PLEASE READ AND SIGN THE SIGNATURE SECTION ON THIS FORM

DECLINATION OF COVERAGE:
*If 1 have waived the insurance, | understand that if | request coverage for myself and/or my eligible dependents at a later date, | will be required to furnish, at my own
expense, proof of each person's insurability, and Guardian reserves the right to reject my request.

+ | hereby apply for the group benefit(s) indicated above.

+ lunderstand | must be actively at work or my coverage will not take effect until | have completed a waiting period (as defined in the Group Plan) of full time service.

+ lunderstand that insurance coverage for my dependents will not take effect if a dependent, other than a newborn is confined to a hospital or other health care facility,
or is unable to perform the normal activities of someone of like age and sex.

« | authorize my employer to take deductions from my pay or agree that the contributions be added to my dues; if they are required for the insurance.

+ The information provided above is true and correct to the best of my knowledge.

+ Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a

crime and subjects such person to criminal and civil penalties.
X SIGNATURE OF EMPLOYEE DATE

PLEASE RETAIN A PHOTOCOPY FOR YOUR RECORDS AND SUBMIT THIS FORM TO GUARDIAN
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