
Part 1: To be completed by the Group Administrator/Policyholder

Group/Policyholder Name                                                                                                                                            Group Number

Street Address                                                                         City                                                      State                 Zip Code

Type/Amount of Insurance Requested:

� Basic Life _____________________    � Supplemental Life _________________    � Voluntary Life _______________________

� Short Term Disability ____________    � Long Term Disability ______________    � Other (please specify) _________________

Type/Amount of Applicant•s Current Coverage(s): _________________________________________________________________

Applicant•s Current Base Annual Earnings (for Salary Based Benefits): ____________ Employee•s Date of Hire: ____________

Reason for Evidence of Insurability: � Amount in excess of Non Medical Maximum � Late Enrollment� Other: _____________

Authorized Representative Name                        Authorized Representative Signature                        Authorized Representative Title

Evidence of Insurability Form

YOU MUST COMPLETE ALL PAGES OF THIS APPLICATION IN ORDER TO BE CONSIDERED FOR COVERAGE.

Order Number: Z7001 R5/20
Dept of Ins. Filing Number: Z7001 R6/13

Part 2: To be completed by MedMutual Life Insurance Company

� Basic Life  � Supplemental Life  � Voluntary Life

� Short Term Disability  � Long Term Disability  � Other: ________

Non Medical Amount: ______________

Part 3: To be completed by the Applicant … Separate forms are required for each Applicant
Employee Name        First                               MI Last                                                        Insurance is for:
                                                                                                                                                        � Employee  � Spouse  � Child

Applicant Name        First                               MI Last � Male      � Smoker Date of Birth
                                                                                                                          � Female  � Non Smoker

Street Address                                                                        City                                         State            Zip Code              State of Birth

Business Telephone Number   Home Telephone Number              E-mail Address

Employee•s Social Security Number                                                     Applicant•s Social Security Number

� Approved  �Last
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(Please detach and retain with your insurance records)
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