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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

PO Box # 656 Baldwin Place, New York 10505



www.MTABenefitFund.org


Principal Financial Group 






Account & Unit # P95018-1
1-800-247-6699 x 80020
Employee Enrollment, Beneficiary Change & Waiver - NY
	Employee Name (Last) (First)


	SS# 

	Mailing Address (Street) 

	Employed Full-Time (Month / Day /Year) 

	(City) (State) (ZIP) 

	Birth Date (Month / Day /Year) 

	􀀀 Male or 􀀀 Female 
	Hours Work per Week 
	Yearly Salary: $ 

	Location: 
Mahopac Benefit Fund
	Job Occupation: circle one 
Teacher   CUST-UPSEU   CSEA/UPSEU  


Benefit Options
 Group Term Life  
*You cannot decline any coverage paid in full by your employer. 

Beneficiary Designation  

Full Name _____________________________________ Relationship ________________________ 

Full Name _____________________________________ Relationship ________________________ 

(If 2 or more beneficiaries are named, proceeds shall be paid in equal shares to the surviving beneficiaries, unless specified otherwise. If no beneficiary has been named, any proceeds will be payable as provided by the group policy) 
Employee Signature (Read & sign below) 

I understand & agree to the following statements: 
· If I decline any coverage, I may apply at a later date. However, I must provide proof of good health at my own expense & coverage will only become effective subject to approval from Principal Life Insurance Company. 

· I declare that the information that I have completed on this enrollment form is complete & true. I understand that an agent or a broker cannot guarantee coverage, revise rates, benefits, or provisions without written approval from Principal Life Insurance Company. 

· Any person who knowingly & with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. 
· Your Signature: __________________________________________          Date Signed: _____________________ 
· Instructions: After this form is completed & signed, return it to your building trustee. 

Underwritten by: Principal Life Insurance Company Des Moines IA 50392-0002 






