
Primary Beneficiary(ies) (PRIMARY BENEFICIARIES ARE FIRST IN LINE TO RECEIVE BENEFITS IF LIVING AT THE TIME OF YOUR DEATH) 

1) Name (FIRST MI LAST) Date of 
Birth 
 

SSN Relationship to You Percent 
% 

Address (STREET, CITY, STATE & ZIP) Phone Number 

2) Name (FIRST MI LAST) Date of 
Birth 
 

SSN Relationship to You Percent 
% 

Address (STREET, CITY, STATE & ZIP) Phone Number 

Contingent Beneficiary(ies) (CONTINGENT(S) WILL RECEIVE BENEFITS IF NO PRIMARY BENEFICIARY IS ALIVE AT THE TIME OF YOUR DEATH) 

1) Name (FIRST MI LAST) Date of 
Birth 
 

SSN Relationship to You Percent 
% 

Address (STREET, CITY, STATE & ZIP) Phone Number 

2) Name (FIRST MI LAST) Date of 
Birth 
 

SSN Relationship to You Percent 
% 

Address (STREET, CITY, STATE & ZIP) Phone Number 

CONFIRMATION & SIGNATURE 
By signing below: 
• I acknowledge that I have been given the opportunity to enroll in the insurance coverage offered by my employer. 
• I understand and agree that: 1) If I decline coverage now, but later decide to enroll, I may be required to provide evidence of insurability that is 

satisfactory to The Hartford and be approved for such coverage before it becomes effective; 2) My request for coverage may be denied by The 
Hartford; 3) Insurance will go into effect and remain in effect only in accordance with the provisions, terms and conditions of the insurance policy; 4) 
Only the insurance policy(ies) issued to my employer can fully describe the provisions, terms, conditions, limitations and exclusions of my insurance 
coverage; 5) In the event of any difference between the enrollment form and the insurance policy, I agree to be bound by the insurance policy; 6) No 
insurance will be valid or in force if I am not eligible in accordance with the terms of the group policy(ies) as issued to my employer; and 7) If group 
participation requirements are required and are not met, the policy(ies) may not be implemented and the coverage I have elected may not be in force. 

• I authorize payroll deductions from my wages to cover my cost of coverage where applicable. I understand that any premium amounts indicated on this 
form are estimates, which are subject to change based on the final terms of the applicable policy, and may be subject to ongoing change based on my 
age and/or earnings. I also understand that rates and benefits may be changed by the insurer. 

• I have read and understand the “Important Notice – Fraud Warning Statements” that applies to my state of residence. 
 
Employee Signature 
 
 

Date of Signature 

 

 

 

 

 

 

 
END OF FORM – PLEASE REVIEW THE “IMPORTANT NOTICE – FRAUD WARNING STATEMENTS” ON THE FOLLOWING PAGE 
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