
 

 

R #____________ 
THE UNI VERSI TY OF TOLEDO  

HEALTH SCI ENCE CAMPUS 

Basic and Addit ional Life I nsurance Enrollm ent  Form  

STANDARD I NSURANCE COMPANY 

 
Basic Em ployee I nform at ion:  

Nam e:   Socia l Security # :  

Salary:   Date of Birth:    

Date of Hire:     

 

Basic Dependent  Life I nsurance 
May be elected in a flat  amount  of $10,000 for your spouse or domest ic partner and $5,000 for your dependent  child( ren) . 
 

 I  elect  to enroll my Dependents in the Dependent  Basic Life plan at  the Monthly (12)  cost  of $2.40 
 

  I  elect  to decline the Dependent  Basic Life plan. 
 

SPOUSE OR DOMESTI C PARTNER: 

First  Nam e Last  Nam e Gender Date of Birth 

    

 
CHI LD: 

First  Nam e Last  Nam e Gender Date of Birth 

    

    

    

    

 
 

Addit ional Life I nsurance  

Em ployee Addit ional Life I nsurance -  You have the opportunity to enroll in The University of Toledo -  Health Science 

Campus's Addit ional Life I nsurance plan.  Your elect ion may be made in increments of $5,000, not  to exceed the lesser of 5 t imes 
your salary or $1,000,000.  I f you elect  an amount  that  exceeds the guaranteed issue amount  of $150,000, you will need to provide 
Evidence of I nsurability that  is sat isfactory to Standard I nsurance Company before the excess can become effect ive.  You m ust  
com plete the Beneficiary Designat ion sect ion on side 2  of this form . 
 

Use the rate chart  and calculat ion line below to determ ine your Monthly (12)  cost  for  this coverage.*  
 

Age  Under 25 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75+  

Rate $0.06 $0.06   $0.08 $0.09 $0.11 $0.19 $0.30 $0.51 $0.66 $1.65 $2.06 2.06 

 

  I  elect  to enroll in the Addit ional Life plan at  the Monthly (12)  cost  below.* *  

 ÷   $1,000 =   x  =  $ 

Elected Benefit  Amount*     Rate Above  Your Monthly (12)  
Cost* *  

  I  elect  to decline  the Addit ional Life plan. 

   * Elected benefit  amount  is rounded to next  $1,000 
* * Your cost  may change if your age category or salary changes within the benefits plan year.  Category is based on age as of Jan. 1.   
Note:   Benefit  reduct ions begin at  age 70.  Please see your benefits administ rator for further informat ion  

 

Addit ional Life I nsurance ( Spouse or Dom est ic Partner)  -  I f you elect  the Addit ional Life plan for yourself, you 

may elect  Addit ional Life coverage for your spouse or domest ic partner.  I f you elect  an amount  that  exceeds the guaranteed issue 
amount  of $25,000, your spouse or domest ic partner will need to provide evidence of good health that  is sat isfactory to Standard 
I nsurance Company before the excess can become effect ive.  Your elect ion may be made in increments of $5,000 to a maximum of 
$500,000 but  may not  exceed 50%  of your approved elect ion.  Addit ional spouse or domest ic partner rates and prem iums are 
based on the employee's age, not  the spouse or domest ic Partner 's age. 
 
Use the rate chart  above and calculat ion line below to determ ine your Monthly (12)  cost  for  this coverage.*  
 

 I  elect  to enroll my Spouse/ Domest ic Partner in the Addit ional Life plan at  the Monthly (12)  cost  below.*  

 ÷   $1,000 =   x  =  $ 

Elected Benefit  Amount     Rate Above  Your Monthly (12)  
Cost*  

  I  elect  to decline  the Addit ional Life plan for my Spouse/ Domest ic Partner. 
 

SPOUSE OR DOMESTI C PARTNER: 

First  Nam e Last  Nam e Gender Date of Birth 

    



PLEASE SIGN AND RETURN FORM TO HUMAN RESOURCES 

 

Addit ional Life I nsurance ( Children)  -  I f you elect  the Addit ional Life plan for yourself, you may elect  Addit ional Life 

coverage for your Dependent  Child( ren)  from date of live bir th to age 19 (age 24 if a full t ime student)  in the amount  of $10,000.   
 

  I  elect  to enroll my dependent  child( ren)  in the Addit ional Life plan for $10,000 at  the Monthly cost  of $0.65 per member. 

  I  elect  to decline  the Addit ional Life plan for my dependent  child( ren) . 
 
 CHI LD: 

First  Nam e Last  Nam e Gender Date of Birth 

    

    

    

    

 

Beneficiary Designat ion 
I t  is important  that  your beneficiary designat ion be clear so that  there will be no quest ion as to your meaning.  I t  is also important  
that  you name a pr imary and cont ingent  beneficiary.  When nam ing your beneficiary( ies)  please indicate their  full name, address, 
social secur ity number, relat ionship, date of bir th and dist r ibut ion percentage.  I f the beneficiary is not  related either by blood or by 
marr iage, insert  the words, “Not  Related”  next  to their  stated relat ionship.  I f you need assistance, contact  your benefits 
adm inist rator or your own legal counsel.  Following are examples of the most  common designat ions:  
 

Pr imary:  Cont ingent :  

• Mary J. Doe, Wife (not  Mrs. John Doe) . • Joseph W. Doe, Son and Jane Doe, Daughter, in equal shares 
(50% ). 

• Estate of the I nsured. 
 
I f you name more than one beneficiary with unequal shares, please show the amount  of insurance to be paid to each beneficiary in 
fract ional parts, for  example “33%  to Mary Jones, Mother, and 67%  to Edith Jones, Wife.”   The amounts must  add up to 100% .  
 

Basic Life Beneficiary:  
 

 Full Name Address SSN Relat ionship D.O.B. %  

Primary       

       

Cont ingent        

       

       

       

 

Em ployee Addit ional Life Beneficiary:  
 

 Full Name Address SSN Relat ionship D.O.B. %  

Primary       

       

Cont ingent        

       

       

       

 

The beneficiary for  life insurance on the lives of your spouse and children will automat ically be you, if surviv ing, otherwise the estate 

of the spouse and children, subject  to policy provisions.  A beneficiary for  employee Life I nsurance may be changed upon writ ten 

request . 

 

Em ployee Confirm at ion 
I  have been given the opportunity to enroll in The University of Toledo -  Health Science Campus’s Group Addit ional Life I nsurance 
plans.  I  understand that  if I  decline now, but  later decide to enroll, I  will be required to provide evidence of good health that  is 
sat isfactory to Standard I nsurance Company and understand my request  for  coverage may be denied. 
 
I  author ize my employer to make the appropr iate payroll deduct ions from my wages on a post - tax basis.  I  am  not  now disabled 
and I  am  perform ing all the dut ies of my occupat ion on a full- t ime basis. 
 
I  am  aware that  if part icipat ion requirements are not  met , this plan will not  be implemented and the coverage elected will not  be in 
force. 
 
 

Signature:  Date:  



PLEASE SIGN AND RETURN FORM TO HUMAN RESOURCES 

 


