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Name of Employer 
Iowa State Association of Counties 

Location/Division 
1 

Bill Group 
000001 

Policy # and Class # 
VAR209422 / 1 

Policy # and Class # 
 

Policy # and Class # 
 

Policy # and Class # 
 

Policy # and Class # 
 

  
Application Type: £ Initial Eligibility/New Hire         £ Late Applicant £ Other     

£ Increase £ Approved Annual Enrollment  
£ Change in Status:  Nature of Change(s):      

                       Date of Change:     
  If marriage, divorce or birth of a child, please provide copy of document. 
 

Employee/Member Information – Always Complete 

 
Are you actively performing all the duties of your occupation or profession?   £ Yes    £  No 
 
If “No,” explain:     
 
Spouse Information – Complete Only If Applying for Spouse Coverage 
Spouse Name 
 

Gender 
 

Date of Birth 
 

Age 
 

State of Birth 
 

Address 
 

City 
 

State 
 

Zip 
 

 

Coverage Elected and Amounts   

Coverage Enroll or 
Decline1 

Current 
Amount 

Increase or 
Decrease Total Amount Applied For Premium 

Voluntary AD&D:  Employee £  Enroll  
£  Decline   $___________ See Premium Table 

  Voluntary AD&D: Employee &   
                               Family

 £  Enroll  
£  Decline   $___________ See Premium Table 

  Voluntary AD&D: Employee &
                               Child(ren)  

£  Enroll  
£  Decline   $___________ See Premium Table 

1"Enroll" authorizes employer to payroll deduct premiums. 

 

Submit completed Enrollment 
and Statement of Health form 
to: 
EOIApplications@rsli.com or 
 
Reliance Standard  
P.O. Box 7818 
Philadelphia, PA  19101-7818 
 
We do not accept faxed forms. 

Name 
 

Social Security Number 
 

Gender 
 

Date of Birth 
 

Age 
 

State of Birth 
 

Date of Hire 
 

Address 
 

City 
 

State 
 

Zip 
 

Phone Number 
 

Occupation 
 

Annual Compensation 
 

Hours Worked Per Week 
  

Email Address 
 

mailto:EOIApplications@rsli.com


Employee/Member Name 
 

Date of Birth 
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Read, Sign and Date Below 
I understand and agree that: 
•  The information provided on this Enrollment and Statement of Health form is true and correct to the best of my knowledge. 
•  The insurance requested will become effective in accordance with the individual effective date information in the Policy; any amount 

subject to evidence of insurability will not become effective until approved by Reliance Standard and Reliance Standard has the right to 
refuse my request.  Coverage is subject to a minimum participation requirement at the employer level and if the minimum is not met, 
coverage may not be issued even though an enrollment form has been completed.  An effective date is subject to eligibility requirements, 
satisfaction of service waiting period (if applicable) and payment of first premium when due.  An effective date may be deferred for an 
employee not actively at work and enrolled dependents confined to a hospital or at home. 

•  Benefits are subject to terms and conditions of the Policy. 
•  For age-banded rate plans, premiums increase as an employee (or spouse, if applicable) moves from one age band to the next.  
•  If payroll deduction of premiums begins prior to Reliance Standard’s processing of the enrollment form, it does not mean coverage is in 

effect; premiums paid for coverage not issued will be returned. 
 
I further understand and agree that if I am applying after the expiration of my initial eligibility period, all medical tests and costs for 
attending physician reports may be without expense to Reliance Standard Life Insurance Company and I may be responsible for paying 
the expenses, if any. 
 
I acknowledge receipt of the "Designation of Beneficiary" form and “Important Information Regarding Applications for Insurance”. If a Designation of 
Beneficiary form is not completed or one is not on file with the Plan Administrator, the provisions of the Policy will determine to whom benefits, if any, 
will be payable. 
 
Please Note: During an approved enrollment, guaranteed issue amounts of insurance will not require a Statement of Health form provided the 
Enrollment form is complete, signed and received by your employer during your enrollment period and: a) you are not a late applicant with respect to 
insurance for yourself (and/or your spouse, if applicable); or b) during your present service with your employer or an affiliate, you (and/or your 
spouse, if applicable,) have not, with respect to insurance with Reliance Standard or an affiliate: had an application withdrawn; been previously 
declined; had coverage postponed; or voluntarily terminated; or c) the enrollment period is not one with specific guaranteed issue/health acceptability 
rules. 
 
X ____________________________________     _______________ 
    Employee’s/Member's Signature                     Date 
    (required at all times) 

 
X ____________________________________     _______________ 
    Spouse’s Signature                                      Date 
    (required if spouse Statement of Health required) 



 

 

 

     Designation of Beneficiary 
 
 
 
Policyholder 

 
Policy Number(s) 

 
Insured Name 

 
Social Security Number 

 
I hereby designate the following as my beneficiary (ies) under the above policy number(s): 
Primary Beneficiary(ies) 
 

Full Name and Address (Please Print) Percentage* 
(Must total 100%) 

Date of Birth Relationship Social Security Number 

     

     

     

 
* If no percentages are indicated, benefits will be divided equally between all primary beneficiaries. 
 
Contingent Beneficiary(ies) (applicable only if you are not survived by one or more primary beneficiaries) 
 

Full Name and Address (Please Print) Percentage* 
(Must total 100%) 

Date of Birth Relationship Social Security Number 

     

     

     

 
* If no percentages are indicated, any benefits payable to contingent beneficiaries will be divided equally between all 
contingent beneficiaries. 

 
♦ This beneficiary designation revokes all revocable prior beneficiary designations. 
♦ Unless you indicate otherwise, if any beneficiary predeceases you, that beneficiary's share will be divided pro-rata 

among the surviving beneficiaries of the same class (primary or contingent). 
♦ If no beneficiary (primary or contingent) survives you, payment will be made pursuant to the terms of the 

applicable policy. 
 

 
Date 

 
Signature of Insured 

 




