
Group Plans Enrollment Form for Missionary Church, Inc.

A. GEnErAl InForMAtIon (All sPACEs Must bE CoMPlEtEd)

Employer name: _________________________________________________________________  Employer number: ___________________________________

Employee name: Last: ____________________________________________________  First: ____________________________________________  MI: ________ 

Birth date:_______/________/_______  Social Security number: __________________________________

Home address: ___________________________________________________________________________________________________________________________________________________ 

City: ___________________________________________________________________________  State: __________ ZIP Code:  ___________________________ 

Daytime telephone: (__________) ___________________________________  Email: ___________________________________________________________________________ 

Gender:        Male               Female           Marital status:           Married              Single         Position/Title: ___________________________________

Monthly salary*: $___________________  Date of full-time employment: _______/________/_______ Coverage effective date: _______/________/_______
*Includes cash salary + Social Security + housing allowance, or cash salary + Social Security + parsonage allowance + utilities paid.

b. bEnEFIt ElECtIon

Family life plan       Yes       No 

Long-term disability plan        Yes        No

C. lIFE InsurAnCE PArtICIPAnt & dEPEndEnt* InForMAtIon (onlY lIst FAMIlY MEMbErs to bE CoVErEd)
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*8030*

Self

         dental 
sex        dental          Id number

 last name First name Initial  social security number   relationship    birth date                M/F         Yes/no        Yes/no 

* Your spouse and children
up to age 26 are eligible
for coverage.

d. bEnEFICIArY dEsIGnAtIon  

(this beneficiary designation is only applicable to your life benefits)
 relationship birth date social security number

Primary beneficiary:*___________________________________________________________________   __________________   _____/_____/_____   _______________________

Primary beneficiary:*___________________________________________________________________   __________________   _____/_____/_____   _______________________

Secondary beneficiary:*________________________________________________________________   __________________   _____/_____/_____   ________________________

Secondary beneficiary:*________________________________________________________________   __________________   _____/_____/_____   ________________________

E. rEquIrEd sIGnAturEs

I authorize my employer to arrange for me to be covered under the terms of the plans I have chosen. I also authorize my employer to make any 
required deductions from my earnings as my contribution to the cost of this coverage.

Employee signature: ______________________________________________________________________________________  Date:_______/________/_______

Employer representative: __________________________________________________________________________________  Date:_______/________/_______

IntErnAl usE onlY 

Processed by: ____________________________________________________________________________________________  Date:_______/________/_______
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