inform

ation
(including

dem
ographic

inform
ation)

relating
to

your
health,to

the
health

care
provided

to
you

or
to

paym
entfor

health
care.PH

I
refers

particularly
to

inform
ation

acquired
or

m
aintained

by
us

as
a

resultof
your

having
health

coverage
(including

m
edical,dental,vision

and
long

term
care

coverage).

In
W

hatW
ays

m
ay

G
u

ard
ian

U
se

and
D

isclose
your

P
rotected

H
ealth

Inform
ation

(P
H

I):

G
uardian

has
the

rightto
use

or
disclose

your
PH

I
w

ithoutyour
w

ritten
authorization

to
assistin

your
treatm

ent,to
facilitate

paym
entand

for
health

care
operations

purposes.T
here

are
certain

circum
stances

w
here

w
e

are
required

by
law

to
use

or
disclose

your
P

H
I.A

nd
there

are
other

purposes,listed
below

,w
here

w
e

are
perm

itted
to

use
or

disclose
your

PH
I

w
ithoutfurther

authorization
from

you.Please
note

thatexam
ples

are
provided

for
illustrative

purposes
only

and
are

notintended
to

indicate
every

use
or

disclosure
thatm

ay
be

m
ade

for
a

particular
purpose.

G
uardian

hasthe
rightto

use
ordisclose

yourPH
Iforthe

follow
ing
purposes:

Treatm
ent.G

uardian
m

ay
use

and
disclose

your
PH

I
to

assistyour
health

care
providers

in
your

diagnosis
and

treatm
ent.For

exam
ple,w

e
m

ay
disclose

your
PH

I
to

providers
to

supply
inform

ation
aboutalternative

treatm
ents.

Paym
ent.G

uardian
m

ay
use

and
disclose

your
PH

I
in

order
to

pay
for

the
services

and
resources

you
m

ay
receive.

For
exam

ple,w
e

m
ay

disclose
your

PH
I

for
paym

entpurposes
to

a
health

care
provider

or
a

health
plan.Such

purposes
m

ay
include:ascertaining

your
range

ofbenefits;certifying
thatyou

received
treatm

ent;requesting
details

regarding
your

treatm
entto

determ
ine

if
your

benefits
w

illcover,or
pay

for,your
treatm

ent.

H
ealth

Care
O
perations.G

uardian
m

ay
use

and
disclose

your
PH

I
to

perform
health

care
operations,such

as
adm

inistrative
or

business
functions.For

exam
ple,w

e
m

ay
use

your
PH

I
for

underw
riting

and
prem

ium
rating

purposes.H
ow

ever,w
e

w
illnotuse

or
disclose

your
genetic

inform
ation

for
underw

riting
purposes

and
are

prohibited
by

law
from

doing
so.

A
ppointm

entRem
inders.G

uardian
m

ay
use

and
disclose

your
PH

I
to

contactyou
and

rem
ind

you
ofappointm

ents.

H
ealth

Related
Benefitsand

Services.G
uardian

m
ay

use
and

disclose
PH

I
to

inform
you

ofhealth
related

benefits
or

services
thatm

ay
be

ofinterestto
you.

Plan
Sponsors.G

uardian
m

ay
use

or
disclose

P
H

I
to

the
plan

sponsor
of

your
group

health
plan

to
perm

itthe
plan

sponsor
to

perform
plan

adm
inistration

functions.For
exam

ple,a
plan

m
ay

contactus
regarding

benefits,service
or

coverage
issues.W

e
m

ay
also

disclose
sum

m
ary

health
inform

ation
aboutthe

enrollees
in

your
group

health
plan

to
the

plan
sponsor

so
thatthe

sponsor
can

obtain
prem

ium
bids

for
health

insurance
coverage,or

to
decide

w
hether

to
m

odify,am
end

or
term

inate
your

group
health

plan.
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G
uardian

isrequired
to
use

ordisclose
yourPH

I:

•
T

o
you

or
your

personalrepresentative
(som

eone
w

ith
the

legalrightto
m

ake
health

care
decisions

for
you);

•
T

o
the

S
ecretary

ofthe
D

epartm
entof

H
ealth

and
H

um
an

Services,w
hen

conducting
a

com
pliance

investigation,review
or

enforcem
entaction

related
to

health
inform

ation
privacy

or
security;and

•
W

here
otherw

ise
required

by
law

.

G
uardian

isRequired
to
N
otify

Y
ou
ofany

BreachesofY
ourU

nsecured
PH
I.

A
lthough

G
uardian

takes
reasonable,industry-standard

m
easures

to
protectyour

P
H

I,should
a

breach
occur,G

uardian
is

required
by

law
to

notify
affected

individuals.
U

nder
federalm

edicalprivacy
law

,a
breach

m
eans

the
acquisition,

access,use,or
disclosure

ofunsecured
PH

I
in

a
m

anner
notperm

itted
by

law
thatcom

prom
ises

the
security

or
privacy

of
the

PH
I.

O
therU

sesand
D
isclosures.

G
u
ardian

m
ay
also

u
se
an
d
disclose

you
r
PH
I
for

th
e
follow

in
g
pu
rposes

w
ith
ou
t
you

r
au
th
orization

:

•
W

e
m

ay
disclose

your
PH

I
to

persons
involved

in
your

care
or

paym
entfor

care,such
as

a
fam

ily
m

em
ber

or
close

personalfriend,w
hen

you
are

presentand
do

notobject,w
hen

you
are

incapacitated,under
certain

circum
stances

during
an

em
ergency

or
w

hen
otherw

ise
perm

itted
by

law
.

•
W

e
m

ay
use

or
disclose

your
P

H
I

for
public

health
activities,such

as
reporting

ofdisease,injury,birth
and

death,and
for

public
health

investigations.
•

W
e

m
ay

use
or

disclose
your

P
H

I
in

an
em

ergency,directly
to

or
through

a
disaster

reliefentity,to
find

and
tell

those
close

to
you

of
your

location
or

condition
•

W
e

m
ay

disclose
your

PH
I

to
the

proper
authorities

ifw
e

suspectchild
abuse

or
neglect;w

e
m

ay
also

disclose
your

PH
I

ifw
e

believe
you

to
be

a
victim

ofabuse,neglect,or
dom

estic
violence.

•
W

e
m

ay
disclose

your
PH

I
to

a
governm

entoversightagency
authorized

by
law

to
conducting

audits,
investigations,or

civilor
crim

inalproceedings.
•

W
e

m
ay

use
or

disclose
your

P
H

I
in

the
course

ofa
judicialor

adm
inistrative

proceeding
(e.g.,to

respond
to

a
subpoena

or
discovery

request).
•

W
e

m
ay

disclose
your

PH
I

to
the

proper
authorities

for
law

enforcem
entpurposes.

•
W

e
m

ay
disclose

your
PH

I
to

coroners,m
edicalexam

iners,and/or
funeraldirectors

consistentw
ith

law
.

•
W

e
m

ay
use

or
disclose

your
P

H
I

for
organ

or
tissue

donation.
•

W
e

m
ay

use
or

disclose
your

P
H

I
for

research
purposes,butonly

as
perm

itted
by

law
.

•
W

e
m

ay
use

or
disclose

PH
I

to
averta

serious
threatto

health
or

safety.
•

W
e

m
ay

use
or

disclose
your

P
H

I
if

you
are

a
m

em
ber

ofthe
m

ilitary
as

required
by

arm
ed

forces
services.

•
W

e
m

ay
use

or
disclose

your
P

H
I

to
com

ply
w

ith
w

orkers'com
pensation

and
other

sim
ilar

program
s.

•
W

e
m

ay
disclose

your
PH

I
to

third
party

business
associates

thatperform
services

for
us,or

on
our

behalf(e.g.
vendors).

•
W

e
m

ay
use

and
disclose

your
PH

I
to

federalofficials
for

intelligence
and

nationalsecurity
activities

authorized
by

law
.W

e
also

m
ay

disclose
your

PH
I

to
authorized

federalofficials
in

order
to

protectthe
President,other

officials
or

foreign
heads

ofstate,or
to

conductinvestigations
authorized

by
law

.
•

W
e

m
ay

disclose
your

PH
I

to
correctionalinstitutions

or
law

enforcem
entofficials

if
you

are
an

inm
ate

or
under

the
custody

ofa
law

enforcem
entofficial(e.g.,for

the
institution

to
provide

you
w

ith
health

care
services,for

the
safety

and
security

ofthe
institution,and/or

to
protectyour

health
and

safety
or

the
health

and
safety

of
other

individuals).
•

W
e

m
ay

use
or

disclose
your

P
H

I
to

your
em

ployer
under

lim
ited

circum
stances

related
prim

arily
to

w
orkplace

injury
or

illness
or

m
edicalsurveillance.

W
e

generally
w

ill
not

sell
your

P
H

I,or
use

or
disclose

P
H

I
about

you
for

m
arketing

purposes
w

ithout
your

authorization
unless

otherw
ise

perm
itted

by
law

.

Y
our

R
ights

w
ith

R
egard

to
Y

our
P

rotected
H

ealth
In

form
ation

(P
H

I):

Y
ourA

uthorization
forO

therU
sesand

D
isclosures.O

ther
than

for
the

purposes
described

above,or
as

otherw
ise

perm
itted

by
law

,G
uardian

m
ustobtain

your
w

ritten
authorization

to
use

or
disclosure

your
PH

I.Y
ou

have
the

rightto
revoke

thatauthorization
in

w
riting

exceptto
the

extentthat:(i)
w

e
have

taken
action

in
reliance

upon
the

authorization
prior

to
your

w
ritten

revocation,or
(ii)

you
w

ere
required

to
give

us
your

authorization
as

a
condition

of
obtaining

coverage,and
w

e
have

the
right,under

other
law

,to
contesta

claim
under

the
coverage

or
the

coverage
itself.
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U
nder

federaland
state

law
,certain

kinds
ofP

H
I

m
ay

require
enhanced

privacy
protections.T

hese
form

s
ofPH

I
include

inform
ation

pertaining
to:

•
H

IV
/A

ID
S

testing,diagnosis
or

treatm
ent

•
V

enerealand
/or

com
m

unicable
D

isease(s)
•

G
enetic

T
esting

•
A

lcoholand
drug

abuse
prevention,treatm

entand
referral

•
Psychotherapy

notes

W
e

w
illonly

disclose
these

types
ofdelineated

inform
ation

w
hen

perm
itted

or
required

by
law

or
upon

your
prior

w
ritten

authorization.

Y
ourRightto

an
A
ccounting

ofD
isclosures.A

n
‘accounting

ofdisclosures’
is

a
listofcertain

disclosures
w

e
have

m
ade,ifany,of

your
PH

I.Y
ou

have
the

rightto
receive

an
accounting

ofcertain
disclosures

of
your

PH
I

thatw
ere

m
ade

by
us.T

his
rightapplies

to
disclosures

for
purposes

other
than

those
m

ade
to

carry
outtreatm

ent,paym
entand

health
care

operations
as

described
in

this
notice.Itexcludes

disclosures
m

ade
to

you,or
those

m
ade

for
notification

purposes.

W
e

ask
thatyou

subm
ityour

requestin
w

riting
by

com
pleting

our
form

.Y
our

requestm
ay

state
a

requested
tim

e
period

notm
ore

than
six

years
prior

to
the

date
w

hen
you

m
ake

your
request.Y

our
requestshould

indicate
in

w
hat

form
you

w
antthe

list(e.g.,paper,electronically).O
ur

form
for

A
ccounting

of
D

isclosure
requests

is
available

at
w

w
w

.guardianlife.com
/privacy-policy.

Y
ourRightto

O
btain

a
PaperCopy

ofThisN
otice.Y

ou
have

a
rightto

requesta
paper

copy
ofthis

notice
even

if
you

have
previously

agreed
to

acceptthis
notice

electronically.Y
ou

m
ay

obtain
a

paper
copy

ofthis
notice

by
sending

a
requestto

the
contactinform

ation
listed

atthe
end

of
this

notice.

Y
ourRightto

Filea
Com

plaint.If
you

believe
your

privacy
rights

have
been

violated,you
m

ay
file

a
com

plaintw
ith

G
uardian

or
the

Secretary
ofU

.S.D
epartm

entofH
ealth

and
H

um
an

Services.If
you

w
ish

to
file

a
com

plaintw
ith

G
uardian,you

m
ay

do
so

using
the

contactinform
ation

below
.Y

ou
w

illnotbe
penalized

for
filing

a
com

plaint.

Please
subm

itany
exercise

ofthe
R

ights
designated

below
to

G
uardian

in
w

riting
using

the
contactinform

ation
listed

below
.For

som
e

requests,G
uardian

m
ay

charge
for

reasonable
costs

associated
w

ith
com

plying
w

ith
your

requests;in
such

a
case,w

e
w

illnotify
you

of
the

costinvolved
and

provide
you

the
opportunity

to
m

odify
your

requestbefore
any

costs
are

incurred.

Y
ourRightto

RequestRestrictions.
Y

ou
have

the
right

to
request

a
restriction

on
the

PH
I

w
e

use
or

disclose
about

you
for

treatm
ent,paym

ent
or

health
care

operations
as

described
in

this
notice.Y

ou
also

have
the

rightto
requesta

restriction
on

the
m

edicalinform
ation

w
e

disclose
aboutyou

to
som

eone
w

ho
is

involved
in

your
care

or
the

paym
entfor

your
care.

G
uardian

is
notrequired

to
agree

to
your

request;how
ever,ifw

e
do

agree,w
e

w
illcom

ply
w

ith
your

requestuntilw
e

receive
notice

from
you

thatyou
no

longer
w

antthe
restriction

to
apply

(exceptas
required

by
law

or
in

em
ergency

situations).Y
our

requestm
ustdescribe

in
a

clear
and

concise
m

anner:(a)
the

inform
ation

you
w

ish
restricted;(b)

w
hether

you
are

requesting
to

lim
itG

uardian's
use,disclosure

or
both;and

(c)
to

w
hom

you
w

antthe
lim

its
to

apply.

Y
ourRightto

RequestConfidentialCom
m
unications.Y

ou
have

the
rightto

requestthatG
uardian

com
m

unicate
w

ith
you

aboutyour
PH

I
be

in
a

particular
m

anner
or

ata
certain

location.For
exam

ple,you
m

ay
ask

thatw
e

contactyou
at

w
ork

rather
than

athom
e.W

e
are

required
to

accom
m

odate
allreasonable

requests
m

ade
in

w
riting,w

hen
such

requests
clearly

state
thatyour

life
could

be
endangered

by
the

disclosure
ofallor

partof
your

P
H

I.

Y
ourRightto

A
m
end

Y
ourPH

I
If

you
feelthatany

P
H

I
aboutyou,w

hich
is

m
aintained

by
G

uardian,is
inaccurate

or
incom

plete,you
have

the
rightto

requestthatsuch
PH

I
be

am
ended

or
corrected.W

ithin
your

w
ritten

request,you
m

ust
provide

a
reason

in
supportof

your
request.G

uardian
reserves

the
rightto

deny
your

requestif:(i)
the

PH
I

w
as

not
created

by
G

uardian,unless
the

person
or

entity
thatcreated

the
inform

ation
is

no
longer

available
to

am
end

it(ii)
ifw

e
do

notm
aintain

the
PH

I
atissue

(iii)
if

you
w

ould
notbe

perm
itted

to
inspectand

copy
the

P
H

I
atissue

or
(iv)

ifthe
PH

I
w

e
m

aintain
aboutyou

is
accurate

and
com

plete.Ifw
e

deny
your

request,you
m

ay
subm

ita
w

ritten
statem

entof
your

disagreem
entto

us,and
w

e
w

illrecord
itw

ith
your

health
inform

ation.

Y
ourRightto

A
ccessto

Y
ourPH

I.Y
ou

have
the

rightto
inspectand

obtain
a

copy
of

your
P

H
I

thatw
e

m
aintain

in
designated

record
sets.U

nder
certain

circum
stances,w

e
m

ay
deny

your
requestto

inspectand
copy

your
P

H
I.In

an
instance

w
here

you
are

denied
access

and
have

a
rightto

have
thatdeterm

ination
review

ed,a
licensed

health
care

professionalchosen
by

G
uardian

w
illreview

your
requestand

the
denial.T

he
person

conducting
the

review
w

illnotbe
the

person
w

ho
denied

your
request.G

uardian
prom

ises
to

com
ply

w
ith

the
outcom

e
ofthe

review
.
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T
h
e
G
u
a
rd
ia
n
Life

In
s
u
ra
n
c
e
C
o
m
p
a
n
y
o
f
A
m
e
ric
a
,
7
H
a
n
o
v
e
r
S
q
u
a
re
,
N
e
w
Y
o
rk
,
N
Y

G
G
-014346

(4/16)

H
ow

to
C

ontactU
s:

If
you

have
any

questions
aboutthis

N
otice

or
need

further
inform

ation
aboutm

atters
covered

in
this

N
otice,please

call
the

toll-free
num

ber
on

the
back

of
your

G
uardian

ID
card.

If
you

are
a

broker
please

call800-627-4200.
A

llothers
please

contactus
at800-541-7846.

Y
ou

can
also

w
rite

to
us

w
ith

your
questions,or

to
exercise

any
of

your
rights,atthe

address
below

:

A
ttention:

G
uardian

C
orporate

Privacy
O

fficer
N

ationalO
perations

A
ddress:

T
he

G
uardian

L
ife

Insurance
C

om
pany

ofA
m

erica
G

roup
Q

uality
A

ssurance
-

N
ortheast

P.O
.B

ox
2457

Spokane,W
A

99210-2457
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1
Q

u
estion

s?
C

allthe
G

u
ardian

H
elplin

e
(888)

600-1600
w

w
w

.gu
ardian

life.com

D
E

TA
C

H
E

N
TIR

E
FO

R
M

A
N

D
R

E
TU

R
N

TO
Y

O
U

R
E

M
P

LO
Y

E
R

D
ATE

FO
R

M
PU

BLISH
ED

:
N

ov
30,2016

The
Guardian

Life
Insurance

Com
pany

ofAm
erica

Enrollm
ent/Change

Form
Page

1
of6

Guardian
Life,P.O.Box

14319,
Lexington,KY

40512
Please

printclearly
and

m
ark

carefully.

And
its

Affiliates
and

Subsidiaries
FirstCom

m
onw

ealth
Insurance

Com
pany

C
E

F2015-R
-IL

Em
ployerNam

e:SO
U

TH
SID

E
M

ISSIO
N

,IN
C.

Group
Plan

Num
ber:00476862

Benefits
Effective:_____________

PLEASE
CHECK

APPROPRIATE
BOX

q
InitialEnrollm

ent
q

Re-Enrollm
ent

q
Add

Em
ployee/Dependents

q
Drop/Refuse

Coverage
q

Inform
ation

Change

q
Increase

Am
ount

q
Fam

ily
Status

Change

Class:
ALL

ELIGIBLE
EES

W
ORKING

20
-29

HOURS
PER

W
EEK

Division:_________________
SubtotalCode:____________________

(Please
obtain

this
from

yourEm
ployer)

AboutYou:
SocialSecurity

Num
ber

First,M
I,LastNam

e:
___

___
___

-___
___

-___
___

___
___

Address
City

State
Zip

Gender:q
M

q
F

Date
ofBirth

(m
m

-dd-yy):____
-____

-____
Phone:(

)
-

Em
ailAddress:

Are
you

m
arried

ordo
you

have
a

spouse?
q

Yes q
No

Date
ofm

arriage/union:____-____-_____
Do

you
have

children
orotherdependents?

q
Yes q

No
Placem

entdate
ofadopted

child:____-____-_____

AboutYourJob:
Hours

w
orked

perw
eek:_______

Job
Title:

W
ork

Status:

q
Active

q
Retired

q
Cobra/State

Continuation
Date

offulltim
e

hire:____
-____

-____
AnnualSalary:$____________

AboutYourFam
ily:

Please
include

the
nam

es
ofthe

dependents
you

w
ish

to
enrollforcoverage.A

dependentis
a

person
thatyou,

as
a

taxpayer,claim
;w

ho
relies

on
you

forfinancialsupport;and
forw

hom
you

qualify
fora

dependenttax
exem

ption.D
ependent

tax
exem

ptions
are

subjectto
IR

S
rules

and
regulations.Additionalinform

ation
m

ay
be

required
fornon-standard

dependents
such

as
a

grandchild,a
niece

ora
nephew

.
Spouse

(First,M
I,LastNam

e)

Address/City/State/Zip:

Phone:(
)

-

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Child/Dependent1:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

Child/Dependent2:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent



2

D
E

TA
C

H
E

N
TIR

E
FO

R
M

A
N

D
R

E
TU

R
N

TO
Y

O
U

R
E

M
P

LO
Y

E
R

Child/Dependent3:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

Child/Dependent4:

Address/City/State/Zip:

Phone:(
)

-

q
Add

q
Drop

Gender

q
M

q
F

SocialSecurity
Num

ber

_____
-_____

-_____

Date
ofBirth

(m
m

-dd-yyyy)

____
-____

-____

Status
(check

allthatapply)
q

Student(posthigh
school)

q
Disabled

q
Non

standard
dependent

D
rop

Coverage:
q

Drop
Em

ployee
q

Drop
Dependents

The
date

ofw
ithdraw

alcannotbe
priorto

the
date

this
form

is
com

pleted
and

signed.
LastDay

ofCoverage:_____-_____-_____
q

Term
ination

ofEm
ploym

ent
q

Retirem
ent

LastDay
W

orked:_____-_____-_____
q

OtherEvent:_____________
Date

ofEvent:_____-_____-_____

Coverage
Being

D
ropped:

q
Dental

q
Em

ployee
q

Spouse
q

Child(ren)
q

Vision
q

Em
ployee

q
Spouse

q
Child(ren)

q
Voluntary

Life
q

Em
ployee

q
Spouse

q
Child(ren)

q
Accident

q
Em

ployee
q

Spouse
q

Child(ren)

Loss
O

fO
therCoverage:

Iand/orm
y

dependents
w

ere
previously

covered
underanotherinsurance

plan.Loss
ofcoverage

w
as

due
to:

q
Term

ination
ofEm

ploym
ent:

_____-_____-_____
q

Divorce
_____-_____-_____

q
Death

ofSpouse
_____-_____-_____

q
Term

ination/Expiration
ofCoverage

_____-_____-_____
Coverage

Lost
q

Dental
q

Vision

Ihave
been

offered
the

above
coverage(s)and

w
ish

to
drop

enrollm
entforthe

follow
ing

reasons:
q

Covered
underanotherinsurance

plan
q

Other____________________________________________________
(additionalinform

ation
m

ay
be

required)

D
entalCoverage:

You
m

ustbe
enrolled

to
coveryourdependents.

Check
only

one
box.

Em
ployee

Only
EE

&
Spouse

EE
&

Dependent/Child(ren)
EE,Spouse

&
Dependent/Child(ren)

Option
1:Pre-Paid

q
q

q
q

Option
2:PPO

q
q

q
q

�
IfPre-Paid

is
elected,you

m
usthave

a
Prim

ary
Care

Dentist(PCD).Please
designate

yourPCD(s)by
listing

dentaloffice
location

num
ber(s)foreach

person.
Please

visitguardianlife.com
fora

listofproviders.Ifyou
do

notselecta
PCD,one

w
illbe

assigned
foryou.

Em
ployee

_________________________
Spouse

_________________________
Child(ren)_____________________________

q
Ido

notw
antthis

coverage.Ifyou
do

notw
antthis

DentalCoverage,please
m

ark
allthatapply:

q
Iam

covered
underanotherDentalplan

q
M

y
spouse

is
covered

underanotherDentalplan
q

M
y

dependents
are

covered
underanotherDentalplan

Vision
Coverage:

You
m

ustbe
enrolled

to
coveryourdependents.

Check
only

one
box.

Em
ployee

Only
EE

&
Spouse

EE
&

Dependent/Child(ren)
EE,Spouse

&
Dependent/Child(ren)

FullFeature
q

q
q

q

q
Ido

notw
antthis

coverage.Ifyou
do

notw
antthis

Vision
Coverage,please

m
ark

allthatapply:

q
Iam

covered
underanotherVision

plan

q
M

y
spouse

is
covered

underanotherVision
plan

q
M

y
dependents

are
covered

underanotherVision
plan



Guardian
Group

Plan
Num

ber:00476862
Please

printem
ployee

nam
e:

D
E

TA
C

H
E

N
TIR

E
FO

R
M

A
N

D
R

E
TU

R
N

TO
Y

O
U

R
E

M
P

LO
Y

E
R

Q
u

estion
s?

C
allthe

G
u

ardian
H

elplin
e

(888)
600-1600

w
w

w
.gu

ardian
life.com

3

LIFE
INSURANCE

continued

Voluntary
Term

Life
Coverage:

You
m

ustbe
enrolled

to
coveryourdependents.Benefitreductions

apply.Please
see

plan
adm

inistrator.
Em

ployee

Policy
Am

ount
Check

one
box

only
q

$10,000
q

$20,000
q

$30,000
q

$40,000
q

$50,000
q

$60,000
q

$70,000
q

$80,000
q

$90,000
q

$100,000*
q

$110,000
q

$120,000
q

$130,000
q

$140,000
q

$150,000
q

$160,000
q

$170,000
q

$180,000
q

$190,000
q

$200,000**
q

$210,000
q

$220,000
q

$230,000
q

$240,000
q

$250,000
q

$260,000
q

$270,000
q

$280,000
q

$290,000
q

$300,000

*Guarantee
Issue

Am
ount.The

Health
History

section
m

ustbe
com

pleted
ifany

am
ountabove

the
Guarantee

Issue
Am

ountis
elected.

**Guarantee
Issue

Am
ountplus

AdditionalAm
ount.An

Evidence
ofInsurability

form
m

ustbe
com

pleted
ifany

am
ountabove

the
Guarantee

Issue
Am

ountplus
AdditionalAm

ountis
elected.

The
Guarantee

Issue
w

ith
AdditionalAm

ountis
$200,000**.An

Evidence
ofInsurability

form
m

ustbe
com

pleted
ifany

am
ountabove

the
Guarantee

Issue
Am

ountplus
AdditionalAm

ountis
elected.

q
Ido

notw
antthis

coverage

Add
Voluntary

Life
forSpouse

Policy
Am

ount
q

$5,000
q

$10,000*
q

$15,000
q

$20,000
q

$25,000
q

$30,000
q

$35,000
q

$40,000
q

$45,000
q

$50,000**
q

$55,000
q

$60,000
q

$65,000
q

$70,000
q

$75,000
q

$80,000
q

$85,000
q

$90,000
q

$95,000
q

$100,000
q

$105,000
q

$110,000
q

$115,000
q

$120,000
q

$125,000
q

$130,000
q

$135,000
q

$140,000
q

$145,000
q

$150,000

*Guarantee
Issue

Am
ount

**Guarantee
Issue

Am
ountplus

AdditionalAm
ount

*The
am

ountm
ay

notbe
m

ore
than

50%
ofthe

em
ployee

am
ountforVoluntary

Life.

q
Ido

notw
antthis

coverage

Add
Voluntary

Life
forDependent/Child(ren)

Policy
Am

ount
q

$1,000
q

$2,000
q

$3,000
q

$4,000
q

$5,000
q

$6,000
q

$7,000
q

$8,000
q

$9,000
q

$10,000

*The
am

ountm
ay

notbe
m

ore
than

10%
ofthe

em
ployee

am
ountforVoluntary

Life.

q
Ido

notw
antthis

coverage

Im
portantNotes:

�
Based

on
yourplan

benefits
and

age,you
m

ay
be

required
to

com
plete

an
evidence

ofinsurability
form

forVoluntary
Life.

Nam
e

yourbeneficiaries:(Prim
ary

beneficiary
percentages

m
usttotal100%

)

Prim
ary

Beneficiaries:

Nam
e:

SocialSecurity
Num

ber:___
___

___-___
___-___

___
___

___
%

Date
ofBirth

(m
m

-dd-yy):____-____-____
Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

Nam
e:

SocialSecurity
Num

ber:___
___

___-___
___-___

___
___

___
%

Date
ofBirth

(m
m

-dd-yy):____-____-____
Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

ContingentBeneficiary:
SocialSecurity

Num
ber:___

___
___-___

___-___
___

___
___

Date
ofBirth

(m
m

-dd-yy):____-____-____
Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

(In
the

eventthe
prim

ary
beneficiaries

are
deceased,the

contingentbeneficiary
w

illreceive
the

benefit.Em
ployerm

aintains
beneficiary

inform
ation.)

Spouse
and

dependent/child(ren)�
Ifthe

intended
beneficiary

is
to

be
som

eone
otherthan

the
em

ployee,please
com

plete
the

Beneficiary
Designation

form
.



4

AccidentCoverage
You

m
ustbe

enrolled
to

coveryourdependents.

YourBi-w
eekly

prem
ium

Em
ployee

Only
EE

&
Spouse

EE
&

Dependent/Child(ren)
EE,Spouse

&
Dependent/Child(ren)

q
q

q
q

q
Ido

notw
antthis

coverage.

Nam
e

yourbeneficiaries:(Prim
ary

beneficiary
percentages

m
usttotal100%

)

Prim
ary

Beneficiaries:

Nam
e:

SocialSecurity
Num

ber:___
___

___-___
___-___

___
___

___
%

Date
ofBirth

(m
m

-dd-yy):____-____-____
Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

Nam
e:

SocialSecurity
Num

ber:___
___

___-___
___-___

___
___

___
%

Date
ofBirth

(m
m

-dd-yy):____-____-____
Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

ContingentBeneficiary:
SocialSecurity

Num
ber:___

___
___-___

___-___
___

___
___

Date
ofBirth

(m
m

-dd-yy):____-____-____
Address/City/State/Zip:

Phone:(
)

-
Relationship

to
Em

ployee:_

(In
the

eventthe
prim

ary
beneficiaries

are
deceased,the

contingentbeneficiary
w

illreceive
the

benefit.Em
ployerm

aintains
beneficiary

inform
ation.)

Spouse
and

dependent/child(ren)�
Ifthe

intended
beneficiary

is
to

be
som

eone
otherthan

the
em

ployee,please
com

plete
the

Beneficiary
Designation

form
.

NOTICE:
This

coverage
underthe

policy
m

ay
only

be
issued

ifyou
have

m
inim

um
essentialcoverage

w
ithin

the
m

eaning
ofsection

500A(f)ofthe
InternalRevenue

Code.

H
ealth

H
istory

Com
plete

the
follow

ing
question(s)ifyou

are
enrolling

forone
orm

ore
ofthe

follow
ing

benefits
listed

below
and

you
are

electing
an

am
ountabove

coverage
thatis

Guaranteed
Issue.NOTE:Additionalinform

ation
m

ay
be

required.

Voluntary
Life

In
the

last6
m

onths
have

you
orany

ofyourdependents
received

m
edicalcare,including

treatm
ent,consultation

services,diagnostic
m

easures
orm

onitoring
ofa

condition
in

rem
ission;ortaken

prescribed
drugs

for:Cancer,HeartDisease,Diabetes;orany
otherChronic

Condition?

q
Yes,Ihave.

q
No,Ihaven't.

q
Yes,m

y
spouse

has.
q

No,m
y

spouse
hasn't.

q
Yes,m

y
dependentchild(ren)have.

q
No,m

y
dependentchild(ren)haven't.

Have
you

orany
ofyourdependents

everbeen
diagnosed

w
ith,treated

fororreceived
testing

related
to

AIDS
orAIDS

Related
Com

plex
by

a
physician

orappropriately
licensed

clinicalprofessionalacting
w

ithin
the

scope
ofhis/herlicense?

q
Yes,Ihave.

q
No

Ihaven't.
q

Yes,m
y

spouse
has.

q
No,m

y
spouse

hasn't.
q

Yes,m
y

dependentchild(ren)have.
q

No,m
y

dependentchild(ren)haven't.

An
Evidence

ofInsurability
form

m
ustbe

com
pleted

forany
person

w
ith

a
"Yes"answ

erto
the

question(s)above.

Signature

l
An

em
ployee's

decision
to

electVision
ornotelectVision

m
ustbe

retained
untilthe

nextplan's
Open

Enrollm
entperiod.Ifthe

em
ployee

elects
notto

enrollin
vision

coverage,they
are

noteligible
to

enrolluntilthe
plan's

nextOpen
Enrollm

entperiod.

l
Iunderstand

thatlife
insurance

coverage
fora

dependent,otherthan
a

new
born

child,w
illnottake

effectifthatdependentis
confined

to
a

hospitalorotherhealth
care

facility,oris
hom

e
confined,oris

unable
to

perform
the

norm
alactivities

ofsom
eone

oflike
age

and
sex.

l
Iunderstand

thatm
y

dependent(s)cannotbe
enrolled

fora
coverage

ifIam
notenrolled

forthatcoverage.

l
Iunderstand

thatthe
prem

ium
am

ounts
show

n
above

are
estim

ations
and

are
forillustrative

purposes
only.

l
Subm

ission
ofthis

form
does

notguarantee
coverage.Am

ong
otherthings,coverage

is
contingentupon

underw
riting

approvaland
m

eeting
the

applicable
eligibility

requirem
ents

as
setforth

in
the

applicable
benefitbooklet.



Guardian
Group

Plan
Num

ber:00476862
Please

printem
ployee

nam
e:

D
E

TA
C

H
E

N
TIR

E
FO

R
M

A
N

D
R

E
TU

R
N

TO
Y

O
U

R
E

M
P

LO
Y

E
R

Q
u

estion
s?

C
allthe

G
u

ardian
H

elplin
e

(888)
600-1600

w
w

w
.gu

ardian
life.com

5

l
Iunderstand

thatIm
ustbe

actively
atw

ork
orm

y
elected

coverage
w

illnottake
effectuntilIhave

m
etthe

eligibility
requirem

ents
(as

defined
in

the
benefitbooklet.)This

does
notapply

to
eligible

retirees.

l
Ifcoverage

is
w

aived
and

you
laterdecide

to
enroll,late

entrantpenalties
m

ay
apply.You

m
ay

also
have

to
provide,atyourow

n
expense,proofofeach

person's
insurability.Guardian

orits
designee

has
the

rightto
rejectyourrequest.

l
Plan

design
lim

itations
and

exclusions
m

ay
apply.Forcom

plete
details

ofcoverage,please
referto

yourbenefitbooklet.State
lim

itations
m

ay
apply.

l
Ihereby

apply
forthe

group
benefit(s)thatIhave

chosen
above.

l
Iunderstand

thatIm
ustm

eeteligibility
requirem

ents
forallcoverages

thatIhave
chosen

above.

l
Iagree

thatm
y

em
ployerm

ay
deductprem

ium
s

from
m

y
pay

ifthey
are

required
forthe

coverage
Ihave

chosen
above.

l
Iacknow

ledge
and

consentto
receiving

electronic
copies

ofapplicable
insurance

related
docum

ents,in
lieu

ofpapercopies,to
the

extentperm
itted

by
applicable

law
.I

m
ay

change
this

election
only

by
providing

thirty
(30)day

priorw
ritten

notice.

l
Iattestthatthe

inform
ation

provided
above

is
true

and
correctto

the
bestofm

y
know

ledge.

Any
person

w
ho

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson
files

an
application

forinsurance
orstatem

ents
ofclaim

containing
any

m
aterially,false

inform
ation

orconceals
forpurpose

ofm
isleading

inform
ation

concerning
any

factm
aterialthereto,com

m
its

a
fraudulentinsurance

act,w
hich

is
a

crim
e,and

m
ay

also
be

subjectto
civilpenalties,ordenialofinsurance

benefits.

The
state

in
w

hich
you

reside
m

ay
have

a
specific

state
fraud

w
arning.Please

referto
the

attached
Fraud

W
arning

Statem
ents

page.

The
law

s
ofNew

York
require

the
follow

ing
statem

entappear:Any
person

w
ho

know
ingly

and
w

ith
intentto

defraud
any

insurance
com

pany
orotherperson

files
an

application
forinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation,orconceals
forthe

purpose
ofm

isleading,inform
ation

concerning
any

fact
m

aterialthereto,com
m

its
a

fraudulentinsurance
act,w

hich
is

a
crim

e,and
shallalso

be
subjectto

a
civilpenalty

notto
exceed

five
thousand

dollars
and

the
stated

value
ofthe

claim
foreach

such
violation.(Does

notapply
to

Life
Insurance.)

SIGNATURE
OF

EM
PLOYEE

X
___________________________________________

DATE
______________________

Enrollm
entKit

00476862,0002,EN

Fraud
W

arning
Statem

ents

The
law

s
ofseveralstates

require
the

follow
ing

statem
ents

to
appearon

the
enrollm

entform
:

Alabam
a:Any

person
w

ho
know

ingly
presents

a
false

orfraudulentclaim
forpaym

entofa
loss

orbenefitorw
ho

know
ingly

presents
false

inform
ation

in
an

application
for

insurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
restitution

fines
orconfinem

entin
prison,orany

com
bination

thereof.

Arizona:Foryourprotection
Arizona

law
requires

the
follow

ing
statem

entto
appearon

this
form

.Any
person

w
ho

know
ingly

presents
a

false
orfraudulentclaim

forpaym
ent

ofa
loss

is
subjectto

crim
inaland

civilpenalties.

California:Foryourprotection
California

law
requires

the
follow

ing
to

appearon
this

form
:The

falsity
ofany

statem
entin

the
application

shallnotbarthe
rightto

recovery
underthe

policy
unless

such
false

statem
entw

as
m

ade
w

ith
actualintentto

deceive
orunless

itm
aterially

affected
eitherthe

acceptance
ofthe

risk
orthe

hazard
assum

ed
by

the
insurer.

Colorado:Itis
unlaw

fulto
know

ingly
provide

false,incom
plete,orm

isleading
facts

orinform
ation

to
an

insurance
com

pany
forthe

purpose
ofdefrauding

orattem
pting

to
defraud

the
com

pany.
Penalties

m
ay

include
im

prisonm
ent,fines,denialofinsurance,and

civildam
ages.

Any
insurance

com
pany

oragentofan
insurance

com
pany

w
ho

know
ingly

provides
false,incom

plete,orm
isleading

facts
orinform

ation
to

a
policy

holderorclaim
antforthe

purpose
ofdefrauding

orattem
pting

to
defraud

the
policy

holderorclaim
antw

ith
regard

to
a

settlem
entoraw

ard
payable

from
insurance

proceeds
shallbe

reported
to

the
Colorado

Division
ofInsurance

w
ithin

the
Departm

entof
Regulatory

Agencies.

Connecticut,Iow
a,Nebraska,and

Oregon:Any
person

w
ho

know
ingly,and

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson,files
an

application
ofinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto,m

ay
be

guilty
of

a
fraudulentinsurance

act,w
hich

m
ay

be
a

crim
e,and

m
ay

also
be

subjectto
civilpenalties.

Delaw
are,Indiana

and
Oklahom

a:W
ARNING:Any

person
w

ho
know

ingly,and
w

ith
intentto

injure,defraud
ordeceive

any
insurer,m

akes
any

claim
forthe

proceeds
ofan

insurance
policy

containing
any

false,incom
plete

orm
isleading

inform
ation

is
guilty

ofa
felony.

DistrictofColum
bia:W

ARNING:Itis
a

crim
e

to
provide

false
orm

isleading
inform

ation
to

an
insurerforthe

purpose
ofdefrauding

the
insurerorany

otherperson.Penalties
include

im
prisonm

entand/orfines.In
addition,an

insurerm
ay

deny
insurance

benefits,iffalse
inform

ation
m

aterially
related

to
a

claim
w

as
provided

by
the

applicant.

Florida:Any
person

w
ho

know
ingly

and
w

ith
intentto

injure,defraud,ordeceive
any

insurerfiles
a

statem
entofclaim

oran
application

containing
any

false,incom
plete,or

m
isleading

inform
ation

is
guilty

ofa
felony

ofthe
third

degree.

Kansas:Any
person

w
ho

know
ingly,and

w
ith

intentto
defraud

any
insurance

com
pany

orotherperson,files
an

application
ofinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto,m

ay
be

guilty
ofinsurance

fraud
as

determ
ined

by
a

courtoflaw
.

Kentucky:Any
person

w
ho

know
ingly

and
w

ith
intentto

defraud
any

insurance
com

pany
orotherperson

files
a

statem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals,forthe

purpose
ofm

isleading,inform
ation

concerning
any

factm
aterialthereto

com
m

its
a

fraudulentinsurance
act,w

hich
is

a
crim

e.



6

Louisiana
and

Texas:Any
person

w
ho

know
ingly

presents
a

false
orfraudulentclaim

forpaym
entofa

loss
orbenefitis

guilty
ofa

crim
e

and
m

ay
be

subjectto
fines

and
confinem

ents
in

state
prison.

M
aine,Tennessee

and
W

ashington:Itis
a

crim
e

to
know

ingly
provide

false,incom
plete

orm
isleading

inform
ation

to
an

insurance
com

pany
forthe

purpose
ofdefrauding

the
com

pany.Penalties
m

ay
include

im
prisonm

ent,fines
ora

denialofinsurance
benefits.

M
aryland

:Any
person

w
ho

know
ingly

orw
illfully

presents
a

false
orfraudulentclaim

forpaym
entofa

loss
orbenefitorknow

ingly
orw

illfully
presents

false
inform

ation
in

an
application

forinsurance
is

guilty
ofa

crim
e

and
m

ay
be

subjectto
fines

and
confinem

entin
prison.

Rhode
Island:Any

person
w

ho
know

ingly
and

w
illfully

presents
a

false
orfraudulentclaim

forpaym
entofa

loss
orbenefitorknow

ingly
and

w
illfully

presents
false

inform
ation

in
an

application
forinsurance

is
guilty

ofa
crim

e
and

m
ay

be
subjectto

fines
and

confinem
entin

prison.

M
innesota:A

person
w

ho
files

a
claim

w
ith

intentto
defraud

orhelps
com

m
ita

fraud
againstan

insureris
guilty

ofa
crim

e.

New
Ham

pshire:Any
person

w
ho,w

ith
a

purpose
to

injure,defraud
ordeceive

any
insurance

com
pany,files

a
statem

entofclaim
containing

any
false,incom

plete
or

m
isleading

inform
ation

is
subjectto

prosecution
and

punishm
entforinsurance

fraud,as
provided

in
N.H.Rev.Stat.Ann.§

638:20

New
Jersey:Any

person
w

ho
know

ingly
files

a
statem

entofclaim
containing

any
false

orm
isleading

inform
ation

is
subjectto

crim
inaland

civilpenalties.

New
M

exico:Any
person

w
ho

know
ingly

presents
a

false
orfraudulentclaim

forpaym
entora

loss
orbenefitorknow

ingly
presents

false
inform

ation
in

an
application

for
insurance

is
guilty

ofa
crim

e
and

m
ay

be
subjectto

civilfines
and

crim
inalpenalties

ordenialofinsurance
benefits.

Ohio:Any
person

w
ho

w
ith

intentto
defraud

orknow
ing

thathe/she
is

facilitating
a

fraud
againstan

insurer,subm
its

an
application

orfiles
a

claim
containing

a
false

or
deceptive

statem
entis

guilty
ofinsurance

fraud.

Pennsylvania:Any
person

w
ho

know
ingly

and
w

ith
intentto

defraud
any

insurance
com

pany
orotherperson

files
an

application
forinsurance

orstatem
entofclaim

containing
any

m
aterially

false
inform

ation
orconceals

forthe
purpose

ofm
isleading,inform

ation
concerning

any
factm

aterialthereto
com

m
its

a
fraudulentinsurance

act,
w

hich
is

a
crim

e
and

subjects
such

person
to

crim
inaland

civilpenalties.

Verm
ont:Any

person
w

ho
know

ingly
presents

a
false

statem
entin

an
application

forinsurance
m

ay
be

guilty
ofa

crim
inaloffense

and
subjectto

penalties
understate

law
.

Virginia:Any
person

w
ho

w
ith

intentto
defraud

orknow
ing

thathe/she
is

facilitating
a

fraud
againstan

insurer,subm
its

an
application

orfiles
a

claim
containing

a
false

or
deceptive

statem
entm

ay
have

violated
state

law
.


