
The Prudential Insurance Company of America

Enrollment Form - Cornell College

(F or office use only)

Effec tiv e D a te of Cov era ge:
Control N o.:

R eturn Completed Application to:

H u ma n R esou rc es

1 . Emp loy ee Informa tion

L ast N ame F irst N ame M I

S treet Address City S tate Z ip Code

S ocial S ecurity N umb er M arital S tatus Y our D ate of B irth (mm/dd/yyyy)

o S ing le o M arried
o D iv orced o W idow ed / /

D ate E mployed (mm/dd/yyyy) Y our Annual E arning s

$/ /

2 . Cov era ge Elec tions
Please mak e your supplemental enrollment selections b elow .

Ch ec k Ea c h A p p lic a b le B ox Cov era ge A mou nt Ch os en P a y roll D ed u c tion

Y es N o

o o O ptional Term L ife Insurance $ $

o o D ependent Term L ife Insurance - S pouse $ $

o o D ependent Term L ife Insurance - Children $ $

T ota l Cos t $

F or cov erag e to b ecome effectiv e, you must b e activ ely at w ork during the enrollment period and on the effectiv e date of
the plan. If you apply for an amount that req uires ev idence of g ood health, you must b e activ ely at w ork on the date of
approv al for the amount req uiring ev idence of g ood health. In the future, if you w ish to enroll for employee-paid
insurance, increase cov erag e amounts, or add dependent cov erag e, you may b e req uired to furnish ev idence of insurab ility
for yourself and/or your spouse. If your dependents are confined for medical treatment at home or elsew here, cov erag e
w ill b eg in w hen confinement ends.

Enrollment Form continu ed on nex t p a ge.
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3. Authorization

Yes
o

No
o

I am enrolling for insurance issued by The Prudential Insurance Company of America as indicated on the previous page and
authoriz e my employer to deduct the required contribution from my paycheck. I certify that the information contained in this
enrollment form is true and complete, and understand that my contribution is based on that information. I also understand
that there are criminal and civil penalties for giving false information, including but not limited to fines and confinement in
prison. Detailed and state-specific warnings appear below.

IM PO RTANT NO TICE:
For residents of all states except Florida, New Jersey, New Y ork, Pennsylvania, U tah, V irginia, V ermont and W ashington -
W ARNING : Any person who knowingly and with intent to injure, defraud, or deceive any insurance company or other person, or knowing
that he is facilitating commission of a fraud, submits incomplete, false, fraudulent, deceptive or misleading facts or information when filing
an insurance application or a statement of claim for payment of a loss or benefit commits a fraudulent insurance act, is/may be guilty of a
crime and may be prosecuted and punished under state law. Penalties may include fines, civil damages and criminal penalties, including
confinement in prison. In addition, an insurer may deny insurance benefi ts if false information materially related to a claim was provided
by the applicant or if the applicant conceals, for the purpose of misleading, information concerning any fact material thereto.

Employee Signature (Sign in ink.) Date

Please indicate your beneficiary designations(s) on the next page.



4. Employee Beneficiary Designations

Last Name First Name MI Social Security Number

I designate the following beneficiary(ies) to receive my insurance proceeds. I understand that the primary beneficiary(ies)
will receive payment upon my death. If all primary beneficiaries predecease me, the insurance will be paid to the
contingent beneficiary(ies). If no beneficiary is named, or no beneficiary survives me, payment will be made according to
the terms of the G roup Contract. I can change my beneficiary in the future by completing a new Beneficiary Designation
Section. Insurance proceeds from Dependent Term Life Insurance coverage will be paid to me.

Primary Beneficiary

Last Name First Name MI Social Security Number
Relationship

to You

S hare to

Beneficiary*
(U se % , $ amount,

or fractions)

No. Street City State ZIP Code

1
Primary Beneficiary

Last Name First Name MI Social Security Number
Relationship

to You

S hare to

Beneficiary*
(U se % , $ amount,

or fractions)

No. Street City State ZIP Code

2
Contingent Beneficiary

Last Name First Name MI Social Security Number
Relationship

to You

S hare to

Beneficiary*
(U se % , $ amount,

or fractions)

No. Street City State ZIP Code

1
Contingent Beneficiary

Last Name First Name MI Social Security Number
Relationship

to You

S hare to

Beneficiary*
(U se % , $ amount,

or fractions)

No. Street City State ZIP Code

2
Contingent Beneficiary

Last Name First Name MI Social Security Number
Relationship

to You

S hare to

Beneficiary*
(U se % , $ amount,

or fractions)

No. Street City State ZIP Code

3
Contingent Beneficiary

Last Name First Name MI Social Security Number
Relationship

to You

S hare to

Beneficiary*
(U se % , $ amount,

or fractions)

No. Street City State ZIP Code

4
* If more than one primary or contingent beneficiary is designated, the total shares must equal 100% of your death benefit.

Employee Signature (Sign in ink.) Date

Refer to the Booklet-Certificate for all plan details, including any ex clusions, limitations, and restrictions, which may apply.
Basic Term Life, Optional Term Life and Dependent Term Life coverage(s) are issued by The Prudential Insurance Company
of America. Contract provisions may vary by state. (Contract Series: 8 3 500.)

Prudential Financial and the Rock logo are registered service marks of The Prudential Insurance Company of America and
its affiliates.


