
Enrollment Application 
and Change Form Addendum
(Life Insurance)

Please complete this form if your employer offers Term Life/AD&D coverage as a multiple of your sal-
ary or if your employer offers the choice of two flat coverage amounts.

NCMS Plan Group Term Life and AD&D products are underwritten by USAble Life Insurance Company.

TO BE COMPLETED BY GROUP

ADMINSTRATOR ONLY

Group No:

Effective Date:
Admin. Name:

EMPLOYEE NAME: LAST FIRST MIDDLE

DATE OF FULL-TIME EMPLOYMENT DATE OF BIRTH SOCIAL SECURITY NUMBER

GROUP NAME:

GROUP ADDRESS:

CHECK ONE ONLY:
  I am rejecting Employee Coverage.   I am rejecting Dependent/Spouse Coverage.

I certify that I have been given the opportunity to participate in the group health insurance plan offered by my employer
and have declined to participate.  I have declined to participate for the following reason (check one):

  Another plan offered by my employer   A government plan (type):
  My spouse's group coverage   COBRA or State Continuation
  An individual plan   Other (explain):
  I and/or my dependents are currently not covered by any other health benefit plan.

Names of any dependents rejecting coverage for this group plan:

Signature of Employee: Date:

In addition, if you have an new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to
enroll yourself and your dependents.  However, you must request enrollment within "30 days" or any longer period that applies 
under the plan after the marriage, birth, adoption, or placement for adoption or foster care.

Notice of Rejection of Coverage must be received by North Carolina Medical Society Employee Benefit Plan within 30 days of the date that employee is first 
eligible for coverage.

Declination of Coverage

I understand that if I elect to apply for coverage for myself, my spouse, and/or my dependent children through this employer 
health benefit plan at a later time, the application may be subject to an extended waiting period for pre-existing conditions or I 
may be delayed until the employer's open enrollment period.

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or 
group health plan coverage, you may be able to enroll yourself and the dependents in this plan if you or your dependents lose 
eligibility for that other coverage (or if the employer stops contributing towards your or your dependents' other coverage).
However, you must request enrollment within "30 days" or any longer period that applies under the plan after your or your 
dependents' other coverage ends (or after the employer stops contributing toward the other coverage).

Important Notice of Special Enrollment

North Carolina Medical Society
Employee Benefit Plan

DOC001  1/1/06

SECTION 1 - Applicant Information
Employee Name (First, M.I., Last) For Name Change, Give Prior Last Name

Marital StatusState of ResidenceSex  □ Male
         □ Female

Date of BirthSocial Security #

Occupation Hours worked weeklyDate Employed Full-time

Employer’s Name

Salary1 $			 
□Weekly   □Monthly   □Annual	

SECTION 2 - Requested Coverage Amount (Check with your employer for available coverage amounts)  

						      $			 

NOTE:  Please complete the Beneficiary Designation/Change section of the Enrollment Application 
and Change Form provided by your employer if you have not already done so or if you are making a 
change to your Beneficiary Designation. 

□ New Employee		  □ Salary Change
□ Reinstatement (Complete Date of Rehire as Date Employed Full-time)

Are you actively at work on the date of this application?
		  □Yes 	 □No

1Salary information will be used to calculate coverage amount if your employer offers Term Life coverage as a multiple of your salary.

I represent that the information provided above is true and correct.  I understand that if I am not ac-
tively at work on the effective date of my coverage, my insurance will not begin until the day I return 
to work.  If the Group Insurance Plan provides that any contributions be made by me, I authorize my 
employer to deduct from my pay.

I understand that Evidence of Insurability (EOI) will be required if I elect the higher of the two Term 
Life coverage amounts offered by my employer or if I am applying for a coverage amount above 
$150,000 as a multiple of my salary.  If EOI is required, I will complete the Evidence of Insurability 
and Authorization For Release of Medical Records forms provided by my employer and submit to a 
medical exam.  I understand that if EOI is required and I am not approved for coverage at the re-
quested amount, I will receive the lesser of the two Term Life coverage amounts offered by my em-
ployer, or $150,000 if coverage is a multiple of my salary.

Warning:  Any person who commits a fraudulent act may be subject to fines and confinement 
in prison.

Signature of Employee:						      	 Date:					   
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