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Life insurance beneficiaries

For life insurance policies as underwritten by Standard
Life Insurance only. Please note that in community property
states, including Washington, the spouse has legal right to
50% of the benefits, in the event of the employee’s death.

Name of primary beneficiary (last, first, initial)

SSN Date of birth
Address
City State Zip

Relationship to insured Percent of proceeds

Name of contingent beneficiary #1 (last, first, initial)

SSN Date of birth
Address
City State Zip

Relationship to insured Percent of proceeds

Name of contingent beneficiary #2 (last, first, initial)

SSN Date of birth
Address
City State Zip

Relationship to insured Percent of proceeds

Name of contingent beneficiary #3 (last, first, initial)

SSN Date of birth
Address
City State Zip

Relationship to insured Percent of proceeds

Your signature is required

I hereby verify that all of the information specified on this
form is accurate and complete. By signing below, | have
authorized the release of information for myself and my
dependents listed on this form to the carriers (listed on
back of this form) that cover me and my family members (if
applicable). Please note that failure to fully complete this
enrollment form may result in this form being returned to
you and will delay processing of the form.

| hereby apply for coverage under the contract between the
respective insurance company and my employer and AWC,
and | agree with the terms of the contract. | also apply for
the same coverage for my spouse/ domestic partner and/

or dependents listed on this application. | certify that my
dependents and | meet all the eligibility criteria set forth in
the outline or benefits and/or the Contract.

| acknowledge and understand my health plan may request
or disclose health information about me or my dependents
(persons who are eligible for benefits coverage and are
listed on the enrollment form) for the purpose of facilitating
health-care treatment, payment or for the purpose of
business operations necessary to administer health-care
benefits; or as required by law.*

Health information requested or disclosed may be related
to treatment or services performed by: A physician, dentist,
pharmacist or other physical or behavioral health care
practitioner; A clinic, hospital, long-term care or other
medical facility; Any other institution providing care,
treatment, consultation, pharmaceuticals or supplies; or An
insurance carrier or group health plan.

Health information requested or disclosed may include, but
is not limited to: claims records, correspondence, medical
records, billing statements, diagnostic imaging reports,
laboratory reports, dental records, or hospital records
(including nursing records and progress notes).

This acknowledgment does not apply to obtaining
information regarding psychotherapy notes. A separate
authorization will be used for psychotherapy notes.

It is a crime to knowingly provide false, incomplete, or
misleading information to an insurance company for the
purposes of defrauding the company. Penalties include
imprisonment, fines, and denial of insurance benefits.

*For more information about such uses and disclosures,
including uses and disclosures required by law, please refer
to the individual insurance carrier Consumer Privacy Notices
by contacting the carrier directly. -
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Signature = ~

Date

Select benefits on the next page.
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