
@ 
naetronotitan Transportation Authority

Dependent Life lnsurance Enrollment / Change in Coverage
for MTA Police

All sections of this form must be compleled. Please print all information clearly.

Human Resources

Section 1:

Employee Data

Name SocialSecurity #
t\r.1.

Date of Birth

sl@et city

[,la tal Status (ch€ck ono)

zip cod6

tr sinsl€ tr widowed tr oivorc.d

tr Mad6d tr sspadredMonth/O.yff€sf

Dats of Hke

Section 2:
Enrollment
Or Change
In Coverage

The lvetropolitan Transpodalion Aulhority provides baslc Dependenl Life Insurance
coverage in th€ amount of $4,000 for your spouse; $2,000 forchildren 6 months to
19 years of age; and $400 for childrsn 14 deys but l6ss lhan 6 months of age at
no cost to the omployoo.

Section 3:
Dependent Data

Llst deoendents to be covered.

Section 4:
Ben€ficiary
Designation

You are automatically ths beneficiary under the Depsndent Life Insurance
Plan, unless othorwise Indicatod below. (You may designate more lhan one
person as your primary and/or contingent beneficiary. Use a separate sheet if
morc space is needed.)

E Check thts box t you arc changlng ot evoklng yofi prcvious
h e n efl c I ery cie s I g n a{o n.

A) Primary beneficiary(ies):
Der6 | so&rs6tunly

B) Contingent beneflcia tesr:
Name I Dolo

Authorization I hereby request Dependent Life coverage under my employer's group plan, as
now or hereafter applicable to me.

Dare


