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a Guardian· The Guardian Life Insurance Company of America

Guardian Life, P.O. Box 14319, 
Lexington, KY 40512 Please print clearly and mark carefully. 

Enrollment/Change Form 
Page 1 of 8 

Employer/Planholder Name: COLOURS INC I Group Plan Number: 00498363 B enefits E ffective: _____ _ 

PLEASE CHECK APPROPRIATE BOX □ Initial Enrollment □ Add Employee/Member Dependents/Family Members □ Drop/Refuse Coverage □ Information
Change 

In this form, you will be referred to as an Employee/Member. Members of your family will be referred to as Dependents/Family Members. There will also be times, when 
referring to Dependents/Family Members, this form will distinguish between your spouse and your children. Depending on the type of plan your Planholder selected, other plar 
documents may refer to you as an employee, a member, or a similar term , and, to members of your family, as family members, dependents, eligible dependents, or a similar 
term. Please refer to the group policy, certificate of coverage, (sometimes called a member guide), to see how terms are defined and to determine which members of your 
family are eligible for coverage. Plan documents such as the group policy, certificate of coverage, (sometimes called a member guide), control if there is any dispute 
concerning the meaning of terms used in this form. 

Class: ALL OTHER ELIGIBLE Division: Subtotal Code: (Please obtain this from your 
EMPLOYEES Employer/Plan hold er) 

-
' 

About You�. Employer/Planholder Provided :socIa1 :security Numoer 
Identification: 

C ,II I nnol .,, - Irst, Ml, Last Name:
- -

----- ----

What is the name you go by? (optional) Your Social Security Number must be provided if 
enrolling for Life Coverage. Short Term Disability 
Coverage and/or Long Term Disability Coverage. 

Address I City I State Zip 

Gender Identity: □ M □ F Date of Birth (mm-dd-yy): __ - __ - __ 

P hone (indicate primary): □ Home( __ ) __ - __ 
□ Work(_)_-_
□ Mobile( __ ) __ - __

E mail A ddress (indicate primary) □ Home □ Work
Are you married or in a civil union? □ Yes □ No Date of marriage/civil union: __ -__ -__ 

Do you have children or other dependents? □ Yes □ No Placement date of adopted child: - -

About Your Job: Job Title: 

Work Status: 
□ Active □ Retired □ COBRA/State Continuation Date of full time hire: - - Annual Salary: $ 

-- -- --

Hours worked per week:

About Your Family: Please include the names of the Dependents/Family Members you wish to enroll. You can enroll only those 
Dependents/Family Members that are eligible for coverage. Please refer to the plan documents such as the group policy, member 
guide, or certificate to determine if a Dependent/Family Member is eligible for coverage. Only fill out if adding a spouse or child!

If additional space is needed, please attach a separate page with this information along with your enrollment form. Each 
Dependent/Family Member's Social Security Number must be provided if enrolling them for Life Coverage. Be sure to sign and 
date (mm-dd-yyyy) the paper and keep a copy for your records. Additional information may be required for non-standard 
dependents such as a niece or a nephew. 
Spouse Gender 

Identity: 

Address/City/State/Zip: □ M □ F

Phone: ( ) . 

CEF2022-DOM-PA 

Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 

Social Security Number 
- -

-- -- --

Date of Birth (mm-dd-yyyy) 
- -

-- -- --
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2 

Child/Dependent 1: 

Address/City/State/Zip: 

Phone: ( )
-

Child/Dependent 2: 

Address/City /State/Zip: 

Phone: ( )
-

Child/Dependent 3: 

Address/City /State/Zip: 

Phone: ( ) -

Child/Dependent 4: 

Address/City /State/Zip: 

Phone: ( ) -

D ro Q C o verage: 

□ Add □ Drop Gender
Identity: 

OM □ F 

□ Add □ Drop Gender 
Identity: 

□ M □ F

□ Add □ Drop Gender 
Identity: 

□ M □ F

□ Add □ Drop Gender 
Identity: 

□ M □ F

Social Security Number 
- --- -- --

Date of Birth (mm-dd-yyyy) 
- --- -- --

Social Security Number 
- --- --- ---

Date of Birth (mm-dd-yyyy) 
- --- -- --

Social Security Number 
- --- --- ---

Date of Birth (mm-dd-yyyy) 
- --- -- --

Social Security Number 
- ---- --

Date of Birth (mm-dd-yyyy) 
- --- -- --

Coverage Being DroQQed: 

Status (check as applicable) 
0 Student (post high school) □ Disabled 
□ Non standard dependent

Status (check as applicable) 
□ Student (post high school) □ Disabled 
□ Non standard dependent

Status (check as applicable) 
□ Student (post high school) □ Disabled 
0 Non standard dependent 

Status (check as applicable) 
□ Student (post high school) □ Disabled 
□ Non standard dependent 

□ Drop Employee/Member □ Drop Dependents/Family Members □ Dental □ Employee/Member □ Spouse 0 Child(ren)
The date of withdrawal cannot be prior to the date this form is □ Basic Term Life
completed and signed. 0 Voluntary Term Life □ Employee/Member □ Spouse □ Child(ren)

Last D ay of C overage: __ -__ -__ □ Short Term Disability

□ Termination of Employment □ Retirement
Last Day Worked: __ -__ -__ 

D Other Event: 
D ate of E vent: - -------

Loss Of Other Coverage: I have been offered the above coverage(s) and wish to drop enrollment for the following 

I and/or my dependents were previously covered under Loss of coverage reasons: 

was due to: D Covered under another insurance plan 
D Termination of Employment: __ -__ -__ D Other 

D Divorce/Separation __ -__ -__ (additional information may be required) 

D Death of Spouse __ -__ -__ 
D Termination/Expiration of Coverage __ -__ -__ 
Coverage Lost D Dental 

Dental Coverage: You must be enrolled to cover your dependents/family members. Check only one box. 

Your Bi-weekly Premium Employee/Member Employee/Member Employee/Member & Employee/Member, Spouse 
Only & Spouse Dependent/Child(ren) & Dependent/Child(ren) 

PPO D $13.90 D $29.79 D $35.80 D $53.29 

DI do not want Dental Coverage because (Check as applicable): 
D I am covered under another Dental plan 
0 My spouse is covered under another Dental plan 
0 My dependents/family members are covered under another Dental plan 
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Guardian Group Plan Number: 00498363 Please print employee name: 

Basic Life Coverage with Accidental Death and Dismemberment (AD&D): 
Benefit reductions apply. Please see plan administrator. 
The amount of life insurance coverage you select may be either a specific dollar amount or an amount that is a multiple of your salary and may be subject to certain reductions. 

Policy Amount 
Employee/Member Only 
0 $15,000 
The Guarantee Issue 
Amount is $15,000. 
• If Employee/Member is 
65+ benefit reductions 
may apply which may 
change the GI amount 
Please see en roll ment 
materials for details. 

Employee/Member Name your beneficiaries: (Primary beneficiary percentages must 
total 100%) 
If additional space is needed, please attach a separate sheet of paper with this 
infformation along with your enrollment form. Be sure to sign and date (mm-dd-yy) 
the paper and keep a copy for your records. 
Primary Beneficiaries: 
Name: _______ Social Security Number: __ - - ___ %_ 

Date of Birth (mm-dd-yy):_-_-_ 
Address/City/State/Zip: __ __ _ 

Phone: ( ) - Relationship to Employee/Member: _ ____ _ 

Name: ____ _ __ Social Security Number:__ - - ___ %_ 

Date of Birth (mm-dd-yy):_-_-_ 
Address/City/State/Zip: _____ _ 

Phone: ( ) - Relationship to Employee/Member: _ ____ _ 

Contingent Beneficiary:. __ __ Social Security Number:__ - - __ _ 

Date of Birth (mm-dd-yy):_-_-_ 
Address/City/State/Zip: . ________ __________ _ 

Phone: ( ) - Relationship to Employee/Member: _ ____ _ 

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

Dependents/Family Members - If the intended beneficiary is to be someone other 
than the Employee/Member, please complete the Beneficiary Designation form. 

Attention: If any of the beneficiaries named above is a minor (a person under the age of 18 
or 21, depending on their state of residency), state law may limit Guardian's ability to pay 
life insurance proceeds directly to them for as long as they remain a minor. State Uniform 
Transfers to Minors Act (UTMA) laws, where applicable, may allow for the normal course of 
payment of these proceeds, or a portion thereof, to the minor beneficiary's designated 
Custodian to manage on the minor's behalf until they reach adult age. At that time, the 
proceeds are turned over to the adult child, who can use the proceeds in any way he or she 
chooses. 

Are any of the beneficiaries identified above considered a minor in the state in which 
they reside? Check one box only. D Yes □ No 
If you answered "Yes", please name the legally designated UTMA Custodian for all minor 
beneficiaries you have designated: 

Custodian to Minor Beneficiaries: 
Name: _______________ Social Security Number (or 

FEIN/TIN# if a corporate entity): _ ___ ____ __ -____ _
Date ofBirth (rmn-dd-yyyy) (if an individual): __ - __ - _ _

Address/City/State/Zip: _____ _ __ __ _____ _
Phone: ( ) -

If this Basic Life coverage will replace your existing life insurance coverage through your current Employer/Planholder, provide the amount of the previous policy 
$ 

Important Notes: 

• Based on your plan benefits and age, you may be required to complete an evidence of insurability form. 

Questions? Call the Guardian Helpline (888) 600-1600 www.guardianlife.com 3 

This portion must be filled out.
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If Yes, fill our EOI form questions 1-4

You must answer if not desiring coverage.

You must answer if not desiring coverage.

$150,000 or more, you must fill our EOI form
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Only fill out if adding additional life insurance

If yes, fill out EOI Form questions 1-5
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