BENEFICIARY DESIGNATION FORM INSTRUCTIONS THE

HARTFORD

You must select your beneficiary — the parson (or more than one person) or legal entity (or more
than one entity) who receives a benefit payment if you die while covered by the plans. Please make
sure that you algo name a contingent beneficiary — who would receive your baneafit if your primary
beneficiary dies first,

The completion of this Beneficiary Form will revoke any previous beneficiary designation{s), if any,
for your group term life insurance andfor accidental death and dismemberment (AD&D) insurance
issued to this group/employer.

Please make sure your beneficiary designation is clear so that there will be no question as to your
meaning. If you name more than one primary or contingent beneficiary, show the percentage of your
benefit 1o be paid to each beneficiary. The listed percentages must add up to 100%. Please provide
all of the information requested. If your beneficiary is not related either by blood or by marriage,
insert the words, "Mot Related” as their siated relationship. If you need assistance, contact your
Company’s benefits administrator or your own legal advisor.

A beneficiary for employee Life Insurance may be changed at any ime upon written request.

Please note that in ne event may a beneficiary be changed by a Power of Attorney (POA).

Sample wording for common beneficiary designations are shown below:

Example #1:

Jane Doe Relationship: Spouse Benefit Percentage: 100%
Example #2:

Jane Doe Relationship: Spouse Benefit Percentage: 50%
Susan Doe Relationship: Daughter Benefit Percentage: 25%
John Does Relationship: Son Benefit Percentage: 25%

If additional space is required, write, "See attached”, on the beneficiary line on the benaficiary
designation form and attach a separate sheet, listing all the required beneficiary information for each
beneficiary listed, This separate sheet should be signed by you (the Employee) and dated.

The Hartlard® i The Harifoed Financal Services Group, Inc. and its. subsidiaries, including undecsriting companiss Harifosd Lfe and Acocaent Insuranca
Coenpary and Harfced Fing insurance Company. Mome Olfice is Hartford, CT. The Hamlocd g ihe sdmenisiralor for corlain :q!lil'l-l! banafils business
wrizan by Astra Lile Insurance Company and Takoos Resolon Lile lesurance Company (lormarly knoen as Hartford Life Insurance Corpany). The
Hariford alia provides adminsbative olan pardias lof smplovar leave of absenca progerams and seff-fursded disshilily basalil plans
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BENEFICIARY DESIGNATION

THE
[ ] initial Benaficiary Designationis) OR || Change of & prior benaficiary designalticn|s) (chack anty ono bax), | haraby revoke any HARTFORD
praniciss banaficlany deslgration(s), # any, for my group lerm e insurance andior acddontal death and dismemboenrmant (ADED) inswanos issued o
ymuwﬁmmwmwmmmmumummmﬁ

Employes Name: | Employes 1D Number: Sacial Number:
| X X 000
Emplayse Addrass; Talaphana Number:
- . .
Palicyholdes/Emplayer: Palicy Murmbar: II

HAMING YOUR GROUP LIFE BENEFICIARY

It is important thal your beneficary designalion be chear so thene will b no question as 1o your inlent. 11 s also important
thai you name a primary and confingent beneficiary, If yvou need assistance, contact your Company representative o your
awm legal counsel, Banefils payable for a Dependeant’s death are payable, whare applicable, ta You if living,. clherwvise, We
may, al Our option, pay the benefit to Your surviving spouse or (o the execulons ar admindstrators of Your estate.

| PRIMARY BENEFICIARY(IES) |
Hama: Crata of Birth:
Address: Telephone Numbes: | |
Sockal Security Nuriber: _ Relationship: Benefit Percent -
Hama: Dala of Birth:
Address: Telephone Mumber: | }
Social Security Number; Relationship: Benefil Percent: %
Mama: - ~ Date of Binh;
Address: Tedaphonea Bumbear: | }
Soclal Securily Number: _ Relationship: Benefil Percant: %
CONTINGENT BENEFICIARY(IES) | !
Mame: Date of Birth: I
Addrass: Talaphone Number:{ l
Social Security Mumber: Relationship: Benefit Porcent: %
Hamae: Crate of Birthc
Addrass: Talephaone Numbaer: | i
Social Security Mumber: Redationship: Banefil Percant: %

Disclaimer: Spousal consent does. not apply 1o ERISA plans.
Spousal Consent For Community Properly States Only: i you liva in o communily propety slabe - Alaskn, Anzona, Calformia, ldako,
Lowsiong, Mewada, Moy Medoo, Puerlo Raco. Texns, Washington, or Wisoonsin = you may compledn the Spousal Conment sectan, which allows
mrrmmb:wamah‘:e.n-rha-rﬁu'ﬂb:mymrwiw'pmmﬂyiﬂﬂmhmmh.tmlmmumarrtnjrnk-nruq..lnlpnuﬂ
conganl. Please sed yoof Bensits Adiferedlralor for delails.

Thiss will cprtify fhal. &5 spouss of the Employes ramed akbove, | herely consant tp my spouse designating the persan(s) ksled above as
bamalicEaries of group e and'or sccidentsl deafh inpurancs wndar the abowe poboy and waive any nghis | may R b Thip prescends ol such insurance
unidar apphcable communily properdy laws. | understand thal s consani And waindr suparsads Any piof Spoutal Cconsand of walves wnder Bhis plan.

Signature of Employee's Spouse: Dato:

I, the undarsigred, reserve the right 1o change the benaficiary(ies) without The consent of sald beneficiaryies).

Signature of Employes: Date:
Please note thal in no event may 8 baneficiary ba changed by o Power of Atiarney (POA)
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