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Group Term Life Insurance Enrollment
Minnesota Life Insurance Company - a Securian Financial company
Administered by Ochs, Inc.  •  18-3789  •  400 Robert Street North, St. Paul, MN  55101-2025
1-800-392-7295  •  Fax 651-665-3791

Securian Financial is the marketing name for Minnesota Life Insurance Company. Insurance products are issued by Minnesota Life Insurance Company.

SPOUSE INFORMATION (only complete if electing coverage)

CHILDREN INFORMATION (only complete if electing coverage)

AUTHORIZATION

EMPLOYEE INFORMATION
Name (first, middle initial, last)	

Address (street, city, state, zip) Email address

Annual salaryDate of employment

Date of birth

Sex
 Male  Female

EMPLOYER NAME: POLICY NUMBER:

If request is due to a family status change, indicate date of change

Sex

Email address

Address (street, city, state, zip; check here if same as above )

Date of birth

Date of birth

Name (first, middle initial, last)

Name (first, middle initial, last)

I authorize my employer to withdraw premiums from my salary to pay for this insurance coverage. I’ve read the fraud 
warnings on the reverse side.

Social Security number

 Male   Female

Date signedPhone numberEmployee signature
X
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Fraud Warnings:

AR, LA, RI, WV: Any person who knowingly presents a false or fraudulent claim for payment of a loss 
or benefit or knowingly presents false information in an application for insurance is guilty of a crime and 
may be subject to fines and confinement in prison.
CO: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an 
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may 
include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent 
of an insurance company who knowingly provides false, incomplete, or misleading facts or information 
to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or 
claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the 
Colorado Division of Insurance within the department of regulatory agencies.
DC: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of 
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an 
insurer may deny benefits if false information materially related to a claim was provided by the applicant.
FL: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement 
of claim or an application containing any false, incomplete, or misleading information is guilty of a felony 
of the third degree.
KY: Any person who knowingly and with intent to defraud any insurance company or other person files a 
statement of claim containing any materially false information, or conceals, for the purpose of misleading, 
information concerning any fact thereto, commits a fraudulent insurance act, which is a crime.
ME: It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a 
denial of insurance benefits.
MD: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of 
a crime and may be subject to fines and confinement in prison.
NJ: Any person who includes any false or misleading information on an application for an insurance 
policy is subject to criminal and civil penalties.
NM: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit 
or knowingly presents false information in an application for insurance is guilty of a crime and may be 
subject to civil fines and criminal penalties.
OH: Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an 
insurer, submits an application or files a claim containing a false or deceptive statement is guilty of 
insurance fraud.
OK: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, 
makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading 
information is guilty of a felony.
PA: 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 subjects such person to criminal and civil penalties.
TN: It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
company for the purposes of defrauding the company. Penalties include imprisonment, fines and
denial of coverage.
VA: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an 
insurer, submits an application or files a claim containing a false or deceptive statement may have 
violated the state law.
WA: It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
company for the purpose of defrauding the company. Penalties include imprisonment, fines or a denial of 
insurance benefits.
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