MetLife

Metropolitan Life Insurance Company, New York, NY

	  Name of Employer (Please Print)

  Trinity Health                            TSLC
	Customer Number

105068
	  Reporting Location Number

	  Employer's Street Address

  39500 Orchard Hill Place
	  City

  Novi
	State

MI
	Zip Code

48375

	Name (print)
	 First
	 Middle
	 Last
	
	Social Security No.


	Date of Birth (Mo./Day/Yr.)
	 ( Female                                           
 ( Male

	Address
	Street
	
	
	 City
	
	 State
	Zip Code

	E-mail Address
	
	
	
	
	
	
	 Phone No. (include area code)

	COVERAGE REQUEST DATA:
	
	
	
	
	
	

	I have received and read a copy of my employer's current announcement of the group life insurance plan. 

	I request the following coverage under this plan:

	Note: If you and/or your dependents are currently enrolled, the amounts chosen below will not be in addition to the amounts you already have.  Please request the total amounts

	             you desire for you and/or your dependents under this plan.

	Associate  Coverage
	
	
	
	
	
	

	   FORMCHECKBOX 
 Basic Life (Employer Paid)
	 FORMCHECKBOX 
 Optional Life

	
	
	
	        ( 1 x ( 2x ( 3x ( 4x ( 5x Basic Annual Earnings up to a maximum of $1,000,000.

	Dependent Spouse Coverage
	
	
	
	
	
	

	 FORMCHECKBOX 
Dependent Spouse Life* 

( $10,000   ( $20,000   ( $50,000   ( $100,000



	Dependent Child Coverage
	
	
	
	
	
	

	   FORMCHECKBOX 
Dependent Child Life*

( $2,000     ( $5,000     ( $10,000   ( $20,000

	

	  *Amounts will be subject to state limits, if applicable.

	
	
	
	

	If applying for Dependent coverage (Spouse and/or Child), complete this section:
	

	
	
	
	
	
	

	                     Name (Last, First, MI)
	   Date of Birth
	Sex (M/F)
	
	

	Spouse:
	
	
	
	
	
	
	
	
	
	
	
	

	Child(ren):
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


ENROLLMENT FORM FOR TRINITY HEALTH

Basic Life / Associate Supplemental Life / Spouse Supplemental Life / Child Supplemental Life
SECTION TO BE COMPLETED BY EMPLOYEE

PLEASE RETAIN A COPY OF THE FULLY COMPLETED FORM FOR YOUR RECORDS 

AND RETURN THE ORIGINAL TO:

HR DEPARTMENT

	Life Insurance 

	Age
	Rates
	Calculation Examples:

Assume an associate is 35 years of age, earns $22,300 per year, and elects supplemental life insurance at 2 x the annual salary:

Step 1:
$22,300 X 2 = $44,600 (round to the next higher $1,000 = $45,000)

Step 2:
$45,000 / 1,000 = 45

Step 3:
45 X $.075 = $3.375 monthly

Step 4:   $3.375 monthly X 12 months/ 26 pays per year = $1.56 per pay

Assume the same associate selects $50,000 coverage for his/her spouse:

Step 1:
$50,000/1000 = 50

Step 2:
50 X $.075 (based on associate’s age) = $3.75 monthly

Step 3:   $3.75 monthly x 12 months/26 pays per year = $1.73 per pay



	< 25
	$0.041
	

	25 – 29
	$0.048
	

	30 – 34
	$0.067
	

	35 – 39
	$0.075
	

	40 – 44
	$0.083
	

	45 – 49
	$0.124
	

	50 – 54
	$0.191
	

	55 – 59
	$0.357
	

	60 – 64
	$0.548
	

	65 – 69
	$1.046
	

	70 +
	$1.616
	

	Child Life is .143 per $1,000 increment
	Assume the same associate selects $10,000 coverage for child(ren):

Step 1:
$10,000/1000 = 10

Step 2:
10 X .143 = $1.43 monthly

Step 3:   $1.43 monthly x 12 months/26 pays per year = $0.66 per pay




Calculation Formula (Optional Life):
_____________   X
_____________    = 
_____________

Annual Salary

Enter Level of 

Coverage Amount

Rounded to Next $1,000
Optional Life, 1x to 5x

_____________   /
1,000                     =
_____________

Coverage Amount




Factor

_____________   X
_____________    = 
_____________  X  12 months / 26 pays =
_____________

Factor


Enter Rate from

Monthly Amount




Per pay




Table above 

Calculation Formula (Spousal Life):
· $  10,000

· $  20,000

· $  50,000

· $100,000 
     /
1,000                     =
_____________

Coverage Amount




Factor

_____________   X
_____________    = 
_____________  X  12 months / 26 pays =
_____________

Factor


Enter Rate from

Monthly Amount




Per pay




Table Above
Calculation Formula (Child Life): 

· $  2,000

· $  5,000

· $10,000

· $20,000 
     /
1,000                     =
_____________

Coverage Amount




Factor

_____________   X
$.143

      = 
_____________  X  12 months / 26 pays =
_____________

Factor





Monthly Amount




Per pay
I hereby authorize Trinity Senior Living Communities to make the required payroll deduction each pay period for supplemental and/or dependent life requested as noted below:





Cost per pay (See back of form for calculating costs):





Supplemental Life:	$___________________





Spouse Life:		$___________________





Child Life:		$___________________





Associate Signature:____________________________________________











