VINCENNES UNIVERSITY LK 8340
Long Term Disability Insurance Enroliment Card

(Please Print)
Employee Name
Last First iiddle
Employee Address
Number & Street City State Zip Code
Sex OM UF Date of Birth Social Security No.
£
Location/Div >ate Hired
Mo, Day Year
Qccupation

Effective date
I elect to participate in the Long Term Disability Plan and authorize the applicable decuctions.

Date

Signature
Mo. Day Year

LIFE INSURANCE COMPANY OF NORTH AMERICA, A CIGNA CoMPANY
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