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_ AIA TfUSt GROUP ACCIDENTAL DEATH AND DISMEMBERMENT
L A ombere & Componante INSURANCE APPLICATION

4 N

Official Member No.:

To Apply, Please

Name: Complete and Return to:
Address: AIA Trust Insurance Program
' P.O. Box 22859
KCi’[y, State, Zip: / Santa Barbara, CA 93121

Request for Group Insurance from:
New York Life Insurance Company
51 Madison Ave., New York, NY 10010

1 Member Information:
Please print in ink or type. Do not use correction fluid or gel pens. Initial and date any changes made.

Na le-

aavess: || || L

City,

ez || [T T TTTTTTTTTTITTTITTIIITTIIT] (1) [ITTT]
[

State, Zip: ‘ H H
Work
LT 1] Pha

Home ) .
phone: (| | ) L L =0 0L sex Comele (Female

Phone: (‘ H H ‘) ‘ ‘

soiasaty | |- 1= 111 owsarsiee] | =[]

Marital Status: O Married /) Divorced /) Single QWidowed

. ‘ ‘ (For internal use only. Email addresses
Email Address: will never be sold or shared.)

a. Are you now a member of the AIA? () Yes () No MemberNumber:‘ H H H H H H H H H H H ‘

b. Are you now a member or candidate of the )
American Society of Landscape Architects? ( ) Yes ( ) No Member Number:‘ H H H H H H H H H H H ‘

RESIDENCY: In the next 12 months does any person proposed for insurance intend to reside outside the U.S. or Canada?

Member: QYes QNO Country(ies):‘ ‘If”Yes,”forhow Iong?z

Spouse: . JYes ( JNo Country(ies):‘ ‘If”Yes,”forhoonng?S
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2 Insurance Requested: Refer to plan information for eligibility, options and coverage description.
| HEREBY APPLY FORTHE FOLLOWING COVERAGE(S):

) Member Only ( )$50,000 ( )$100,000 () $150,000

) Spouse ()$50,000 )$100,000  (Spouse coverage not to exceed Member coverage.)
) Child(ren)*
*Child coverage is available for $15,000.

If requesting spouse or child coverage, please complete below: (Please provide information for additional children on a separate,
signed and dated sheet.)

spouseName: | | | | | [ LI LD LD LDl

FIRST, M.I., LAST

Date of Birth: ‘ H ‘ ‘ H ‘ ‘ H H H ‘ Sex: QMaIe C/ Female
crignames L1 LI LTI TTTTTT] | L] H IINNEEREEENEREEEEE
Date of Birth: ‘ H ‘—‘ H ‘—‘ H H H ‘ Sex.QMaIe GFemaIe
MONTH DAY YEAR
cnidName: | || L LD L]
FIRST, M.I, LAST
Date of Birth: ‘ H ‘—‘ H ‘—‘ H H H ‘ Sex:QMaIe QFemale
MONTH DAY YEAR

PLEASE CHECK BOX: C | understand that | will be billed quarterly for my coverage.

Beneficiary Designation: Insert name, address and relationship.

| make the following beneficiary designation with respect to all the insurance on my life under this AIA Trust Group Accidental Death &
Dismemberment Insurance Plan and if | am already covered under the Plan, | hereby revoke any prior beneficiary designation. The benefi-
ciary for dependent coverage shall be the insured member—or owner of the coverage if other than the member—as provided in the
Group Policy. (If you want to name a different beneficiary for spouse coverage, please contact the Administrator.) (1) In naming more
than one beneficiary, please note if each is to be primary and/or secondary, and the percentage of death proceeds to be distributed to
each. (2) If naming a trust, please indicate the full name and date of the trust. (Attach a separate sheet if necessary, then sign and date it.)

pimrysentayis: ||| | [ [T TTTTTITTT LTI ITTTTTTITITT!

L NAME: FIRST, M.I

e [ LLL LTI LT LTI

City,
site,ze L[ L LT LTI CO) (LT
Covanger | % Anemoar | LTI ™ LT LT

seomnyBrecayis| | 1 | | | | [ 11| LI L L L LTI

s (LTI T TT OO LI LTI T T Td

City,

state,zi: [ | | [ [ [ [T TTTTTTTTTIITTIT I O] [T

P f Relationshi Social Securi

coverage: | | | % anmemper: | | | L LTI Nomoor ™ [ L LT
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4 Declarations: Please read, sign and date in ink.

| request the group insurance shown above. To the best of my knowledge and belief the statements | have made are true and
complete. | understand that New York Life has the right to require additional information and, if necessary, an examination by
a physician. | ask New York Life to rely on all such statements made on this form, and any supplements to it, while consider-
ing this request. | also understand that the coverage afforded will be in consideration of the answers and statements set forth
above and that any material misstatements or failures to report information material to the risk may be used as the basis for
rescission of my insurance subject to the incontestable period provision of the policy.

| understand that: (a) insurance will become effective on the first day of the month following the date approved by New York
Life if the initial contribution is paid within 31 days after the date | am billed and | and any approved dependents are actively
performing the normal activities of a person in good health of like age [for MD and NC residents: | and any approved
spouse’s health status continues to be the same as stated on this application] on the approval date; (b) any person who is not
performing such normal activities [for MD and NC residents: whose health status is not the same as stated on this applica-
tion] as required will not become insured until the day he/she is performing such normal activities [for MD and NC residents:
| and any approved spouse’s health status continues to be the same as stated on this application], provided such date is with-
in three months of the date insurance would have been effective and the person is still eligible for insurance; and (c) any divi-
dend apportioned to the group policy will be paid to the AIA Trust Insurance Plan. | also understand that AD&D benefits will
not be payable for losses due to an injury which occurred prior to the effective date of coverage.

Fraud Warning Statements

Any person who knowingly and with intent to defraud any insurance company or other person who files an application for
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, infor-
mation concerning any fact material thereto, commits a fraudulent insurance act, which may be a crime and may subject such
person to criminal and civil penalties.

For AR and LA residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and con-
finement in prison. For CO residents, the following also applies: Any insurance company or agent who defrauds or attempts to
defraud an insured shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies. For
DC residents: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the
insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits
if false information materially related to a claim was provided by the applicant. Residents of KS: Any person who knowingly
presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application
for insurance may be guilty of insurance fraud as determined by a court of law. For ME residents: It is a crime to knowingly pro-
vide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company.
Penalties may include imprisonment fines or denial of insurance benefits. For NJ residents: WARNING: Any person who
includes any false or misleading information on an application for an insurance policy is subject to criminal and civil penalties.
RESIDENTS OF NY: For AD&D only, any person who knowingly and with intent to defraud any insurance company or any 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 civil penalty not to exceed five thousand dollars and the stated value of the claim for each such vio-
|ation. Residents of OK: WARNING: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, makes
any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a
felony. For TN residents: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance com-
pany for the purpose of defrauding the company. Penalties include imprisonment fines, and denial of insurance benefits. For
VA residents: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an
application or files a claim containing false or deceptive statements may have violated state law.
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4 Declarations: Please read, sign and date in ink, continued.

By signing and dating this application, | and my spouse (if proposed for insurance), request the insurance, understand the effec-
tive date criteria, I/we have read the Fraud Notices and attest that to the best of my knowledge and belief, the statements made
regarding my health are true and complete.

pate: | | /| | 17| ||
Member’s Signature (PLEASE SIGN AND DATE IN INK) MONTH DAY YEAR

pate: | /| 1/ | ||

Spouse’s Signature MONTH = DAY YEAR
(NECESSARY ONLY IF SPOUSE COVERAGE IS REQUESTED)

Return completed form today to:
AIlA Trust Insurance Program, P.O. Box 22859, Santa Barbara, CA 93121

G-29059-3 Be Sure to Complete All Pages and Sign Last Page
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