CITY OF MIAMI / AFSCME
Life Insurance Election Form

Name:  ____________________________________________________________________________

                    LAST


   FIRST
           MIDDLE
                                     DATE OF BIRTH
Address: __________________________________________________________________________

           STREET 



              CITY

              STATE
              
     ZIP CODE

Social Security Number: _____________________  Retirement Date:________________________
Current Age: _________________
Amount of Current Employer Paid Insurance:



Cost per Month
Age 60 and under
$35,000 - $15.75

Age 61


$31,500 - $14.18

Age 62


$28,000 - $12.60

Age 63


$24,500 - $11.03

Age 64


$21,000 - $  9.45

Age 65 and over
$17,500 - $  7.88
Amount of Current Optional Life Insurance:



See table for rates
Employee:
$10,000 - $260,000:  _____________________

Spouse:
$  5,000 - $130,000:______________________

Child(ren):
$10,000 (Number of Children):________________________
TOTAL AMOUNT OF MONTHLY DEDUCTION


$____________________

CITY OF MIAMI / AFSCME

Life Insurance Election Form

_____YES, I wish to continue my employer sponsored life insurance coverage.  I understand that the monthly premium cost (reflected on the previous page will be automatically deducted from my pension benefit check.)

_____NO, I do not wish to continue my employer sponsored life insurance coverage.

_____YES, I wish to continue my Voluntary optional life insurance coverage.  I understand that the monthly premium cost (reflected on the previous page will be automatically deducted from my pension benefit check.)
_____NO, I do not wish to continue my Voluntary optional life insurance coverage.

_____________________________________________

____________________________



      Signature







Date

STATE OF FLORIDA
COUNTY OF MIAMI-DADE 

The foregoing instrument was acknowledged before me this _____day of _____, 20___, by ______________________. Personally Known _______ OR Produced Identification _______
Type of Identification Produced: _________________________________________________

(NOTARY SEAL) 
__________________________________________                                                                              (Signature of Notary Public) 

__________________________________________            (Name of Notary Typed, Printed, or Stamped)

Checklist:

______Copy of Employer Paid Life Beneficiary Form

______Copy of Voluntary Life Enrollment Form

______Copy of the Voluntary Beneficiary Form

______Other:_________________________________
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