MISSOURI DEPARTMENT OF TRANSPORTATION AND MISSOURI STATE HIGHWAY PATROL

STATE PAID LIFE INSURANCE ENROLLMENT FORM

	 FORMCHECKBOX 

NEW ENROLLMENT
 FORMCHECKBOX 

REFUSAL
 FORMCHECKBOX 

CHANGE
 FORMCHECKBOX 

CANCELLATION

Reason for Change:      

	EMPLOYMENT DATE:
     

	SOCIAL SECURITY 
	SUBSCRIBERS NAME (Last, First, MI)
	BIRTH DATE

	     
	
     
     
     
	     

	BENEFICIARY DESIGNATION

	I hereby designate the following as my beneficiaries under the group life insurance plan provided by the Missouri State Highway Commission, and reserve the right to change or revoke such designation at any time.

	Primary Beneficiary
	1     
	2     
	3     

	Relationship
	1     
	2     
	3     

	Contingent Beneficiary
	1     
	2     
	3     

	Relationship
	1     
	2     
	3     

	Contingent Beneficiary
	4     
	5     
	6     

	Relationship
	4     
	5     
	6     

	ENROLLMENT ACCEPTANCE

	Subscriber’s signature

	Date

	Insurance Representative’s signature


	Date
	Div/Dist/Troop

     


	REFUSAL or CANCELLATION

	I acknowledge that if I refuse or cancel this life insurance plan, the State Contribution will still be added to the medical and life insurance funds and will not be applied to reduce my medical plan cost or paid to me directly.

	Subscriber’s signature
	Date



	(Complete when employee refuses to sign)

	I certify that the benefits of the plan mentioned on this form were thoroughly explained to the employee and he/she has declined to participate and also refused to sign the above statement.

	Insurance Representative’s signature
	Date




A-560  Rev. 04-2003

Original – Employee Benefits
_______________________
_______________


Copy – Payroll (if payroll deduction is affected)
Date Rec’d by Dist/Div/Troop
Date Recd’ by EB

