
F:,y,*nJ$n Symetra LiG Insurance ComFany
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Sex XM []F
Na me
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,r. AENEFfTS (Please check if you wi6hlo enrolll Pteesa cohtact you. Behefrts roprosentatiw wi(h aay quosuoos

List information below on the dependents you are covering on fie spouse and/or chiH policies:

GROUP LIFE INSURANCE ENROLLMENT

TO B€ COMPLETFD BY THE POLICYHOLOER

Policy Number 01-020046"00

Employer/Policyholder Name Knox Coulty ScfDols

912 S Gay Street. 3rd Floo, KnOXVille TN 37902-StiaE jly -------------- c1d-zipt6ir-

Empoyee Uccupalron/Job lnl€ Employee Oal. of Emptoymerl

fJ Full Time Employee n Part Time Employee

I, EMPLOYEE'ENROLLEEINFORMATION

Yes No lndicate the benefit arnount
Emp!9yee Supplernental Lile

De oend ent Suooler,nental Life

Spouse

chitd

Yes No lndicate the benefiis amounl
$10 000, $20.000. $30,000 (please circle)
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Name Relationship Date of Eirth Contact Into: (Phone or email)



III. BENEFICIARY DESIGMTION

Primary Beneficiaty.' The person or persons you want to receive the life insurance benefrt if you d ie. lf more than orF
primary benefictary has been named, and the specific percenbge has not been designated, then each will receive an
equal share of the benefit

Contngent Benerfcialy.'The person or persons you want to receive the life insurance bendit if you die and tf no prin€ry
beneficiary is alive on hat date. lf more than one contingent benefbbry has been narned, and the specific percentage t6
not been designated, then each will receive an equal share of the bendit.

/t4 SELECTfON/WAMEROF GROUP INSURANCE (Only check one box below, andsign)
E I, the undersigned, elect the insurance coverage \,vhich lselect€d above and for whici lam eftorble under the terms ot he orotD

policy or poliqes issued to the policyholder bySvmetra Life Insurance ComDanv. I authorize tfre deducton from mv earniniqs df
any contribution I am req uired b make loward h'e cost of h is insurance (Nol ap'plicable it the Policyholder paF 100% oFthe
leduir€d contdbution).'

E I, the undersigned, hereby waive my right at th is time to elect the insurance @verage wh ich ldid not select above. I understad
that if I do n ot en roll with in 31 days ofthe date I am first eligible, that I will not be able lo obtain coverage in the future without
submitting satisfacto ry ev id en ce of in surability (proofofgood health)to Symetra Life Insurance Company for approval. lalso
understand that Symetra Life Insurance Company will have the rig htto refuse my request for insurance.

I designate the ben eficiary(ies) n amed on th is form to receive any benefits payable in the event of my death. All information submitted
by me on this form to the best of my knowledge and belief is lrue and complete.

Enrollee/bmp|oyee s€nature uale 5tgneo

Group Benefits are insured by Symetra Ufe InsuranceCompany.

NAME AOORESS OATE OF BIRTH RELATIONSHIP
%oF
BENEFIT

E Pdmary
E Contingent

C Prirnary

D Contingent

LJ Pnmary
D Contingent

E Primary
E Contingent
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