
401k enrollment,8/30/2022 
 

401k Enrollment 

 

Social Security Number                        Contract# 513304 

 

 I elect to contribute.   

I will enroll using one of the on-line enrollment methods provided by TransAmerica.  (On the 

web TA-Retirement.com or by phone 1-800/401/TRAN (8726). 

Be sure to keep your login and password secure at all times to prevent fraud! 

 

 I would like to request the Benefits Director auto enroll me into the TA website.  I understand 

that I will still need to contact TA to assign my vesting information.  I would like to contribute 

_______ $/% amount. 

 

 I elect not to contribute at this time.   

I acknowledge that if I have selected the “I elect not to contribute” box on this form, I will not 

be making any contributions to the plan.  Note: Enrollment is available monthly after 

completion of your wait period.  Contact your plan administrator for information.   

 

 If you had prior employment with ESTOO, Indigo Sky, or Outpost Casino in the past five (5) 

years and participated in the 401k plan, please notify the Benefits Director immediately.  

______ (initial). 

 

To consolidate any/all retirement accounts.  Call TransAmerica 800-401-8726 for assistance. 

I acknowledge that this plan offers investment options through my company’s group annuity 

contract with TransAmerica and that I have read and understand the instructions that 

accompany this form. I agree to maintain secure methods to prevent access to my online 

account. 

     

Signature of Participant  Print Name  Date 

 









Symetra Life Insurance Company 
777 108th Avenue NE, Suite 1200 I Bellevue, WA 98004-5135 
Mailing Address: Benefits Division I PO Box 34690 I Seattle, WA 98124-1690 
Phone 1-800-426-7784 I Fax 1-866-348-0058 I TTY/TDD 1-800-833-6388 

GROUP LIFE INSURANCE AND DISABILITY INCOME INSURANCE ENROLLMENT 

TO BE COMPLETED BY THE POLICYHOLDER 

Policy Number 01-017943-00

Employer/Policyholder Name Eastern Shawnee Tribe of Oklahoma 

12755 West Oneida Street Wyandotte 
Street Address City 

Employee Occupation/Job Title 

Effective Date of Coverage 

$ ____ / □ HR □ WK □ MO □ YR 
Basic Earnings 

L EMPLOYEE/ENROLLEE INFORMATION 

Name 

Street Address 

Home Telephone Number 

II. BENEFITS (Please check if you wish to enroll)

Employee Date of Employment 

0 Full Time Employee 

Class Number (if applicable) 

City 

Date of Birth 

OK 74370 
State Zip Code 

Sex OM OF 

State Zip Code 

Marital Status 

Yes No Indicate the benefit amount 

Emolovee Life v' xBAE'or$ 25,000 

Employee AD&D v' x BAE' or$ 25,000 

Employee Supplemental Life x BAE' or$ 
Emolovee Sunnlemental AD&D x BAE' or$ 

Dependents who are Confined will be subject to a Deferred Effective Date - see your Certificate for details. 

Dependent Supplemental Life 
S�ouse2 

Child� 

'BAE B . A : as,c nnua IE armngs as e me 

Name 

LG-12009 12/12 

.,_ ......... 

,n your contract. 1st d epen ents names an 

Relationship Date of Birth Name 
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X BAE' or$ 
x BAE or$ 

I a es use ano d b"rthd t ( th ·t d d) er page, nee e 

Relationship Date of Birth 







- GUARDIAN• The Guardian Life Insurance Company of America

And its Affiliates and Subsidiaries 
Midwest Regional Office 
P.O. Box 14319, Lexington, KY 40512 

Please print clearly and mark carefully. 

Employer Name: 

Eastern Shawnee Tribe of Oklahoma 

PLEASE CHECK APPROPRIATE BOX 

Enrollment/Change Form 
Page 1 of 5 

Group Plan Number: 00536077 

Benefits Effective: 

D Initial Enrollment D Re-Enrollment D Add Employee/Dependents D Drop/Refuse Coverage D Information Change 
D Increase Amount D Family Status Change 

Class: _________ _ Division: ____ _ 
(Please obtain this from our Emplo er) 

About You: Social Security Number 

First, Ml, Last Name: 

Address/City/State/Zip: 

Gender: M D F D Date of Birth (mm-dd-yy): - Phone: ( ) -

Email Address: 
Are you married or do you have a spouse? LJ Yes LJ No Date of marriage/union: -

Do vou have children or other dependents? D Yes D No Placement date of adopted child: . -

About Your Job: 
Hours worked per week: Job Title: 

Work Status: Annual Salary: $ 
D Active D Retired D Cobra/State Continuation Date of full time hire: -

About Your Family: Please include the names of the dependents you wish to enroll for coverage. Additional information may be required for 
non-standard dependents such as a grandchild, a niece or a nephew. 

Spouse (First, Ml, Last Name) 

Address/City/State/Zip: 

Phone: ( ) -

Child/Dependent 1: 
Address/City/State/Zip: 

Phone: ( ) -

Child/Dependent 2: 

Address/City/State/Zip: 

Phone: ( ) -

Child/Dependent 3: 

Address/City/State/Zip: 

Phone: ( ) -

CEF2015-R-OK 

Gender 
□M □F

□ Add □ Drop Gender 
□M □F

□ Add □ Drop Gender 
□M □F

□ Add □ Drop Gender 
□M □F

Social Security Number 
- -

-- - ---

Date of Birth (mm-dd-yyyy) 
- -

- --

Social Security Number 
- -

- - -- --

Date of Birth (mm-dd-yyyy) 
- -

Social Security Number 
- -

-- -- --

Date of Birth (mm-dd-yyyy) 
- -

- --

Social Security Number 
- -

-- -- --

Date of Birth (mm-dd-yyyy) 
- -

- --

Status (check all that apply) 
D Student (post high school) 
0 Disabled 
D Non standard dependent 

Status ( check all that apply) 
D Student (post high school) 
□ Disabled
D Non standard dependent 

Status (check all that apply) 
D Student (post high school) 
□ Disabled
D Non standard dependent 

Questions? Call the Guardian Helpline (888) 600-1600 www.quardianlife.com 
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Child/Dependent 4: 0 Add O Drop Gender Social Security Number 
OM OF _ _ Status (check all that apply) 

-- -- -- D Student (post high school) 
□ Disabled

Address/City/State/Zip: 

Phone: ( ) 

Date of Birth (mm-dd-yyyy) D Non standard dependent
- -

-- -- --

Critical Illness Coverage: You must be enrolled to cover your dependents. 

Benefit reductions apply. Please see plan administrator. 
Core Spouse 
Insurance Amount : Insurance Amount 
D $5,000 D $10,000 D $15,000 D 100% of the employee's amount 

The amount may not be more than 100% of 
D I do not want this coverage. Employee Amount. 

D I do not want this coveraqe. 
Important Notes: 

Dependent/Chi ld(ren) 
Insurance Amount: 
D 25% of employee's amount 
The amount may not be more than 25% of 
Employee Amount. 
D I do not want this coveraqe. 

• Based on your plan benefits and age you may be required to complete an additional evidence of insurability form for Critical Illness.

Accident Coverage: You must be enrolled to cover your dependents. Check only one box. 
EmplQY_ee Only EE & Spouse EE & Dependent/Child(ren) EE, Spouse & Dependent/Child(ren) 

LJ$12.30 D$17.86 D$19.35 D$24.91 
D I do not want this coverage. D I do not want this coverage. 0 I do not want this coverage. D I do not want this coverage. 

Employee - Name your beneficiaries: (primary beneficiary percentages must total 100%) 
Primary Beneficiaries: 

Name:· ______ ______ _  Social Security Number: ___ -__ . ____ % __ _ 
Date of Birth (mm-dd-yy): _ _  - _ _  - __ Address/City/State/Zip: ___ __ ______________ _ 
Phone: ( ) Relationship to employee: _ ___________________ ___ _ 

Name: ______ ___ _ _ __ Social Security Number: ___ . __ . ____ % __ _ 
Date of Birth (mm-dd-yy): __ - _ _  - __ Address/City/State/Zip: _ __________________ _
Phone: ( ) Relationship to employee: _______________________ _

Contingent Beneficiary Name: _____ _____ Social Security Number: ___ -_ _ . __ _ _ % __ _
Date of Birth (mm-dd-yy): _ _  - _ _  - __ Address/City/State/Zip: _ __________________ _
Phone: ( ) Relationship to employee: _ __________ _____________ (In

the event the primary beneficiaries are deceased, the contingent beneficiary will receive the benefit. Employer maintains beneficiary information.)
Spouse and dependentfchild(ren) - If the intended beneficiary is to be someone other than the employee, please complete the Beneficiary.
Designation form. 

Cancer Coverage: You must be enrolled to cover your dependents. Check only one box. 
Employee Only EE & Spouse EE & Dependent/Child(ren) 

□ $14.78 □ $29.36 D $17.65 
D I do not want this coverage.

EE, Spouse & Dependent/Child(ren) 
□ $32.22

Complete the following question if you are enrolling for Cancer coverage. NOTE: Additional information may be required. 
Has anyone to be covered been treated for or diagnosed as having Cancer in any form, Acquired Immune Deficiency Syndrome (AIDS) or AIDS Related 
Complex (ARC) within the last 5 years? 
D Yes, I have. D No, I haven't. D Yes, my spouse has. D No, my spouse hasn't. 
D Yes, my dependent child(ren) have. D No, my child(ren) haven't. 

CEF2015-R-OK Questions? Call the Guardian Helpline (888) 600-1600 www.quardianlife.com
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Hospital Indemnity Coverage: You must be enrolled to cover your dependents. Check only one box. 
Employee Only EE & Spouse EE & DependenUChild(ren) EE, Spouse & DependenUChild (ren) 

Plan Option 1 D $22.25 D $39.27 D $25.48 D $42.50 

Applicants over the age of 69 are not eligible to enroll in Hospital Indemnity coverage. 

0 I do not want this coveraqe. D I do not want this coverage. 0 I do not want this coveraqe. D I do not want this coveraqe. 

Important Notes: 
This is a limited plan of Hospital Indemnity insurance. It is a supplement to health insurance. It is not a substitute for, hospital or medical expense 
insurance, a health maintenance organization (HMO) contract, or major medical expense insurance. 

Signature 
■ An employee's decision to elect Hospital Indemnity or not elect Hospital Indemnity must be retained until the next plan's Open Enrollment period.

If the employee elects not to enroll in the Hospital Indemnity coverage, they are not eligible to enroll until the plan's next Open Enrollment period.
■ I understand that my dependent(s) cannot be enrolled for a coverage, if I am not enrolled for that coverage.
• I understand that the premium amounts shown above are estimations and are for illustrative purposes only.
■ Submission of this form does not guarantee coverage. Among other things, coverage is contingent upon underwriting approval and meeting the

applicable eligibility requirements as set forth in the applicable benefit booklet
■ If coverage is waived and you later decide to enroll, late entrant penalties may apply. You may also have to provide, at your own expense, proof

of each person's insurability. Guardian or its designee has the right to reject your request.
• I understand that I must be actively at work or my elected coverage will not take effect until I have met the eligibility requirements (as defined in

the benefit booklet.) This does not apply to eligible retirees.
■ Plan design limitations and exclusions may apply. For complete details of coverage, please refer to your benefit booklet. State limitations may

apply.
■ Your coverage will not be effective until approved by a Guardian or its designated underwriter.
■ I hereby apply for the group benefit(s) that I have chosen above.
■ I understand that I must meet eligibility requirements for all coverages that I have chosen above.
■ I agree that my employer may deduct premiums from my pay apply premiums to my credit card or debit card, or add premiums to my dues, if they

are required for the coverage I have chosen above.
, • ■ I acknowledge and consent to receiving electronic copies of applicable insurance related documents, in lieu of paper copies, to the extent

permitted by applicable law. I may change this election only by providing thirty (30) day prior written notice.
• I attest that the information provided above is true and correct to the best of my knowledge.

'Any person who with intent to defraud any insurance company or other person files an application for insurance or statements of claim 
'containing any materially, false information, or conceals for purpose of misleading information concerning any fact material hereto, commits a 
· fraudulent insurance act, which is a crime, and may also be subject to civil penalties, or denial of insurance benefits .

. th·e state in which you reside may have a specific state fraud warning. Please refer to the attached Fraud Warning Statements page.

The laws of New York require the following statement appear: Any person who knowingly and with intent to defraud any insurance company or
other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a
civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. (Does not apply to Life Insurance.)

SIGNATURE OF EMPLOYEE X 

$5,000 Benefit Amount 

Employee $5,000 
Spouse $5,000 

$10,000 Benefit Amount 

Employee $10,000 
Spouse $10,000 

$15,000 Benefit Amount 

Employee $15,000 
Spouse $15,000 

CEF2015-R-OK 

Issue Age < 30 

$1.76 
$1.76 

$2.94 
$2 94 

$4.11 
$4 11 

DATE 

Semi-monthly Premiums Displayed 
Election Cost Per Age Brocket 

]�9 4�9 5�9 60-69 70+' 

$2.06 $3.11 $4.91 $7.01 $14.41 
$2.06 ______ "-· $3.1 '-�--� __ $4J I �--__ , __ $7.0 '�-.�$_14.41 ___ • 

$3.54 $5.64 
$3.54 $5.64 

- -•---•- ·-- ___ ... _ 

$5.01 $8.16 
$5.0 I $8.16 

$9.24 
$9.24 

$13.56 
$13.56 

$13.44 
$1 3.44 

$19.86 
$19.86 

$28.24 
$28.24 

$42.06 
$42.06 

Questions? Call the Guardian Helpline (888) 600-1600 www.quarcfianlife.com 
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