
Long Term Disability Application 

Benefits En roll ment Form for Wakefern Food Corp 

Hartford Life and Accident Insurance Company 
One Hartford Plaza, Hartford, Connecticut 06155 (A stock insurance company) 

The Hartford® is The Hartford Financial Services Group, Inc., and its subsidiaries. 
THE� 
HARTFORD 

Instructions: 1) Please print clearly with blue or black ink and provide complete information. (Missing information causes delays.) 2) Please review the 
applicable benefit highlight/summary information for each product prior to electing coverage. You (employee) and your dependent(s) (if applicable) are 
only eligible for coverage as allowed by the applicable group policy. 3) For each coverage, please check the appropriate box( es) to elect or decline 
coverage and enter amounts where necessary. 4) Please sign and date the form. 5) Submit the form to your employer by the enrollment deadline. (Do 
not submit or send the form directly to The Hartford.) 

EMPLOYEE INFORMATION 
Name (FIRST Ml LAST) Social Security Number Date of Birth (MM/DD/YYYY) 

Gender I Married/Partnered Date of Hire (MM/0D/YYYY) Coverage Effective Date 
nM nF nYes nNo 

Street Address City State 
I 

Zip Code 

Email Address 

Class (as defined by your employer) Job Title Weekly Salary

LONG TERM DISABILITY INSURANCE 

Coverage for Employee Only Tax Treatment of Premium - Select One Option 
Monthly Premium Amount 

(Cost per Pay Period - 12/Year) 

Benefit Amount: 

60% of earnings, up to $2,500, $5,000, $10,000 or 
$ 

- -

15,000 each month depending on your class as defined 

D Premium paid post-tax (Benefits are not 
taxable) - Paid by Employee

D Premium paid pre-tax (Benefits are taxable) Paid by Employer by your employer 
-

Additional Information: 
• Your benefit amount is based on your earnings: therefore, your benefit and premium amount will change only once annually as defined by your

employer.

CONFIRMATION & SIGNATURE 
By signing below: 
• I acknowledge that I have been given the opportunity to enroll in the insurance coverage offered by my employer.
• I understand and agree that: 1) If I decline coverage now, but later decide to enroll, I may be required to provide evidence of insurability that is

satisfactory to The Hartford and be approved for such coverage before ii becomes effective; 2) My request for coverage may be denied by The Hartford;
3) Insurance will go into effect and remain in effect only in accordance with the provisions, terms and conditions of the insurance policy; 4) Only the
insurance policy(ies) issued to my employer can fully describe the provisions, terms, conditions, limitations and exclusions of my insurance coverage; 5)
In the event of any difference between the enrollment form and the insurance policy, I agree to be bound by the insurance policy; 6) No insurance will be 
valid or in force if I am not eligible in accordance with the terms of the group policy(ies) as issued to my employer; and 7) If group participation
requirements are required and are not met, the policy(ies) may not be implemented and the coverage I have elected may not be in force.

• I authorize payroll deductions from my wages to cover my cost of coverage where applicable. I understand that any premium amounts indicated on this
form are estimates, which are subject to change based on the final terms of the applicable policy, and may be subject to ongoing change based on my 
age and/or earnings. I also understand that rates and benefits may be changed by the insurer.

• I have read and understand the "Important Notice - Fraud Warning Statements" that applies to my state of residence.

Employee Signature Date of Signature 

END OF FORM-PLEASE REVIEW THE "IMPORTANT NOTICE-FRAUD WARNING STATEMENTS" ON THE FOLLOWING PAGE 
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