
Optional Benefit Enrollment and Change Form
Print Your Last Name First Middle Social Security Number Birthdate (MO/DY/YEAR)

Address - Number and Street City State ZIP Code Telephone Number (Home) Email Address

     Single Female       Job Title Annual SalaryDate of Full-Time Hire Weekly Hours Worked

     Married Male

    In-Hospital Indemnity Insurance (Check coverage desired)

     Self Only      Self & Dependent(s)  $ ________________ a day

Group Disability Options

     Short Term Disability Insurance

8th Day  15th Day                 29th Day

$ ___________ Weekly Benefit

     Long Term Disability Insurance

$ ____________ Monthly Benefit

Short Term Disability Coordinated Insurance

$ ____________ Weekly Benefit    Wait      90         120       180

     Group Additional Term Life
      Insurance

(An Evidence of Insurability form is required
for amounts over $20,000 and/or if you have
answered “Yes” to any of the Health
Questions.)

     Group Dependent Term Life
      Insurance

(An Evidence of Insurability form is
required for amounts greater than
$2,000/$2,000.)

    College Fund Benefit

      Survivor Income Benefit

200/100 400/200

List family members that you are
covering.  First name only - list

last name if different from yours.

Spouse

Children
1.

2.

3.

4.

5.

Health Questions (necessary for all Options)

  Height __________________    Weight __________________

 1.  Have you ever been diagnosed as having or been medically
treated for:  (please check appropriate condition)
     Cancer Tumor      Emphysema
     Heart Attack or Heart Problem HIV Positive
      Abnormal Blood Pressure
      Diabetes, with complications, such as heart, amputations or
       circulatory disorder

2.   Have you been confined to a hospital, nursing home, convalescent
 facility, or other such facility within the last six months?

     Yes     No If “Yes”, attach itemized list of dates, 
hospital and purpose.

3. List prescription drugs currently taking, including strength and
dosage, if available. (If space is insufficient, please attach a signed
statement.)

_________________________       ___________________________

_________________________       ___________________________

  Name and Address of Personal Physician

_________________________________________________________________________________

Please print clearly.
            New      Rehire

           Revision            Open Enrollment

           Terminated

FOR EMPLOYER BUSINESS OFFICE USE

Effective Date for this request ____________

Employer Name _______________________

Sex           Birthdate
M/F       (MO/DY/YEAR)      Social Security Number

Beneficiary Information

I make the nomination of beneficiary with
respect to all insurance provided  now or 
at any time in the future under Policy above
mentioned, hereby revoking prior nomina-
tions for such insurance, if any, and reserve
to myself the privilege of making other and
further changes subject to the policy
provisions.  If more than one beneficiary 
is designated, settlement will be made in
equal shares to such of the designated
beneficiaries (or beneficiary) as survive 
me,unless otherwise provided herein. If
no designated beneficiary survives me,
settlement will be made as provided in the
policy(ies).

Check one box only - Please print (Enter as
Doe, Mary A., not Doe, Mrs John E.)

    My Estate

     Name

(Last)

(First) (Middle)

(Age) Relationship

Address (Number and Street)

(City)

(State) (ZIP Code)

      Joint Life Insurance
(An Evidence of Insurability form is required.)

$ __________________________

Employee Signature ______________________________________________

Date _________________________________

MEBS, Inc.
3809 Lake Eastbrook Blvd.
Grand Rapids, MI 49546

Refer to the Option Booklet for details of benefits for the coverages listed below.     Premium

Applicant Information

         Basic Term Life Insurance
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Add        Cancel       Change

Add        Cancel       Change

Add        Cancel       Change

Add        Cancel       Change

Add        Cancel       Change

Add        Cancel       Change

Add        Cancel       Change

Add        Cancel       Change

$ ____________ Term & AD&D

$_________________ Spouse

$_________________ Children

Add        Cancel       Change

Add        Cancel       Change

_         _




