
 Benefits Enrollment Form 

Please complete this form to enroll in healthcare coverage with the City of Providence.  If you wish to cover dependents, you are required to provide documentation to 
support your relationship (i.e. marriage certificate, birth certificate, divorce decree, court order, etc.).  Completed forms should be returned to the City Benefits Office via 
email to benefits@providenceri.gov, fax to 401-680-5457 or Interoffice mail to the Benefits Office at City Hall.  If you have any questions, please contact the Benefits Office 
by calling 401-680-5279. 

Employee Information 
Employee Name Employee ID 

Social Security # 

Street Address including Unit/Apt Date of Hire (mm/dd/yyyy) 

City, State ZIP Date of Birth (mm/dd/yyyy) 

Email Phone 

Company/Union ☐ 1033 ☐ Police ☐Fire ☐Non-Union ☐WSB - 1033 ☐WSB – Non-Union
Marital Status ☐Single ☐Married ☐Separated ☐Divorced ☐Common Law (1033) ☐Domestic Partner (Fire)

Coverage Type 

Medical/Rx Dental Vision No Coverage 

☐Individual      ☐Family 
(Fire/Police Options 
Individual ☐+ Spouse ☐+Children)

☐Individual
☐Family

☐Individual     ☐Family
☐ Individual +1

☐ I am deferring healthcare coverage and have provided
documentation of my alternate health insurance

Dependent Information (if there are additional dependents or address is different than Employee, please note on back of form) 
First Name MI Last Name Sex 

M/F 
SSN Date of Birth 

(mm/dd/yyyy) 
Relationship 
Spouse/Child/Other 

Medical/ 
Rx 

Dental Vision Verified? 
HR Use Only 

☐ ☐ ☐ ☐

☐ ☐ ☐ ☐

☐ ☐ ☐ ☐

☐ ☐ ☐ ☐
I certify that the above information is true and correct to the best of my knowledge.  I understand that I may not make changes to my benefit elections outside of Open 
Enrollment, unless I have a qualifying life event (i.e. marriage, birth/adoption of a child, loss of other coverage, divorce, etc.). 

_______________________________________________________________________________________________________________ __________________________ 

Signature Date 

mailto:benefits@providenceri.gov


City of Providence 
Coordination of Benefits (COB) 

In order to receive reimbursement for your spouse’s payroll deductions, you must provide the below documents to the Benefits 
Office via email to benefits@providenceri.gov, fax to 401-680-5457 or Interoffice Mail to City Hall Benefits Office Room 410 (PO 
Box 1656 Providence, RI 02901) within 30 days.  If you have any questions or need additional information, please contact the 
Benefits Office by phone at 401-680-5279 or email to benefits@providenceri.gov. 
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Name Telephone 

Employer Emp. Phone 

Address 

I hereby certify that (check the statement that applies to you): 

EXEMPT from Obtaining Individual Coverage, because 

my Spouse (Ex-Spouse) is: 

MUST Obtain Individual Coverage through their 

Employer, because my Spouse (Ex-Spouse): 

 Currently unemployed or retired

 Currently enrolled in Medicare or VA coverage.

 Currently on Social Security or Disability.

 Is self-employed

 Currently working but does not have access to coverage
through his/her employer 

 Has access to coverage through his/her employer but they
only offer an H.S.A. plan.  

 Currently works for the City of Providence/Providence
School Department 

 Has access to coverage and is enrolled through his/her
employer 

 Has access to, but is not currently enrolled in coverage
through his/her employer.  

Required documentation: 

➢ A photocopy of your spouse/ex-spouse’s insurance ID
card

➢ Two pay stubs showing the per paycheck deduction

➢ Effective Date of Coverage: __________________

➢ You may also provide a letter from your spouse’s
employer on company letterhead with all of the
information above.

By signing the below, I understand that the submission of untruthful or false information to the City may be considered a false claim 

and/or fraudulent statement and may be subject to criminal and/or civil penalties, recoupment of all benefits paid for by the City, and/or 

disciplinary action, including suspension of healthcare coverage and potential termination of employment.   

I also understand that if my spouse/ex-spouse has access to health care coverage through his/ her employer, I must provide the City of 

Providence with written confirmation of my spouse’s/ex-spouse’s insurance information (as outlined above) within 30 days.  Additionally, 

I understand that if my spouse/ex-spouse does not have access to other employer coverage at this time, but obtain access to health care 

coverage in the future, my spouse/ex-spouse must enroll in that coverage, and must provide the City with required documentation within 

30 days of this coverage becoming available.  Failure to provide this information will result in my spouse’s/ex-spouse’s suspension from 

City coverage, and the City may seek reimbursement for any amounts the City has paid on behalf of my spouse.  

Additionally, by signing the below, I understand that I am entitled to a reimbursement for any employee contribution that my spouse/ex-

spouse is required to make as a result of enrolling in individual coverage through their own employer sponsored health plan.  I understand 

that the reimbursement will be paid to me, the employee, and not to my spouse/ex-spouse.  I also understand that I will be responsible for 

providing the City of Providence with proof of my spouse’s/ex-spouse’s employee contribution, and that if he/ she loses health care 

coverage under his/ her employer's plan at any time, it is my responsibility to notify the City of Providence that reimbursement to me 

should be stopped.  I understand that continuing to accept reimbursement for my spouse’s/ex-spouse’s plan after my spouse/ex-spouse is 

no longer enrolled in that plan, could be considered my submission of a false claim and/or fraudulent statement and may be subject to 

criminal and/or civil penalties, recoupment of all benefits paid for by the City, and/or disciplinary action, including suspension of 

healthcare coverage and potential termination of employment.  

_____________________________________________ _______________________ 
Employee Signature Date 

mailto:benefits@providenceri.gov
mailto:benefits@providenceri.gov


CDH Administration

40 Commercial Way, East Providence, RI 02914

Email: customerservice@londonhealthusa.com

Phone: 401-435-4700

Fax: 401-435-3937

   

Employee Information:

Employer Name:     Effective Date:

First Name: Last Name:

Street Address: City:          State: Zip:

Email Address: Phone #:

Date of Birth: Social Security #:

Dependent/s Information:

Dependent Name:    Relation: Date of Birth: Order Debit Card:      Yes        No

Dependent Name:    Relation: Date of Birth: Order Debit Card:      Yes        No

Dependent Name:    Relation: Date of Birth: Order Debit Card:      Yes        No

Dependent Name:    Relation: Date of Birth: Order Debit Card:      Yes        No
* Please list additional dependents on back side of this enrollment form

Employee's Flexible Benefit Per Pay Deduction / Allocation:

Health Care Spending Account:

$2,850.00 Maximum Annual Contribution Annual Contribution $ ____________________________________

Limited Purpose Health Care Spending Account:

$2,850.00 Maximum Annual Contribution Annual Contribution $ ____________________________________

Dependent Care Spending Account:

$5,000.00 Maximum Annual Contribution Annual Contribution $ ____________________________________

Commuter Spending Account:

$280.00 Maximum Monthly Contribution Per Pay Period Contribution $ _____________________________

For Parking

$280.00 Maximum Monthly Contribution

For Transit Per Pay Period Contribution $ _____________________________

Employee Signature: Date:

Plan Administrator: London Health Administrators

I Understand That:

(1) My employer will be deducting the allocations stated above from pay check for the purposes of funding my Flexible Spending Account plan(s).

(2) My accounts will not automatically renew. During each annual open enrollment period, I understand that I must complete a new enrollment form
indicating my account contributions for each new plan year.

(3) I cannot change or revoke this agreement at any time during the plan year unless I have a change in family status, marriage, divorce, death of spouse or
child, birth or adoption of child, termination or commencement of employment of a spouse, or such other qualifying events allowed by the Internal Revenue
Code that will permit a change or revocation of an election.

(4) London Health Administrators may reduce, cancel, or otherwise modify this agreement in the event they believe it is advisable in order to satisfy certain
provisions of the Internal Revenue Code.

(5)This agreement is subject to the terms of the Company's Flexible Spending Benefits Plan, as amended from time to time, which shall be governed under
applicable laws, and revokes any prior agreement relating to such plan(s).

(6) By signing this form, I agree to the terms and procedures listed herein.

Blue Cross & Blue Shield of Rhode Island is an independent licensee of the Blue Cross and Blue Shield Association

Flexible Spending Account (FSA)  Enrollment Form

City of Providence 7/1/2022
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Optional Term Life:  1X         2X  ,            3X,          4X  5X           Salary; Minimum of $10,000 and Maximum of $500,000

Coverage option chosen    nesohc egarevoc oN
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Accelerated Death Benefit Option is a feature that is made available to group life insurance participants. It is not a health, nursing home, or 
long-term care insurance benefit and is not designed to eliminate the need for those types of insurance coverage. The death benefi  is reduced t
by the amount of the accelerated death benefit paid. There is no administrative fee to accelerate benefi s. Receipt of accelerated death benefi s tt
may affect eligibility for public assistance and may be taxable. The federal income tax treatment of payments made under this rider depends 
upon whether the insured is the recipient of the benefits and is considered terminally ill or chronically ill. You may wish to seek professional tax 
advice before exercising this option. 

NOTICE TO CONSUMER: THIS IS A SUPPLEMENT TO HEALTH INSURANCE AND IS NOT A SUBSTITUTE 
FOR MAJOR MEDICAL COVERAGE. LACK OF MAJOR MEDICAL COVERAGE (OR OTHER MINIMAL 
ESSENTIAL COVERAGE) MAY RESULT IN AN ADDITIONAL PAYMENT WITH YOUR TAXES. ALSO, 
THE BENEFITS PROVIDED BY THIS POLICY CANNOT BE COORDINATED WITH THE BENEFITS PROVIDED 
BY OTHER COVERAGE. PLEASE REVIEW THE BENEFITS PROVIDED BY THIS POLICY CAREFULLY TO 
AVOID A DUPLICATION OF COVERAGE. 
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The Prudential Insurance Company of America, 751 Broad Street, Newark, New Jersey 07102 1-877-232-3619 

ENROLLMENT FORM  -ADDTIONAL LIFE INSURANCE
City of Providence
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The Prudential Insurance Company of America, 751 Broad Street, Newark, New Jersey 07102 1-877-232-3619 

ENROLLMENT FORM – City of Providence   

E 1202/20 etaD .px



GL.2017.010 Ed. 07/2018 

I  secitoN tnatropm
F  weN ,yesreJ weN ,dnalyraM ,eniaM ,anaisiuoL ,ykcutneK ,adirolF ,aibmuloC fo tcirtsiD eht ,sasnakrA ,amabalA tpecxe setats lla fo stnediser ro
Y :GNINRAW ;notgnihsaW dna ainigriV ,tnomreV ,hatU ,dnalsI edohR ,ociR otreuP ,ainavlysnneP ,aniloraC htroN ,kro   ylgniwonk ohw nosrep ynA
a  ,duarf a fo noissimmoc gnitatilicaf si eh taht gniwonk ro ,nosrep rehto ro ynapmoc ecnarusni yna evieced ro ,duarfed ,erujni ot tnetni htiw dn
s  mialc fo tnemetats a ro noitacilppa ecnarusni na gnilfi nehw noitamrofni ro stcaf gnidaelsim ro evitpeced ,tneluduarf ,eslaf ,etelpmocni stimbu
f  etats rednu dehsinup dna detucesorp eb yam dna emirc a fo ytliug eb yam/si ,tca ecnarusni tneluduarf a stimmoc tfieneb ro ssol a fo tnemyap ro
l  ecnarusni yned yam rerusni na ,noitidda nI .nosirp ni tnemenfinoc gnidulcni ,seitlanep lanimirc dna segamad livic ,senfi edulcni yam seitlaneP .wa
b  ,gnidaelsim fo esoprup eht rof ,slaecnoc tnacilppa eht fi ro tnacilppa eht yb dedivorp saw mialc a ot detaler yllairetam noitamrofni eslaf fi stfiene
i  .otereht lairetam tcaf yna gninrecnoc noitamrofn

A – STNEDISER AMABAL   stneserp ylgniwonk ohw ro tfieneb ro ssol a fo tnemyap rof mialc tneluduarf ro eslaf a stneserp ylgniwonk ohw nosrep ynA
f  yna ro ,nosirp ni tnemenfinoc ro senfi noitutitser ot tcejbus eb yam dna emirc a fo ytliug si ecnarusni rof noitacilppa na ni noitamrofni esla
c  .foereht noitanibmo

A – STNEDISER DNALSI EDOHR dna ANAISIUOL ,AIBMULOC FO TCIRTSID ,SASNAKR   mialc tneluduarf ro eslaf a stneserp ylgniwonk ohw nosrep ynA
f  ot tcejbus eb yam dna emirc a fo ytliug si ecnarusni rof noitacilppa na ni noitamrofni eslaf stneserp ylgniwonk ro tfieneb ro ssol a fo tnemyap ro
fi  .nosirp ni tnemenfinoc dna sen

K – STNEDISER YKCUTNE   rof noitacilppa na selfi nosrep rehto ro ynapmoc ecnarusni yna duarfed ot tnetni htiw dna ylgniwonk ohw nosrep ynA
i  otereht lairetam tcaf yna gninrecnoc noitamrofni ,gnidaelsim fo esoprup eht rof ,slaecnoc ro noitamrofni eslaf yllairetam yna gniniatnoc ecnarusn
c  .emirc a si hcihw ,tca ecnarusni tneluduarf a stimmo

M ynapmoc ecnarusni na ot noitamrofni gnidaelsim ro ,etelpmocni ,eslaf sedivorp ylgniwonk ohw nosrep ynA – STNEDISER NOTGNIHSAW DNA ENIA  
f  .stfieneb ecnarusni fo lained dna ,senfi ,tnemnosirpmi edulcni seitlaneP .emirc a stimmoc ynapmoc eht gniduarfed fo esoprup eht ro

M – STNEDISER DNALYRA   ylgniwonk ohw ro tfieneb ro ssol a fo tnemyap rof mialc tneluduarf ro eslaf a stneserp ylluflliw ro ylgniwonk ohw nosrep ynA
o  .nosirp ni tnemenfinoc dna senfi ot tcejbus eb yam dna emirc a fo ytliug si ecnarusni rof noitacilppa na ni noitamrofni eslaf stneserp ylluflliw r

N – STNEDISER YESREJ WE   ot tcejbus si ycilop ecnarusni na rof noitacilppa na no noitamrofni gnidaelsim ro eslaf yna sedulcni ohw nosrep ynA
c  .seitlanep livic dna lanimir

N – STNEDISER ANILORAC HTRO   eht taht gniwonk ,tnamialc ecnarusni ro rerusni na evieced ro ,duarfed ,erujni ot tnetni eht htiw ,ohw nosrep ynA
s  .ynolef H ssalc a fo ytliug eb yam mialc eht ot lairetam rettam ro tcaf a gninrecnoc noitamrofni eslaf sniatnoc tnemetat

P – STNEDISER HATU dna AINAVLYSNNE   na selfi nosrep rehto ro ynapmoc ecnarusni yna duarfed ot tnetni htiw dna ylgniwonk ohw nosrep ynA
a  noitamrofni ,gnidaelsim fo esoprup eht rof slaecnoc ro noitamrofni eslaf yllairetam yna gniniatnoc mialc fo tnemetats ro ecnarusni rof noitacilpp
c  .seitlanep livic dna lanimirc ot nosrep hcus stcejbus dna emirc a si hcihw ,tca ecnarusni tneluduarf a stimmoc otereht tcaf lairetam yna gninrecno
P – STNEDISER OCIR OTREU   ,noitacilppa ecnarusni na ni noitamrofni eslaf stneserp gniduarfed fo noitnetni eht htiw dna ylgniwonk ohw nosrep ynA
o  mialc eno naht erom stneserp ro ,tfieneb rehto yna ro ssol a fo tnemyap eht rof mialc tneluduarf a fo noitatneserp eht sesuac ro ,spleh ,stneserp r
f evfi naht ssel ton fo enfi a yb noitaloiv hcae rof denoitcnas eb llahs ,noitcivnoc nopu ,dna ynolef a rucni llahs ,ssol ro egamad emas eht ro  
t .seitlanep htob ro ,sraey )3( eerht rof tnemnosirpmi fo mret dexfi a ro ,)000,01$( srallod dnasuoht net naht erom ton dna )000,5$( srallod dnasuoh  
S gnitaunetxe fi ,sraey )5( evfi fo mumixam a ot desaercni eb yam dehsilbatse suht ytlanep eht ,tneserp ]eb[ secnatsmucric gnitavargga dluoh  
c  .sraey )2( owt fo muminim a ot decuder eb yam ti ,tneserp era secnatsmucri
V – STNEDISER TNOMRE   tnemetats eslaf a sekam ylgniwonk ro ssol a fo tnemyap rof mialc tneluduarf ro eslaf a stneserp ylgniwonk ohw nosrep ynA
i  .wal etats rednu esneffo lanimirc a fo ytliug eb yam ecnarusni rof noitacilppa na n
V – STNEDISER AINIGRI   na stimbus ,rerusni na tsniaga duarf a gnitatilicaf si ehs/eh taht gniwonk ro duarfed ot tnetni eht htiw ,ohw nosrep ynA
a  .wal etats detaloiv evah yam tnemetats evitpeced ro eslaf a gniniatnoc mialc a selfi ro noitacilpp

Y .mrof noitangised yraicfieneb etarapes a etelpmoc osla tsum uo   .sliated rof secruoseR namuH ees esaelp ,snoitseuq yna evah uoy fI
Basic Term Life, Accidental Death & Dismemberment, Optional Term Life, Dependent Term Life, Long-Term Disability, Short-Term Disability Insurance coverages are issued and 
or administered by The Prudential Insurance Company of America, 751 Broad Street, Newark, NJ 07102. Life Claims: 1-800-524-0542 and Disability Support 1-800-842-1718. The 
Booklet-Certificate contains all details, including any policy exclusions, limitations, and restrictions, which may apply. If there is a discrepancy between this document and the 
Booklet-Certificate/Group Contract issued by Prudential, the terms of the Group Contract will govern. Contract provisions may vary by state. California COA #1179, NAIC#68241. 
Contract Series: 83500. 
©2020 Prudential Financial, Inc. and its related entities. 
Prudential, the Prudential logo and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many jurisdictions worldwide. 
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IMPORTANT INFORMATION ABOUT BENEFICIARY DESIGNATIONS   

Use this form to designate or make changes to the beneficiary(ies) of your Group Insurance death proceeds. The information on this form will replace 
any prior beneficiary designation. You may name anyone or any entity as your beneficiary and you may change your beneficiary at any time by completing 
a new Group Insurance Beneficiary Designation/Change form. Common designations include individuals, estates, corporation/organizations and trusts. 
Payment will be made to the named beneficiary. If there is no named beneficiary, or the named beneficiary predeceased the insured, settlement 
will be made in accordance with the terms of your Group Contract.

DEFINITIONS
You may find the following definitions helpful in completing this form:
Primary Beneficiary(ies) – the person(s) or entity you choose to receive your life insurance proceeds. Payment will be made in equal shares unless 
otherwise specified. In the event that a designated primary beneficiary predeceases the insured, the proceeds will be paid to the remaining primary 
beneficiaries in equal shares or all to the sole remaining primary beneficiary.
Contingent Beneficiary(ies) – the person(s) or  entity you  choose to  receive your life insurance proceeds if  the primary beneficiary(ies) die (or the entity  
dissolves) before you die. Payment will be made in equal shares unless otherwise specified. In the event that  a  designated contingent beneficiary predeceases 
the  insured, the  proceeds  will  be  paid  to  the  remaining contingent beneficiaries in equal shares or all to the sole remaining contingent beneficiary.

INSTRUCTIONS FOR DESIGNATING A PRIMARY OR CONTINGENT BENEFICIARY

1. EMPLOYEE INFORMATION
•  All information in this section is required.
•  Unless otherwise indicated in Section 1, the information supplied on the form will apply to ALL coverages offered under the employer’s group plan.
• Unless otherwise indicated in Section 2, the information supplied on the form will apply to all the Group Life coverage(s) issued by The Prudential 

Insurance Company of America to the group contract holder.

2. BENEFICIARY DESIGNATION
• You may name more than one primary and more than one contingent beneficiary. This form allows you to name up to four primary and four  

contingent beneficiaries. If you need additional space, please attach a separate sheet of paper.
• Please indicate the percentage share designated to each primary beneficiary. The total for all primary beneficiaries must equal 100%. If no 

percentages are specified, the proceeds will be split evenly among those named. Payment will be made to the named beneficiary. If there is  
no named beneficiary, or the named beneficiary predeceased the insured, settlement will be made in accordance with the terms of your Group 
Contract. If designating percentages for contingent beneficiaries, the percentage for all contingent beneficiaries must also equal 100%.

• You can name an individual, corporation/organization, trust, or an estate as a beneficiary. The following examples may be helpful in designating 
beneficiaries:

Individual: “Mary A. Doe”
• Each name should be listed as first name, middle initial, last name (“Mary A. Doe,” not  “Mrs. M. Doe”)
• Include the address, telephone number, social security number, relationship and Date of Birth for each individual listed.
•  Indicate the percentage to be assigned to each individual.
Estate: “Estate of the Insured”
•  Select “Other” as the Beneficiary Description and write “Estate” in the blank space provided.
•  Indicate the percentage to be assigned to the Estate of the Insured.
Corporation/Organization:  “ABC Charitable Organization”
•  Select “Corporation/Organization” as the Beneficiary Description.
• Write the legal name of the corporation or organization in the space for the Beneficiary’s First Name.
•  Include the address, city and state, telephone number and tax ID number of operation for each organization or corporation listed.
•  Indicate the percentage to be assigned to the corporation or organization.
Trust: “The John Doe Trust. A Trust with a trust agreement dated 1/1/99 whose Trustee is Jane Smith.”
•  Select “Trust” as the Beneficiary Description.
•  Indicate the percentage to be assigned to the trust.
• Complete Section 3, Trust Designation.

3. TRUST DESIGNATION
•  Complete this section if you have named a trust as a primary or contingent beneficiary in Section 2. Fill in the name and address for each trustee.
•  Fill in the title and date of the Trust Agreement in the space provided.

4. AUTHORIZATION/SIGNATURE
• The employee must read, sign and date the authorization.
•  Submit the completed form to your Benefits Administrator or Human Resources (as directed by your employer) and keep a copy for your records.
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Group Insurance Beneficiary Designation/Change DATE:             /            /                     

2. BENEFICIARY DESIGNATION: I hereby revoke any previous designations of primary benefiiary(ies) and contingent beneficiary(ies), if any, and in the event of my death, designate the following:

A. Primary Beneficiaries
Beneficiary Description (check one) First Name MI Last Name Address (include city, state, ZIP) Relationship Date of Birth SSN/Tax ID Number Phone % Share

 Individual    Other ___________ 
  Trust     Corporation/Organization

 Individual    Other ___________ 
  Trust     Corporation/Organization

 Individual    Other ___________ 
  Trust     Corporation/Organization

 Individual    Other ___________ 
  Trust     Corporation/Organization

TOTAL: (Must equal 100%)B. Contingent Beneficiaries
Beneficiary Description (check one) First Name MI Last Name Address (include city, state, ZIP) Relationship Date of Birth SSN/Tax ID Number Phone % Share

 Individual    Other ___________ 
  Trust     Corporation/Organization

 Individual    Other ___________ 
  Trust     Corporation/Organization

 Individual    Other ___________ 
  Trust     Corporation/Organization

 Individual    Other ___________ 
  Trust     Corporation/Organization

TOTAL: (Must equal 100%)3. TRUST DESIGNATION - COMPLETE IF A TRUST HAS BEEN NAMED AS A BENEFICIARY IN SECTION 2
Trustee’s Name (First, MI, Last) Address (include city, state, ZIP)

And successor(s) in trust, as Trustee(s) under dated as amended and executed by me and said Trustee.
Title of Agreement Date of Agreement

Unless otherwise indicated below, this Beneficiary Designation/Change form applies to ALL coverages offered under my employer’s group plan. 
This form applies only to  Basic Life  Basic AD&D  Optional Term Life  Optional AD&D  GUL  GVUL coverage(s).

Marital Status (check one) 
 Married  Widowed 
 Single    Divorced

Gender (check one) 
 Male 
 Female

Has this insurance 
been assigned? 

 Yes  No

1. EMPLOYEE INFORMATION (please print)

Last Name First Name MI Employee ID# (if applicable)

Address City State ZIP Code Daytime Phone Home Phone Date of Birth Date of Hire Date of Retirement (if applicable)

Name of Employer/Group Policyholder Group Policy No.
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4. AUTHORIZATION/SIGNATURE I authorize my plan administrator to record and consider the individuals/institutions that I have named on this form as beneficiaries 
for benefits under the applicable employee benefit plans. If designating a trust as a beneficiary, I understand Prudential assumes no obligation as to the validity 
or sufficiency of any executed Trust Agreement and does not pass on its legality. In making payment to any Trustee(s), Prudential has the right to assume that the 
Trustee(s) is acting in a fiduciary capacity until notice to the contrary is received by Prudential at its Group Life Claim office. I agree that if Prudential makes any 
payment(s) to the Trustee(s) before notice is received, Prudential will not make payment(s) again.

Employee’s Signature   X Date Signed

The employee must sign and date this form. The signature date must be the date the employee actually signed the form.

Group Life coverage(s) are issued by The Prudential Insurance Company of America, a New Jersey company, 751 Broad Street, Newark, NJ 07102. Group Variable  
Universal Life Insurance is distributed by Prudential Investment Management Services LLC, 655 Broad Street, 19TH Floor, Newark, NJ 07102, a registered broker/
dealer and a Prudential Financial company. Please refer to the Booklet-Certificate, which is made a part of the Group Contract, for all plan details, including  
any exclusions, limitations and restrictions which may apply. Contract provisions may vary by state. Contract series: 83500 (Term Life), 89579 (Group Variable  
Universal Life), 96945 (Group Universal Life).

©2016 Prudential Financial, Inc. and its related entities.

Prudential, the Prudential logo and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many jurisdictions worldwide.

Group Insurance Beneficiary Designation/Change
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