
CIGNA 
ACCEPTANCE AND PAYROLL DEDUCTION AUTHORITY 

BALL STATE UNIVERSITY 
 
 
EMPLOYEE                   
 NAME (PRINT) __________________________________________________   ____  Male 
           Last Name                          First (Given) Name        M. I.    ____  Female 
 
                                 
Date of 

Month 

Employment 

             Day                       Year 
Date of 

Month 

Birth 

                Day Year 

 
Beneficiary’s name with right to change as stated in the policy (beneficiary should be written 
“Helen Jones”, not “Mrs. Henry A. Jones” nor “Mrs. H. A. Jones”). 
 
BENEFICIARY NAME (PRINT): Insert full name of Beneficiary 
 

 

 

 

Relationship to Employee 
 

Address of Beneficiary 
 

If more than one Beneficiary is named, the Death Benefit, unless otherwise provided herein, will be paid 
in equal shares to the designated Beneficiaries who survive the Employee.  If no such Beneficiary 
survives, payment will be made in accordance with the terms of the policy. 
 
I HEREBY ACCEPT THE FORMS(S) OF GROUP INSURANCE PRESENTLY CONTRACTED FOR BY MY 
EMPLOYER WITH CIGNA IN THE AMOUNT(S) FOR WHICH I AM OR MAY BECOME ELIGIBLE AND 
AUTHORIZE UNTIL REVOKED BY ME IN WRITING THE DEDUCTION BY MY EMPLOYER FROM MY 
EARNINGS OF AMOUNTS SUFFICIENT TO COVER MY CONTRIBUTIONS TOWARD THE PREMIUM UNDER 
THE SAID GROUP INSURANCE CONTRACTOR(S). 
 
 
 
_____________________________  _____________________________________________ 
            Date  signed     Signature of Employee 
 


