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The Guardian Life Insurance Company of America

D The Guardian Life Insurance Company Of Americaunderwrites group termlife, Shortterm disability, dental, And vision
coverages. Enrollment/Change Form
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GUARDIAN

Guardian Life, P.O. Box 14319,

Required

Required

Lexington, KY 40512 Please print clearly and mark carefully.
Employer Name: ATHENA SERVICES INTERNATIONAL LLC Group PlanNumber: 00507889 Benefits Effective:
PLEASE CHECK APPROPRIATE BOX[initialEnroliment  []Re-Enroliment [JAddEmployee/Dependents ~[]Drop/RefuseCoverage ~[]Information Change
[lincrease Amount [JFamilyStatuschange A | | employees get STD& Basic Life-mustfillpg1&3
Class: Division: Subtotal Code: (Please obtainthis from your Employer)
About You: Social Security Number
First, MI, Last Name:
Address City State Zip
Gender:( ] M[]F Date ofBirth (mm-dd-yy): - - Phone: ( ) -
Email Address: Are you married or doyou have a spouse? The term spouse includes your domestic partner. JYes[INo
Dateofmarriage/union:__ - -
Do you have children or other dependents [JYes[] No Placementdateofadoptedchild:___ - -
About YourJob: Hours worked perweek: Job Title:
Work Status:
[ Active [] Retired] Cobra/State Continuation Date offulltime hire: - - Annual Salary: $
About Your Family: Pleaseincludethe names ofthe dependents youwishto enrollfor coverage. Additionalinformationmaybe
required for non-standard dependents such as a niece or a nephew.
Spouse (First, M, Last Name) Gender |Social Security Number
OmOF - -
Address/City/State/Zip:
Date of Birth (mm-dd-yyyy)
Phone: () - - -
Child/Dependent 1: [] Add[] Drog Gender | Social Security Number | Status (check all that apply)
COMOIF - - O Disabled
Address/City/State/Zip: [INonstandard dependent (Niece orNephew)
Date of Birth (mm-dd-yyyy)
Phone: () - - -
Child/Dependent 2: [] Add[] Drop Gender | Social Security Number | Status (check all that apply)
D MD E _ _ D Disabled
[INonstandard dependent (Niece orNephew)
Address/City/State/Zip: Date of Birth (mm-dd-yyyy)
Phone: () -
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Child/Dependent 3: (] Add[] Drop Gender | Social Security Number |Status (check all that apply)
COMIIF ) ) [] Disabled
Address/City/State/Zip: [_INonstandard dependent (Niece orNephew)
Date of Birth (mm-dd-yyyy)
Phone: () - i} i}
Child/Dependent 4: ] Add[] Drop Gender | Social Security Number | Status (check all that apply)
COMOF . . [ Disabled
Address/City/State/Zip: [[INonstandard dependent (Niece orNephew)
Date of Birth (mm-dd-yyyy)
Phone: () - ; ;
Drop Coverage: Coverage Being Dropped:
[IDropEmployee  [] Drop Dependents [Dental [JEmployee D Spouse D Child(ren)
The date of withdrawal cannot be prior to the date this formis completed [JVision [JEmployee D Spouse D Child(ren)
and signed. [] Basic Life
LastDay of Coverage: . - [ Short Term Disability
[ITermination of Employment [JRetirement
LastDay Worked: - -
[otherEvent:
Date of Event: - -
Loss Of Other Coverage: I have been offered the above coverage(s) and wish to drop enrollmentforthe following
| and/or my dependents were previously covered under another insurance reasons:
plan. Loss of coverage was due to: [ Covered under another insurance plan
[ITermination of Employment: - - [Jother
[]Divorce - - (additional information may be required)
[IDeath of Spouse - -
[ITermination/Expiration of Coverage - -
Coverage Lost[] Dental[] Vision

Optional Dental

Dental Coverage: Youmustbe enrolled to cover your dependents. Check only one box.

Your Monthly Premium EmployeeOnly EE &Spouse EE& EE, Spouse&
Dependent/Child(ren) Dependent/Child(ren)

Option1:PPO [ $55.55 [J$115.14 [ $137.72 [1$203.29

Option2:PPO [ $42.78 [ $88.66 [ $106.05 [ $156.53

Ll DO NOT WANT THIS COVERAGE. IF YOU DO NOT WANT THIS DENTAL COVERAGE PLEASE MARK ALL THAT APPLY

[J! am covered under another Dental plan
My spouse is covered under another Dental plan
[IMy dependents are covered under another Dental plan

Optional Vision

Vision Coverage: Youmustbeenrolled tocoveryour dependents. Check only one box.

Your Monthly Premium Employee Only EE & Spouse EE& EE, Spouse&
Dependent/Child(ren) Dependent/Child(ren)
Full Feature Lls8.62 [1$14.50 [Is14.80 $23.43

[_ll DO NOT WANT THIS COVERAGE. IF YOU DO NOT WANT THIS VISION COVERAGE PLEASE MARK ALL THAT APPLY

11 am covered under another Vision plan
O My spouse is covered under another Vision plan
L My dependents are covered under another Vision plan
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REQUIRED

REQUIRED

Guardian Group Plan Number: 00507889

Basic Life Coverage:

Benefit reductions apply. Please see plan administrator. Name your beneficiaries: (Primary beneficiary percentages must total 100%)
Policy Amount Primary Beneficiaries:
Employee Only Name: Social Security Number: - - %
Bd$25,000 Date of Birth (mm-dd-yy): - - Relationship to Employee:
The Guarantee Issue we - - P ployee:
Amount is $25,000. Address/City/State/Zip:
Phone:
Name: Social Security Number: - - %
Date of Birth (mm-dd-yy): - - Relationship to Employee:
Address/City/State/Zip:
Phone:
Employee Name: Contingent Beneficiary:
_ Name: Social Security Number: - - %
Signature: Date of Birth (mm-dd-yy): - - Relationship to Employee:
Address/City/State/Zip:
Date: Phone:

(Inthe event the primary beneficiaries are deceased, the contingent beneficiary will receive the benefit. Employer maintains
beneficiary information.)

Ifthis Basic Life policy will replace your existing life insurance policy underyour currentemployer, provide the amount of the previous policy $

Important Notes:

« Based onyour plan benefits and age, you may be required to complete an evidence of insurability form for Basic Life.

Short-Term Disability (STD) Coverage:

Weekly Benetit
[x160% of salary to a maximum of $500 Signature: Date

Signature

- Anemployee's decisiontoelectVision ornotelect Vision mustbe retained until the next plan's Open Enroliment period. Ifthe employee elects notto enrollin vision
coverage, they are not eligible to enroll until the plan's next Open Enroliment period.

- lunderstand that my dependent(s) cannot be enrolled for a coverage if | am not enrolled for that coverage.
- lunderstand that the premium amounts shown above are estimations and are for illustrative purposes only.

- Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon underwriting approval and meeting the applicable eligibility
requirements as set forth in the applicable benefit booklet.

- lunderstandthatI mustbe actively atwork ormy elected coverage will nottake effect until | have metthe eligibility requirements (as defined in the benefitbooklet.) This
does not apply to eligible retirees.

- Ifcoverageiswaived andyoulaterdecidetoenroll, late entrant penalties may apply. Youmay also haveto provide, atyour own expense, proof of each person's
insurability. Guardian or its designee has the right to reject your request.

- Plandesignlimitations and exclusions may apply. Forcomplete details of coverage, please refer to your benefit booklet. State limitations may apply.
— | hereby apply for the group benefit(s) that | have chosen above.

- lunderstand that | must meet eligibility requirements for all coverages that | have chosen above.

- lagree that my employer may deduct premiums from my pay if they are required for the coverage | have chosen above.

- lacknowledgeandconsenttoreceiving electronic copiesofapplicableinsurancerelated documents, inlieu of papercopies, tothe extentpermitted by applicablelaw. |
may change this election only by providing thirty (30) day prior written notice.

- | attest that the information provided above is true and correct to the best of my knowledge.

Any personwho knowingly orwillfully presents afalse orfraudulent claim for payment of aloss or benefitorknowingly or willfully presents false informationinan
application for insurance is guilty of a crime and may be sub;ect to fines and confinement in prison.
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The state in which you reside may have a specific state fraud warning. Please refer to the attached Fraud Warning Statements page.

Thelaws of NewYorkrequire thefollowing statementappear: Any personwho knowingly and with intenttodefraud any insurance company or other personfiles an
applicationforinsurance orstatementofclaimcontaininganymateriallyfalseinformation, orconcealsforthe purpose of misleading, informationconcerninganyfact
materialthereto, commits afraudulentinsurance act, whichisacrime, and shall also be sub;ectto acivil penalty notto exceed five thousand dollars and the stated
value of the claim for each such violation. (Does not apply to Life Insurance.)

SIGNATURE OF EMPLOYEE DATE

Enrollment Kit 00507889, 0001, EN

Fraud Warning Statements

The laws of several states require the following statements to appear on the enroliment form:

Alabama: Any personwho knowingly presents afalse orfraudulent claim for payment of aloss or benefit orwho knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

Arizona: Foryour protection Arizonalaw requires the following statementto appear onthis form. Any person who knowingly presents afalse orfraudulent claim for payment
of aloss is subject to criminal and civil penalties.

California: Foryour protection California law requires the following to appear on this form: The falsity of any statement in the application shall not bar the right to recovery
underthe policy unless suchfalse statementwas made withactualintentto deceive orunlessitmaterially affected eitherthe acceptance oftherisk orthe hazard assumed by
the insurer.

Colorado: Itis unlawfulto knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to
defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who
knowingly provides false, incomplete, or misleading facts or information to a policy holder or claimant for the purpose of defrauding or attempting to defraud the policy
holder orclaimantwithregardto a settlement oraward payable from insurance proceeds shall be reported to the Colorado Division of Insurance withinthe Department of
Regulatory Agencies.

Connecticut, lowa, Nebraska, and Oregon: Any person who knowingly, and with intentto defraud any insurance company or other person, files an application ofinsurance
orstatementofclaim containing any materially false information or conceals, forthe purpose of misleading, information concerning any fact material thereto, may be guilty of
a fraudulent insurance act, which may be a crime, and may also be subject to civil penalties.

Delaware, Indianaand Oklahoma: WARNING: Any personwho knowingly, and with intenttoinjure, defraud or deceive any insurer, makes any claim forthe proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: Itis acrime to provide false or misleading information to aninsurer for the purpose of defrauding the insurer orany other person. Penalties
include imprisonmentand/or fines. In addition, an insurer may deny insurance benefits, if false information materially related to a claim was provided by the applicant.

Florida: Any person whoknowingly and withintenttoinjure, defraud, or deceive any insurerfiles astatementof claim or an application containing any false, incomplete, or
misleading information is guilty of a felony of the third degree.

Kansas: Any personwho knowingly, and with intentto defraud any insurance company or other person, files an application ofinsurance or statement of claim containing any
materially falseinformation or conceals, forthe purpose of misleading, information concerning any factmaterial thereto, may be guilty ofinsurance fraud as determined by a
court of law.

Kentucky: Any personwhoknowingly and with intentto defraud any insurance company or other personfiles astatement of claim containing any materially false information
orconceals, forthe purpose of misleading, information concerning any fact material thereto commits a fraudulentinsurance act, whichis a crime.

Louisiana and Texas: Any person who knowingly presents a false or fraudulent claim for payment of aloss or benefitis guilty of a crime and may be subjectto fines and
confinements in state prison.

Maine, Tennessee and Washington: Itis acrime toknowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding
the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

Maryland : Any person who knowingly or willfully presents afalse or fraudulent claim for payment of aloss or benefit or knowingly or willfully presents false informationinan
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Rhode Island: Any person who knowingly and willfully presents afalse or fraudulent claim for payment of aloss or benefit orknowingly and willfully presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

NewHampshire: Any personwho, withapurposetoinjure, defraud ordeceive any insurance company, files astatement of claim containing any false, incomplete or
misleading information is subject to prosecution and punishment forinsurance fraud, as provided in N.H. Rev. Stat. Ann. § 638:20

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

New Mexico: Any person who knowingly presents afalse or fraudulent claim for payment or aloss or benefit or knowingly presents false informationin an application for
insurance is guilty of a crime and may be subject to civil fines and criminal penalties or denial of insurance benefits.
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Ohio: Any personwhowithintentto defraud or knowing that he/she is facilitating afraud against an insurer, submits an application or files a claim containing afalse or
deceptive statement is guilty of insurance fraud.

Pennsylvania: Any person who knowingly and with intentto defraud any insurance company or other person files an application for insurance or statement of claim
containingany materially false information orconceals forthe purpose of misleading, information concerning any fact materialtheretocommits afraudulentinsurance act,
which is a crime and subjects such person to criminal and civil penalties.

Vermont: Any person who knowingly presents afalse statementin an application forinsurance may be guilty of acriminal offense and subject to penalties under state law.

Virginia: Any person who with intentto defraud or knowing thathe/she is facilitating a fraud against an insurer, submits an application or files a claim containing afalse or
deceptive statement may have violated state law.
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