
Employee Worksheet

Employee # Add Change

Employee Information

Name Start Date

Address Re-Hire Date

City

State Status: Full Time     Part Time Seasonal

Zip Pay Period: Wkly

SS# Pay Type: Hourly

Phone Number Pay Amount:

Email Address

Tax Information

State Exemptions None Single Married

State Dependents

Extra State Withholding $ or %

SUI State

Human Resource Information

Sex Male Female Division

Race Department

Birth Date Job Title

Direct Deposit Yes No Dept

100 Oil & Gas

110 Sales

120 Clerical

Other Information

TOTAL HR SOLUTIONS, L.L.C.
Tony Cook Construction, LLC

Please Circle Applicable Choice



TONY COOK CONSTRUCTION, LLC  
402 Service Road 

Rayne, Louisiana 70578 
(337) 873-8698

Application for Employment 

Name: 
-------------------- 

Date: 

-------

Address: 

-----------------------------

Telephone Number: ________ Email Address ___________ _ 

Social Security No: ________ _ Date of Birth: 

----------

Are you 18 years of age or older? 

□ Yes □ No

Are you either a U.S. citizen or an alien authorized to work in the U.S.? 
□ Yes □ No

Have you ever worked or attended school under another name? If so, under what name? 

Position Desired 

Position: Start date available: 
------ ----

Wage rate desired: $ ____ _ □ Hourly □ Monthly □ Annually 

Do you prefer: □ Full-time □ Part-time If part-time, hours per week desired: ____ _ 

Hours you are available to work: ____________________ _ 

Days of week you are available to work: _________________ _ 

Are you able to work: □ Weekends 
□ Holidays
□ Nights
□ Overtime

Have you previously worked for Tony Cook Construction, LLC? □ Yes □ No 

Dates of employment with Tony Cook Construction, LLC : from _____ to ____ _ 















 
 

PAYROLL DEDUCTION AUTHORIZATION 

If I were to terminate my employment at Tony Cook Construction within 90 days of my hire date 
for any reason, I hereby authorize Tony Cook Construction to offset any amounts owed by me to 
the company.  I likewise authorize the company to make automatic payroll deductions at its sole 
discretion during or following employment to satisfy any deductions owed from me to the 
company or any other indebtedness. 

 

Employee Name (printed): ________________________________________________________ 

Employee Signature: ____________________________________________ Date: ____________ 

Witness Name (printed): __________________________________________________________ 

Witness Signature: ______________________________________________Date:____________ 

 



Purpose: Complete Form L-4 so that your employer can withhold the correct amount of state income tax from your salary.

Instructions: Employees who are subject to state withholding must provide their expected tax return filing status in Block A.

•	 Employees must file a new certificate within 10 days if the number of their deductions decreases, except if the change is the result of the death of a spouse.

• Employees may file a new certificate any time the number of their deductions increases.

• Line 7 should be used to increase or decrease the tax withheld for each pay period. Decreases should be indicated as a negative amount.

Penalties will be imposed for willfully supplying false information or willfully failing to supply information that would reduce the withholding amount.

This form must be filed with your employer. If an employee fails to complete this withholding certificate, the employer must withhold Louisiana income tax 
from the employee’s wages without any standard deduction.

Note to Employer: Keep this certificate with your records. 

Block A

• Enter “0” to claim no standard deduction and check the appropriate box under number 3 below. You may enter “0” if you are
married, and have a working spouse or more than one job to avoid having too little tax withheld.

• Enter “1” to claim a standard deduction if your filing status is single or married filing separate and check the appropriate box
under number 3 below if you did not claim this deduction in connection with other employment or if your spouse has not claimed 
a deduction. 

• Enter “2” to claim a standard deduction if your filing status is married filing jointly, head of household, or qualifying surviving
spouse and check the appropriate box under number 3 below. 

A.

Cut here and give the bottom portion of certificate to your employer. Keep the top portion for your records.

Form L-4
Louisiana 
Department of 
Revenue

Employee’s Withholding Certificate

1.	 First name and middle initial Last name

2.	Social security number 3. Select one:
 No deduction    Single or married filing separately    Married filing jointly, qualifying surviving spouse, or head of household

4.	Home address (number and street or rural route)

5. City State ZIP

6. Total number of deductions claimed in Block A 6.

7. Adjustments. Enter any increase or decrease in the amount of tax to be withheld each pay period. Decreases should
be indicated as a negative amount and cannot result in an amount less than zero to be withheld each pay period. 

7.

I declare under the penalties imposed for filing false reports that the number of deductions claimed on this certificate do not exceed the number to which 
I am entitled.

Employee’s signature Date

The following is to be completed by employer.

8. Employer’s name and address 9. Employer’s state withholding account number

R-1300 (1/25)

Employee's Withholding 
Certificate (L-4)

This form must be filed with your employer. 

For Questions:
Phone: (855) 307-3893
Send an email by visiting www.revenue.louisiana.
gov/Contact/ContactUs.

Tony Cook Construction 402 Service Road Rayne LA 70578

www.revenue.louisiana.gov/Contact/ContactUs


Form W•4 Employee's Withholding Certificate 0MB No. 1545-0074 

Complete Form W-4 so that your employer can withhold the correct federal income tax from your pay. 

�@25 Department of the Treasury Give Form W-4 to your employer. 

Internal Revenue Service Your withholding is subject to review by the IRS. 

Step 1: (a) First name and middle initial 
I 

Last name (b) Social security number

Enter Address Does your name match the 
Personal name on your social security 
Information card? If not, to ensure you get 

City or town, state, and ZIP code credit for your earnings, 
contact SSA at 800-772-1213 
or go to www.ssa.gov. 

(c) D Single or Married filing separately
D Married filing jointly or Qualifying surviving spouse
D Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.) 

TIP: Consider using the estimator at www.irs.gov/W4App to determine the most accurate withholding for the rest of the year if: you 
are completing this form after the beginning of the year; expect to work only part of the year; or have changes during the year in your 
marital status, number of jobs for you (and/or your spouse if married filing jointly), dependents, other income (not from jobs), 
deductions, or credits. Have your most recent pay stub(s) from this year available when using the estimator. At the beginning of next 
year, use the estimator again to recheck your withholding. 

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See page 2 for more information on each step, who can 
claim exemption from withholding, and when to use the estimator at www.irs.gov/W4App. 

Step 2: 

Multiple Jobs 
or Spouse 
Works 

Complete this step if you (1) hold more than one job at a time, or (2) are married filing jointly and your spouse 
also works. The correct amount of withholding depends on income earned from all of these jobs. 

Do only one of the following. 

(a) Use the estimator at www.irs.gov/W4App for the most accurate withholding for this step (and Steps 3-4). If
you or your spouse have self-employment income, use this option; or

(b) Use the Multiple Jobs Worksheet on page 3 and enter the result in Step 4(c) below; or

(c) If there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is generally more accurate than (b) if pay at the lower paying job is more than half of the pay at the
higher paying job. Otherwise, (b) is more accurate . . . . . . . . . . . . . . . . . . D 

Complete Steps 3-4(b) on Form W-4 for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will 
be most accurate if you complete Steps 3-4(b) on the Form W-4 for the highest paying job.) 

Step 3: 

Claim 
Dependent 
and Other 
Credits 

Step4 
(optional): 

Other 
Adjustments 

Step 5: 

Sign 
Here 

If your total income will be $200,000 or less ($400,000 or less if married filing jointly): 

Multiply the number of qualifying children under age 17 by $2,000 _$ _____ _ 

Multiply the number of other dependents by $500 $ 

Add the amounts above for qualifying children and other dependents. You may add to 
this the amount of any other credits. Enter the total here 

(a) Other income (not from jobs). If you want tax withheld for other income you
expect this year that won't have withholding, enter the amount of other income here.
This may include interest, dividends, and retirement income

(b) Deductions. If you expect to claim deductions other than the standard deduction and
want to reduce your withholding, use the Deductions Worksheet on page 3 and enter
the result here 

3 $ 

4(a) $ 

4(b) $ 

(c) Extra withholding. Enter any additional tax you want withheld each pay period . _4 __ ( __ c)_$ _____ _ 

Under penalties of perjury, I declare that this certificate, to the best of my knowledge and belief, is true, correct, and complete. 

Employee's signature {This form is not valid unless you sign it.) Date 

Employers Employer's name and address 

Only 

First date of 
employment 

Employer identification 
number (EIN) 

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 102200 Form W-4 (2025) 

86-2917297Tony Cook Construction 402 Service Rd Rayne LA 70578









Gary, Nadine  Accounting Assistant

Tony Cook Construction, LLC 402 Service Road Rayne LA 70578









Attention New Hires 
All employees of Tony Cook Constructions are paid by Direct Deposit. 

Exception to this is the first check.  All first checks are mailed, this is done through our payroll 
service.  If your second check dose not go Direct Deposit, please contact the office. 

 



phone (800) 378-3328 • fax (701) 499-5340 • 1700 42nd St. S., Suite 2000, Fargo, North Dakota 58103 • www.kotapay.com

Employer/Company Information (required): KOTAPAY
Name: 1700 42nd St. S, Suite 2000
Street Address:       Fargo, ND 58103
City, State, Zip: (800) 378-3328
Telephone:

Authorization for Debit and Credit Electronic Funds Transfers
On this _____ day of ____________________, ______, I hereby authorize Kotapay, a division of First International Bank & Trust (“KP”) as well as the employer or company 
described above, and its agents (collectively, “Company/Employer”), to initiate electronic withdrawals and/or deposits from/to the bank account provided below, and any 
subsequent bank accounts identified by me in writing. I understand that adjustment and/or reversing entries may be made to these accounts to ensure an accurate and balanced 
accounting of all transactions. This authorization will remain in effect until:

a) I notify the financial institution provided below (“Bank”) and KP in writing to terminate this authorization and the Bank and KP have been
afforded reasonable time to comply, or

b) The Bank, Company/Employer, and/or KP have provided me with five (5) business days advance written notice of their decision not to
initiate electronic withdrawals and/or deposits from/to the bank account provided below.

Notwithstanding the foregoing authorization termination provisions, I understand that any written termination of this authorization will become effective no earlier than five (5) 
business days after the day the last transaction has cleared and there are no outstanding balances to the account.
I UNDERSTAND THAT KP PROVIDES ELECTRONIC FUND TRANSFER SERVICES TO THE COMPANY/EMPLOYER DESCRIBED ABOVE AND THEIR AGENTS, 
INCLUDING PAYMENT AND PAYROLL PROCESSORS, IF USED. THE FUNDS TO BE TRANSFERRED MUST BE COLLATERALLY FUNDED AND ARE FULLY 
GUARANTEED BY THE EMPLOYER/COMPANY LISTED ABOVE, THEIR AGENTS, INCLUDING ANY PAYROLL OR PAYMENT PROCESSOR, IF USED, AND/OR MYSELF. 
IN THE EVENT THAT THE FUNDING FOR A TRANSFER IS RETURNED FOR ANY REASON, KP HAS BEEN PROVIDED WITH INCORRECT INFORMATION, AND/OR KP
HAS ERRONEOUSLY TRANSFERRED FUNDS TO MY ACCOUNT, I AUTHORIZE KP TO CORRECT/WITHDRAW FROM MY ACCOUNT THE AMOUNT OF FUNDS 
TRANSFERRED IN ERROR. I ALSO UNDERSTAND THAT KP MAY WITHDRAW AND/OR DEPOSIT TO MY ACCOUNT VARIOUS FUNDS RELATING TO MY 
PARTICIPATION IN A FLEXIBLE BENEFIT/CAFETERIA PLAN/ERISA PLAN. I HEREBY HOLD KP HARMLESS FROM ALL CLAIMS AND CAUSES OF ACTION RESULTING 
FROM KP’S TRANSFER OF SUCH FUNDS UPON THE DIRECTION OF MY EMPLOYER OR ITS PROCESSOR, AGREE THAT MY REMEDY FOR ANY ERRONEOUS 
TRANSFERS IS SOLELY AGAINST THE PROCESSOR AND/OR MY EMPLOYER, AND FURTHER AGREE THAT I WILL HOLD KP HARMLESS FROM ANY LIABILITY AND 
DAMAGES RESULTING THEREFROM, INCLUDING COURT COSTS AND REASONABLE ATTORNEY’S FEES.
Electronic Funds Transfer (15 U.S.C. § 1693): I hereby acknowledge receipt of notice from my Bank of my responsibilities under the Electronic Funds Transfer Act (“Act”), 
my potential liability for certain unauthorized electronic fund transfers, my duty to promptly report unauthorized transfers, any charges for electronic fund transfers, if 
applicable, the right to stop payment of pre-authorized electronic fund transfers, the procedure to initiate such stop payment orders, my right to receive documentation of
electronic fund transfers, and the Bank's liability pursuant to the Act.
Limitation of Action: I acknowledge that I will have 60 days from the date of a withdrawal or deposit to my Bank account to dispute the withdrawal or deposit. I further 
acknowledge that I shall dispute a withdrawal or deposit by providing the Company/Employer and KP with written notification of any discrepancies, errors or disputes concerning 
any transfer of funds to or from any account processed by KP. I acknowledge that all written notices must include the following information:

a) The name of the Company/Employer authorized to make the transaction; 
b) The federal taxpayer ID number of the Company/Employer;
c) My full name;
d) My contact information;
e) The name, account number and ABA number of the transaction in question;
f) The dollar amount of the transaction in question; and
g) A description and explanation of the error.

I acknowledge that, if possible, the Company/Employer , its agent, or KP will inform me of the results of their investigation into the disputed transaction within ten (10) days of 
the receipt of my complaint, and will attempt to correct any identified error promptly.  However, if my employer, its agent, and/or KP need additional time, I understand that they 
may take up to 45 days to investigate my complaint. For transfers initiated outside the United States or transfers resulting from point of sale or debit/access cards, I understand 
that the time periods for investigating and resolving errors will be 45/90 days, respectively.

Undersigned’s Name (printed) Date

Financial Institution Branch name

City Branch Phone Number

Routing (ABA) Number                   Account Type: Checking Savings 
Please designate if you wish a specific dollar amount or percentage deposited:  $__________ / ______%

Routing (ABA) Number                 Account Type: Checking Savings 
Please designate if you wish a specific dollar amount or percentage deposited:  $__________ / ______%

Undersigned’s Signature Employee ID # (if applicable)

Please attach a voided personal check to this authorization for verification of all checking account information.      Created 4/18

Tony Cook Construction, LLC
402 Service Road 
Rayne LA 70578

337-873-8698

jgillane
Highlight



PLEASE INCLUDE A 
VOIDED PERSONAL CHECK 
TO THIS AUTHORIZATION 
FOR VERIFICATION OF ALL 

CHECKING ACCOUNT 
INFORMATION. 



Tony Cook Construction, LLC
Benefits Effective: 12/01/2024 - 11/30/2025

United Healthcare | Group# 1554664
Guardian Life Insurance Company of America | Group #00025056

The above information is not a United Healthcare contract nor does it guarantee payment of benefits. This describes the main features of the offered insurance for 
employees who are enrolled. It does not waiver or alter any of the terms of the Benefit Plan.

The employer is contributing 75% to the Employee Only Rate.

Coverage Tier Weekly Employee Deduction
Employee $40.00
Employee & Spouse $205.85
Employee & Child(ren) $168.16
Family $326.47

Contact Information:
UHC Customer Service 1-877-797-8812 / Website: www.myuhc.com
Guardian Customer Service 1-800-627-4200 / Website: www.guardiananytime.com 
Brown & Brown of Louisiana Elizabeth Minvielle

Executive Vice President, Employee Benefits 
Phone: (337) 266-5624
Email: elizabeth.minvielle@bbrown.com

Della LaRive
Account Manager, Employee Benefits 
Phone: (337) 266-5711
Email: della.larive@bbrown.com

Choice Plus P2500i80LX21B (Level Funded)
Benefit Period Calendar Year
Plan Status Non-Grandfathered
Maximum Lifetime Benefits None
In Network
Deductible Per 
Calendar Year

$2,500 Individual / $5,000 Family Aggregate
(Not Applicable for Eligible Wellness/Preventive Care Services)

Out of Network 
Deductible Per 
Calendar Year

$5,000 Individual / $10,000 Family Aggregate

Coinsurance 80% Preferred Care / 50% Non-Preferred Care
In Network - Out of Pocket $8,150 Individual / $16,300 Family
Out of Network - Out of Pocket $12,000 Individual / $24,000 Family
Physician Copayment $25 PCP / $75 Specialist
Urgent Care Copayment $50
Emergency Room Services $300 Copay Per Visit + Deductible and Coinsurance
Pregnancy Coverage Included
Wellness Benefits Please Refer to Policy Details - 100% of Specified Services (PPO Only)
Prescription 
Drug Card 
(Retail & Mail 
Order)

Retail: Up to 30 Day Supply
Rx Drug Product Tier:
$10 / $35 / $75 / $250

Preferred Specialty Rx Drug Product Tier Level: 
$10 / $150 / $350 / $500

Mail Order: Up to 90 Day Supply
Rx Drug Product Tier:

$25 / $87.50 / $187.50 / $625
Preferred Specialty Rx Drug Product Tier Level: 

Not Applicable

http://www.bcbsla.com/
http://www.guardiananytime.com/
mailto:elizabeth.minvielle@bbrown.com
mailto:kayla.randolph@bbrown.com


Tony Cook Construction, LLC
Benefits Effective: 12/01/2024 - 11/30/2025

United Healthcare | Group# 1554664
Guardian Life Insurance Company of America | Group #00025056

Guardian: Voluntary Dental Cost Breakdown:
Network DentalGuard Preferred Network Coverage Tier 

Employee Only 
Employee + Spouse 
Employee + Child(ren) 
Employee + Family

Weekly
$5.11

$10.38
$13.00
$19.48

Deductible $50 Individual / $150 Family
Calendar Year Max $1,000 + Rollover
Coinsurance PPO

(See Policy for Complete List of Services)

In Network Out of Network
Preventive: 100% Preventive: 100%

Basic: 100% Basic: 80%
Major: 60% Major: 50%

Orthodontia: NA Orthodontia: NA
Guardian: Voluntary Vision Cost Breakdown:
Network VSP Full Feature – Choice B Network Coverage Tier 

Employee Only 
Employee + Spouse 
Employee + Child(ren) 
Employee + Family

Weekly
$1.19
$2.25
$2.29
$3.63

Eye Exams / Frequency $10 Copay / Calendar Year
Materials / Lens Allowance / Frequency $25 Copay / Covered After Copay / Calendar Year
Contact Lenses / Frequency

(See Policy for Complete List of Services)

Evaluation & Fitting: Included in the Contact 
Lens Allowance. 15% Off Professional Fees 
Elective Allowance: $130, Copay Waived 
Medically Necessary: 100%, After Copay 
Frequency: Calendar Year
*Contacts are in lieu of a complete set of glasses.

Frames / Frequency $130 Retail Allowance + 20% Off Remaining Balance 
Costco, Walmart, Sam's Club: $70 Retail Max
Every Other Calendar Year

Guardian: Voluntary Life w/ AD&D
Employee Life Benefit Flat Amounts: $25K, $50K, $75K, $100K, $125K, $150K, $200K
Spouse Life Benefit Flat Amounts: $10K, $20K, $25K - (Not to Exceed 100% EE Amount)
Child Life Benefit $1K Increments (Minimum $5K): $10K Max - (Not to Exceed 100% EE Amount)
Guarantee Issue EE: Age<65 $50K, Age 65<70 $50K, Age 70+ $10K 

SP: Age<65 $25K, Age 65<70 $25K, Age 70+ $0 
Ch: $10K

AD&D Same as Life Amount
Benefit Reduction 35% at age 65 / 60% at age 70 / 75% at age 75 / 85% at age 80
Portability/Conversion Portability: Included w/Evidence of Insurability / Conversion: Included

Employee's 
Age

Employee Coverage - Weekly Premium For:
Under 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69

$25,000 $1.26 $1.30 $1.56 $2.04 $3.14 $4.86 $7.31 $9.40 $14.08
$50,000 $2.52 $2.61 $3.12 $4.07 $6.29 $9.73 $14.62 $18.81 $28.17
$75,000 $3.77 $3.91 $4.67 $6.11 $9.43 $14.59 $21.93 $28.21 $42.25
$100,000 $5.03 $5.22 $6.23 $8.15 $12.58 $19.45 $29.24 $37.62 $56.33
$125,000 $6.29 $6.52 $7.79 $10.18 $15.72 $24.32 $36.55 $47.02 $70.41
$150,000 $7.55 $7.82 $9.35 $12.22 $18.87 $29.18 $43.86 $56.42 $84.50
$200,000 $10.06 $10.43 $12.46 $16.29 $25.15 $38.91 $58.48 $75.23 $112.66

Employee's 
Age

Spouse Coverage - Weekly Premium For:
Under 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69

$10,000 $0.50 $0.52 $0.62 $0.82 $1.26 $1.95 $2.92 $3.76 $5.63
$20,000 $1.01 $1.04 $1.25 $1.63 $2.52 $3.89 $5.85 $7.52 $11.27
$25,000 $1.26 $1.30 $1.56 $2.04 $3.14 $4.86 $7.31 $9.40 $14.08

Employee's 
Age

Child Coverage - Weekly Premium For:
Under 30 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69

$5,000 $0.21 $0.21 $0.21 $0.21 $0.21 $0.21 $0.21 $0.21 $0.21
$6,000 $0.25 $0.25 $0.25 $0.25 $0.25 $0.25 $0.25 $0.25 $0.25
$7,000 $0.29 $0.29 $0.29 $0.29 $0.29 $0.29 $0.29 $0.29 $0.29
$8,000 $0.34 $0.34 $0.34 $0.34 $0.34 $0.34 $0.34 $0.34 $0.34
$9,000 $0.38 $0.38 $0.38 $0.38 $0.38 $0.38 $0.38 $0.38 $0.38

$10,000 $0.42 $0.42 $0.42 $0.42 $0.42 $0.42 $0.42 $0.42 $0.42



Health Plans  |  UnitedHealthcare Level Funded

Level Funded plan participant 
enrollment application form
UnitedHealthcare Level Funded 
Send correspondence to: P.O. Box 31394, Salt Lake City, UT 84131 • Phone: 1-877-797-8812

continued

Fill out the entire enrollment application form to avoid processing delay. Please clearly print all information.

Enrollee Social
Security Number – – Group No.

Enrollee Information

Plan Sponsor Name Plan Sponsor Address (If more than one location) 

Last Name First Name Initial 

 Single
 Married 

Address	 Apt #

City State ZIP County

Phone # Email Address

Cell 
Phone # 

Occupation

Date Employed Full Time Average Hours
Worked Per Week 

Are you an independent contractor?       Yes     No 

1     5       5      4        6       6      4

TONY COOK CONSTRUCTION, LLC 



continued

Coverage and Change Request Information

Medical:   Plan Participant   Family   Plan Participant/Spouse   Plan Participant/Dependent Child(ren)	

Name of Medical Plan You Have Selected:__________________________________________________________________________________

Change Request:   Marriage   Divorce   Adoption   Returning to School Full Time   Court Order   

Date of Event: ________________________ (you may be required to provide proof of event)

Attach a written and signed statement by the plan sponsor for a requested coverage effective date other than plan participant effective date. 
Effective date may not be guaranteed.

Enrollee and Dependent Information (only for those applying)

If you need to list additional dependents, please use lined paper, sign and date it, and check this box: 

Enrollee Spouse Child 1 Child 2 Child 3

First Name 

Last Name

Gender  M     F  M     F  M     F  M     F  M     F 

Date of Birth

Height

Weight

Tobacco or nicotine 
use including 
e-cigarette or similar 
devices in the past 12 
months? 

 Yes     No  Yes     No  Yes     No  Yes     No  Yes     No

Social Security 
Number

Primary Care 
Physician’s Name

Eligibility and Other Insurance (insurance that will be kept in addition to this coverage)

Currently Working  
Full Time  Yes  Yes  Yes  Yes  Yes

Plan to Keep Other 
Insurance Coverage  Yes  Yes  Yes  Yes  Yes

Other Insurance  
Policy Number

Name of Other 
Insurance 
Company(ies)

Covered by Medicare/
Medicaid  Yes  Yes  Yes  Yes  Yes

Medicare/Medicaid 
Coverage Effective 
Date



Medical History

Please answer the following questions for yourself and each person listed on the Enrollee and Dependent Information Section on page 2 of this 
form. Please answer completely and truthfully. Please note that, if you fraudulently leave out or fraudulently misrepresent information, we may 
terminate or not renew your coverage, or we may change your monthly payment retroactive to the date your coverage became effective. 
All statements contained in this entire form must be true and correct and no material information can be withheld or omitted. 

1. In the last 5 years, has anyone on this application been diagnosed with, or been examined/treated by a health care professional for
any illness, injury, or health condition in any of the categories listed below?

a. Cancer/Tumor (indicate type of cancer and location of tumor below)  Yes    No 
b. Mental Health/Substance Abuse  Yes    No 
c. Blood Disorders/Hemophilia  Yes    No 
d. Congenital Disorder/Disability  Yes    No 
e. Heart/High Blood Pressure/Circulatory Disease/Stroke  Yes    No 
f. Kidney/Bladder/Urinary Disorders/ESRD  Yes    No 
g. Transplant – prior, pending or recommended (indicate organ)  Yes    No 
h. Digestive Disorder/Crohns Disease/Ulcerative Colitis  Yes    No 
i. Liver Disease/Cirrhosis/Hepatitis (indicate type below)  Yes    No 
j. Endocrine/Diabetes/Growth Hormone/Thyroid  Yes    No 
k. Immune System/Lupus/Psoriasis/HIV/AIDS  Yes    No 
l. Nervous System Disorder/Multiple Sclerosis/Seizure/Epilepsy/Paralysis  Yes    No 
m. Lung/Respiratory/Cystic Fibrosis/COPD  Yes    No 
n. Back/Bones/Joints/Muscles/Arthritis  Yes    No 
o. Reproductive/Infertility/Breast Disorders/PCOS  Yes    No 

If your answer to any of the above categories is “yes” please provide detailed information below for each person involved.

2. Is anyone on this application currently pregnant? If “yes,” please provide detailed information including anticipated
delivery date, any pregnancy complications, anticipation of multiple births, and/or Cesarean Section.

 Yes    No

3. In the past 12 months, has anyone on this application been hospitalized (inpatient or outpatient) or had surgery?
If your answer is “yes,” please provide detailed information below including surgery (if applicable), diagnosis,
current and future treatment recommended for each person involved.

 Yes    No

4. In the past 12 months, has anyone on this application been recommended or prescribed medications, or is anyone
currently taking prescription medications? If your answer is “yes,” please provide detailed information below for
each person involved.

 Yes    No

5. In the past 5 years, has anyone on this application been tested for or diagnosed with, received medical treatment,
or had medical treatment recommended, or been hospitalized for any illness, injury or health condition not
previously mentioned? If your answer is “yes,” please provide detailed information below for each person involved.

 Yes    No

Please give details of all “yes” answers above. (If additional space is required, please attach a separate sheet and date and sign that sheet.) 

Question # Person Condition/Diagnosis Treatment/Meds
Dates 

Treated
Prognosis

continued



continued

Prior Medical Coverage Information

 Yes   No   Have you or any dependents applying for coverage been covered by this plan sponsor’s prior group medical plan? 

 Yes   No   �Have you or any dependents applying for coverage been covered by any medical plan other than this plan sponsor’s 
prior group plan?

If yes:

Insurance Company Name_____________________________________	 Phone # _______________________	 Policy/Group #______________

Termination Date ______________________	 Effective Date______________________	 Reason for Termination___________________________

Who was covered?_____________________________________________________________________________________________________

Type of Plan:   Prior Plan Sponsor Group Plan   Spouse’s Plan Sponsor Group Plan   Individual Policy 

 Other	 ______________________________________________________________________________________________________________

Signature

I declare that all statements and responses contained in this entire form, and in any other health insurance administration and/or coverage 
application form that I completed within the last 120 days that was provided to UnitedHealthcare, are true and correct and that no material 
information has been withheld or omitted. I also understand that the information provided on this form is used to make decisions regarding 
eligibility and pricing. I understand that misrepresentation, concealment or omission of fact, or a mistake of fact (whether or not a mutual 
mistake), could materially affect the underwriting, premium, rating or terms and conditions of my plan sponsor’s Excess Loss Insurance Policy 
(“Policy”) which could result in changes to the terms and conditions of my plan sponsor’s Excess Loss Insurance Policy, including retroactive 
increased premium rates and attachment points, or termination of that Policy. I also understand that willful or intentional misrepresentation, 
concealment or omission of any material fact affecting terms, conditions, or underwriting of my plan sponsor’s Excess Loss Insurance Policy 
could result in that Policy being null and void in its inception.
I understand and I agree that the Plan Sponsor is not bound by any statement made by or to any agent unless written herein. I agree that no medical 
benefits will be effective until the date specified in the Summary Plan Description. If I am now waiving medical coverage for myself and/or for my 
dependents, I have read the entire Waiver provision and understand the enrollment requirements if I make a request for such coverage at a later date.
Coverage is effective only after approval and satisfaction of any probationary period. 
In some states, any person who, knowingly and with intent to defraud an insurance company or plan administrator, submits an enrollment 
application form or files a claim containing any materially false information may be guilty of fraud, which is a crime. 
All pages must be attached and complete, including this authorization, for the enrollment application form to be considered complete. Incomplete 
enrollment application forms may be rejected. 
I (we) understand that UnitedHealthcare and Affiliates is not bound by any statements I (we) have made to any agent or to any other persons, if 
those statements are not written or printed on this application and any attachments. I have a continuing obligation to report changes in health 
status (e.g. received medical advice, diagnosis, care or treatment) after I sign the enrollment form and before receipt of my identification card. 
Please maintain a copy of this authorization for your records.

Authorization to Disclose Medical Information for Enrollment
I hereby authorize those physicians, medical practitioners, hospitals, clinics, veterans administration facilities, pharmacy benefit managers, 
medical information services, urgent care facilities, and other medical or medically related entities, insurance or reinsurance companies, and 
consumer reporting agencies that have information available as to the present or former physical health condition, including drug or alcohol 
abuse, and/or treatment of me or my dependents proposed for coverage to release any and all such information, including, but not limited to, 
medical records, health care provider notes, laboratory tests and results, diagnoses, treatment, and prognoses. I understand the information 
obtained by use of this authorization may be used to determine eligibility for issuance of health coverage for me and my dependents. This 
authorization is not applicable to psychotherapy notes.
I agree that a photographic copy of this authorization shall be as valid as the original and that this authorization shall expire 15 months after the 
termination of any coverage I obtain. I understand that I may request a copy of this authorization. I understand that I may revoke this authorization 
at any time in writing unless action has been taken in reliance on my authorization. Any information obtained will not be released to any person 
or organization, except to reinsuring companies or other persons or organizations performing business or legal services in connection with my 
enrollment for the coverage, for any claim, for medical management purposes, or as may be otherwise lawfully required or as I may further authorize.

Enrollee Signature X_ ______________________________________________________________________________________________________

Date_____________________________________________________________________________________________________________________

If signed by a representative of enrollee, please indicate the representative’s legal authority to act on behalf of enrollee.

________________________________________________________________________________________________________________________
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Administrative services provided by United HealthCare Services, Inc. or their affiliates, and UnitedHealthcare Service LLC in NY. 
Stop-loss insurance is underwritten by UnitedHealthcare Insurance Company or their affiliates, including UnitedHealthcare Life 
Insurance Company in NJ, and UnitedHealthcare Insurance Company of New York in NY.

Waiver (please complete if you are waiving medical coverage)

I waive medical coverage for:   Self (and dependents)  
 Spouse	  Dependent Children

Qualifying Coverage: _ _______________________________

Please state reason for waiving coverage: 

__________________________________________________________________

Other:_____________________________________________________________

If I have waived coverage for myself and/or my dependents (including my spouse) because of other health insurance coverage, I may in the 
future be able to enroll myself and/or my dependents in the plan, provided that I request enrollment within 31 days after my other coverage 
ends because of involuntary loss of other coverage (divorce, death, legal separation, termination of employment, reduction in number of 
hours of employment). In addition, if I have a new dependent as a result of marriage, birth, adoption, or placement for adoption, I may be 
able to enroll my dependents, provided that I request enrollment within 31 days after the date of the event.

Applicant Signature X __________________________________________________________ Date ___________________________

YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION – The results of any genetic test, including 
genetic test information, shall not be used as the basis to: (1) terminate, restrict, limit or otherwise apply conditions to the coverage of 
an individual or family member under the plan, or restrict the sale of the plan to an individual or family member; (2) cancel or refuse to 
renew the coverage of an individual or family member under the plan; (3) deny coverage or exclude an individual or family member from 
coverage under the plan; (4) impose a rider that excludes coverage for certain benefits or services under the plan; (5) establish differentials 
in monthly costs or cost-sharing for coverage under the plan; (6) otherwise discriminate against an individual or family member in the 
provision of insurance.
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DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER

DATE FORM PUBLISHED: Aug 17, 2021

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

The Guardian Life Insurance Company of America

Enrollment Form

Page 1 of 6

Guardian Life, P.O. Box 14319,
Lexington, KY 40512 Please print clearly and mark carefully.

And its Affiliates and Subsidiaries

CEF2021-LA

Employer Name: Tony Cook Construction, LLC Group Plan Number: 00025056 Benefits Effective:_____________

PLEASE CHECK APPROPRIATE BOX q Initial Enrollment q Add Employee/Dependents q Drop/Refuse Coverage q Information Change

Class:___________________ Division:_________________ Subtotal Code:____________________ (Please obtain this from your Employer)

About You: Employer Provided Identification: Social Security Number

First, MI, Last Name:
________________________ ___ ___ ___ - ___ ___ - ___ ___ ___ ___

Your Social Security Number must be provided if

enrolling for Life Coverage. Short Term Disability

Coverage and/or Long Term Disability Coverage.

Address City State Zip

Gender: q M q F Date of Birth (mm-dd-yy): ____ - ____ - ____

Phone (indicate primary): q Home ( ____ ) ____ - ____

q Work ( ____ ) ____ - ____

q Mobile ( ____ ) ____ - ____

Email Address (indicate primary) q Home _________________q Work _________________

Are you married or do you have a partner? q Yes q No Date of marriage/union:____-____-_____

Do you have children or other dependents? q Yes q No Placement date of adopted child: ____-____-_____

About Your Job: Job Title:

Work Status:

q Active q Retired q Cobra/State Continuation

Hours worked per week: _______

Date of full time hire: ____ - ____ - ____ Annual Salary: $____________

About Your Family: Please include the names of the dependents you wish to enroll for coverage. If additional space is needed,
please attach a separate sheet of paper with this information along with your enrollment form. Your dependent's Social Security
Number must be provided if enrolling for Life Coverage. Be sure to sign and date (mm-dd-yy) the paper and keep a copy for your
records. Additional information may be required for non-standard dependents such as a grandchild, a niece or a nephew.

Spouse (wherever the term "Spouse" appears on this form, it also includes "Partner" ). Gender

q M q F

Date of Birth (mm-dd-yyyy)

____ - ____ - ____

Child/Dependent 1: q Add q Drop Gender

q M q F

Date of Birth (mm-dd-yyyy)

____ - ____ - ____

Status (check all that apply)

q Student (post high school) q Disabled

q Non standard dependent

Child/Dependent 2: q Add q Drop Gender

q M q F

Date of Birth (mm-dd-yyyy)

____ - ____ - ____

Status (check all that apply)

q Student (post high school) q Disabled

q Non standard dependent

Child/Dependent 3: q Add q Drop Gender

q M q F

Date of Birth (mm-dd-yyyy)

____ - ____ - ____

Status (check all that apply)

q Student (post high school) q Disabled

q Non standard dependent

Child/Dependent 4: q Add q Drop Gender

q M q F

Date of Birth (mm-dd-yyyy)

____ - ____ - ____

Status (check all that apply)

q Student (post high school) q Disabled

q Non standard dependent
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DETACH ENTIRE FORM AND RETURN TO YOUR EMPLOYER

Dental Coverage: You must be enrolled to cover your dependents. Check only one box.

Your Weekly Premium Employee Only EE & Spouse EE &

Dependent/Child(ren)

EE, Spouse &

Dependent/Child(ren)

PPO q $5.11 q $10.38 q $12.99 q $19.48

q I do not want this coverage. If you do not want this Dental Coverage, please mark all that apply:

q I am covered under another Dental plan

q My spouse is covered under another Dental plan

q My dependents are covered under another Dental plan

Vision Coverage: You must be enrolled to cover your dependents. Check only one box.

Your Weekly Premium Employee Only EE & Spouse EE &

Dependent/Child(ren)

EE, Spouse &

Dependent/Child(ren)

Full Feature q $1.19 q $2.25 q $2.29 q $3.63

q I do not want this coverage. If you do not want this Vision Coverage, please mark all that apply:

q I am covered under another Vision plan

q My spouse is covered under another Vision plan

q My dependents are covered under another Vision plan

Voluntary Term Life Coverage With Accidental Death and Dismemberment (AD&D): You must be enrolled to cover your dependents.

Benefit reductions apply. Please see plan administrator.

The amount of life insurance coverage you select may be either a specific dollar amount or an amount that is a multiple of your salary

and may be subject to certain reductions as stated in the certificate of coverage covering you or your dependents.

Employee

Policy Amount Check one box only

q $25,000 q $50,000* q $75,000** q $100,000 q $125,000 q $150,000

q $200,000

Guarantee Issue up to: Employee Less than age 65 $50,000*, 65-69 $50,000, 70+ $10,000. The Health History section must be completed if any amount above the
Guarantee Issue Amount is elected. Additional Amount: per employee $25,000**. The Additional amount is available for ages Less than age 65. An Evidence of Insurability
form must be completed if any amount above the Guarantee Issue Amount plus Additional Amount is elected.

q I do not want this coverage

Add Voluntary Life for Spouse

Policy Amount

q $10,000 q $20,000 q $25,000*

Guarantee Issue up to: Spouse Less than age 65 $25,000*, 65-69 $25,000, 70+ $0.

*The amount may not be more than 100% of the employee amount for Voluntary Life.

q I do not want this coverage

Add Voluntary Life for Dependent/Child(ren)

Policy Amount

q $5,000 q $6,000 q $7,000 q $8,000 q $9,000 q $10,000*

*Guarantee Issue Amount

*The amount may not be more than 100% of the employee amount for Voluntary Life.

q I do not want this coverage

Important Notes:

� Based on your plan benefits and age, you may be required to complete an evidence of insurability form.
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LIFE INSURANCE continued

Name your beneficiaries: (Primary beneficiary percentages must total 100%)

If additional space is needed, please attach a separate sheet of paper with this information along with your enrollment form. Be sure to sign and date (mm-dd-yyyy) the paper

and keep a copy for your records.

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: 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 dependent/child(ren) � If the intended beneficiary is to be someone other than the employee, please complete the Beneficiary Designation form.

Please contact your employer for any record of or changes to your beneficiary information.

Attention: If any of the beneficiaries named above is a minor (a person under the age of 18 or 21, depending on their state of residency), state law may limit Guardian�s ability

to pay life insurance proceeds directly to them for as long as they remain a minor. State Uniform Transfers to Minors Act (UTMA) laws, where applicable, may allow for the

normal course of payment of these proceeds, or a portion thereof, to the minor beneficiary�s designated Custodian to manage on the minor�s behalf until they reach adult age.

At that time, the proceeds are turned over to the adult child, who can use the proceeds in any way he or she chooses.

Are any of the beneficiaries identified above considered a minor in the state in which they reside? Check one box only. q Yes q No

If you answered �Yes�, please name the legally designated UTMA Custodian for all minor beneficiaries you have designated:

Custodian to Minor Beneficiaries:
Name: ____________________________________ Social Security Number (or FEIN/TIN # if a corporate entity): ____ ____ ____ ____ ____-____ _____ ____
Date of Birth (mm-dd-yyyy) (if an individual): _____ - _____ - _____ Address/City/State/Zip: __________________________________________
Phone: ( ) -

Health History

Complete the following question(s) if you are enrolling for one or more of the following benefits listed below and you are electing an amount above coverage that is

Guaranteed Issue. NOTE: Additional information may be required.

Voluntary Life

In the last 6 months have you or any of your dependents received medical care, including treatment, consultation services, diagnostic measures or monitoring of a condition

in remission; or taken prescribed drugs for: Cancer, Heart Disease, Diabetes; any condition related to Acquired Immune Deficiency Disorder (AIDS) ; or any other Chronic

Condition?

q Yes, I have. q No, I haven't. q Yes, my spouse has. q No, my spouse hasn't. q Yes, my dependent child(ren) have. q No, my dependent child(ren) haven't.

An Evidence of Insurability form must be completed for any person with a "Yes" answer to the question(s) above.

Signature

l I understand that my dependent(s) cannot be enrolled for a coverage if I am not enrolled for that coverage.

l An employee's decision to elect Vision or not elect Vision must be retained until the next plan's Open Enrollment period. If the employee elects not to enroll in vision

coverage, they are not eligible to enroll until the plan's next Open Enrollment period.

l LIFE ONLY: I understand that life insurance coverage for a dependent, other than a newborn child, will not take effect if that dependent is confined to a hospital or other

health care facility, or is home confined, or is unable to perform the normal activities of someone of like age and sex.

l 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.
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l 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.

l I understand that if I waive coverage, I may not be eligible to enroll until the next open enrollment period. Late entrant penalties may apply. I understand that I may also

have to provide, at my own expense, proof of each person�s insurability. Guardian or its designee has the right to reject my request.

l I understand that my coverage will not be effective until approved by Guardian or its designated underwriter.

l I hereby apply for the group benefit(s) that I have chosen above.

l I understand that I must meet eligibility requirements for all coverages that I have chosen above.

l I agree that my employer may deduct premiums from my pay if they are required for the coverage I have chosen above.

l 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.

l I consent to electronic communication from Guardian, such as emails and text messages, regarding my coverage(s). I may change this election only by providing

(thirty) 30 days prior written notice.

l 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 thereto, commits a fraudulent insurance act, which is a crime, and
may also be subject to civil penalties, or denial of insurance benefits.

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

SIGNATURE OF EMPLOYEE X ___________________________________________ DATE ______________________

Enrollment Kit 00025056, 0001, EN

Fraud Warning Statements

The laws of several states require the following statements to appear on the enrollment form:

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in an application for

insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof.

California: For your protection California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent claim for the payment of a

loss is guilty of a crime and may be subject to fines and confinement in state prison.

Colorado: 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 policy holder or claimant for the purpose of defrauding or attempting to defraud the policy

holder 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.

Delaware, Indiana and Oklahoma: 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.

District of Columbia: 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 insurance benefits, if false information materially related to a claim was provided by the applicant.

Florida: 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.

Kentucky: 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 material thereto commits a fraudulent insurance act, which is a crime.

Louisiana and Texas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty of a crime and may be subject to fines and

confinements in state prison.

Maryland : Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or 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.

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
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New Mexico: 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.

Ohio: 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.

Rhode Island: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or knowingly and willfully presents false

information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.



Name

Hire Date: Date of Birth: 

Phone

NEW HIRE SHEET
TONY COOK CONSTRUCTION 

NEED TO COVER YOUR SPOUSE?

Address

State Zip Code

Social Security Number

Name Date of Birth:

Disability

Benefits Offered

Life Insurance

Cancer Critical Illness Accident

Hospital

Signature Date

Next Steps
1.Select the policies that you need by checking the box next to

your associated age/premium.
2.Premiums are on a weekly payroll basis.
3.Coverage will start the 1  of the monthst

4.Return this form to Nadine Gary or Tyler Breaud
5.Sign Waiver if declining coverage



NEW HIRE SHEET
TONY COOK CONSTRUCTION 

Benefit Period: 6 Months Elimination Period: 0-Days for Injury, 14-Days for Illness

$19.50
$25,74
$31.98

$20.25
$26.73
$33.21

$27.00
$35.64
$44.28

$27.75
$36.63
$45.51

$34.50
$45.54
$56.58

$35.25
$46.53
$57.81

18-49
50-59
60-75

Income
Benefit 

Age 
$13.50
$17.82
$22.14

$36,000   $38,000   $40,000   $42,000   $44,000   $46,000   $48,000   $50,000  $52,000   $54,000
$1,800  $1,900  $2,000  $2,100  $2,200  $2,300  $2,400  $2,500  $2,600    $2,700

$14.25
$18.81
$23.37

$15.00
$19.80
$24.60

$15.75
$20.79
$25.83

$16.50
$21.78
$27.06

$17.25
$22.77
$28.29

$18.00
$23.76
$29.52

$18.75
$24.75
$30.75

Age 
$21.00
$27.72
$34.44

Income
Benefit 

$56,000   $58,000   $60,000   $61,000   $63,000   $68,000   $73,000   $78,000  $82,000   $87,000
$2,800  $2,900  $3,000  $3,100  $3,200  $3,300  $3,400  $3,500  $3,600  $3,700

$21.75
$28.71
$35.67

$22.50
$29.70
$36.90

$23.25
$30.69
$38.13

$24.00
$31.68
$39.36

$24.75
$32.67
$40.59

$25.50
$33.66
$41.82

$26.25
$34.65
$43.05

Age 
$28.50
$37.62
$46.74

Income
Benefit 

$92,000   $97,000   $102,000   $106,000   $111,000   $116,000   $121,000   $126,000  $130,000   $135,000
$3,800  $3,900  $4,000  $4,100  $4,200  $4,300  $4,400  $4,500  $4,600  $4,700

$29.25
$38.61
$47.97

$30.00
$39.60
$49.20

$30.75
$40.59
$50.43

$31.50
$41.58
$51.66

$32.25
$42.57
$52.12

$33.00
$43.56
$54.12

$33.75
$44.55
$55.35

18-49
50-59
60-75

18-49
50-59
60-75

Disability

Accident On/Off Job
Initial Hospitalization $1,500 for Hospital Confinement of at least 18 hours or $2,500 for ICU

Hospital Confinement $250 per day, 365 days per accident, $400 per day for ICU

Emergency Room / Urgent Care $200

Ambulance Benefit $200 Ground / $1,500 Air

Diagnostic & Imaging $200

Physical/Occupation Therapy $35 per day

Appliance Benefit (Wheelchair,
crutches, boot, etc.)

$25-$300

Specific-Sum Injuries
Dislocations $100-$3,750  Burns $125-$12,500          Eye Injuries $65-$300
Lacerations  $35-$500        Fractures $125-$3,500    Dental Work $130-$400
Surgery  $200-$1,250        Coma $12,500  Paralysis $4,750-$12,500

Accidental Death $40,000 - $200,000

Wellness Benefits $100

Individual 
 $6.78

Individual+All Children
 $15.48

Individual+Spouse
 $13.14

Family
$19.50



TONY COOK CONSTRUCTION 

Critical Illness

Critical Illness Event
Heart Attack, Stoke, Coma, Paralysis, Organ
Transplant, Renal Failure, Cardiac Arrest

$10,000, payable once per lifetime

Subsequent Critical Illness Event $5,000 for every event

Coronary Artery Bypass $3,000

Spouse / Dependent Benefit Pays 50% of individual benefit

Initial Diagnosis $5,000, builds by $500 every year ($10,000 for a diagnosis of children)

Chemotherapy & Radiation $1,600 per month

Stem Cell & Bone Marrow $7,000 (+ Doner Gets Paid as well)

Hospitilzation $200 (Day 1-30) $400 (Day 31 - 365)

Diagnostic & Imaging $200

Home Health & Nursing Services $100 per day

Hospice Care $1,000, $50 per day thereafter

Surgery $100 - $3,400

Lodging & Transportation $65 per day & $.40 per mile

Wellness Benefits $75

Individual 
 $9.10

Individual+All Children
(Children covered for FREE)

 $9.10

Individual+Spouse
 $16.54

Family
$16.54

CANCER 

$1.02
$1.14
$1.50
$2.04
$2.64
$3.21
$3.75
$4.25
$5.01

$1.65
$1.86
$2.43
$3.21
$4.02
$4.89
$5.88
$6.90
$8.49

18-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-70

$1.02
$1.14
$1.50
$2.04
$2.64
$3.21
$3.75
$4.25
$5.01

Individual AGE Individual+All
Children (Children
Covered for FREE)

Individual+
Spouse

Family

$1.65
$1.86
$2.43
$3.21
$4.02
$4.89
$5.88
$6.90
$8.49
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Initial Hospitalization or Mental Health Facility $1,000 

Intensive Care $500 / Day

Consecutive Days in Hospital $100 / Day

Emergency Room / Urgent Care $100

Diagnostic & Imaging $150

Lab Test / X-Ray $35

Physician Visit $25 / Visit

Surgery $50-$1,000

Ambulance $200 (Ground) $2,000 (Air)

Initial Assisitance / Short Hospital Stay $100

HOSPITAL

$13.41
$15.15
$17.07

$19.52
$20.61
$23.01

18-49
50-59
60-75

$22.71
$27.03
$30.57

Individual AGE Individual+All
Children

Individual+
Spouse Family

$24.63
$28.35
$32.52



LIFE

30 Year Term

Age $25,000 $50,000 $75,000 $100,000

18 $2.05 $2.70 $3.59 $4.48

19 $2.05 $2.70 $3.59 $4.48

20 $2.05 $2.70 $3.59 $4.48

21 $2.05 $2.70 $3.59 $4.48

22 $2.05 $2.70 $3.59 $4.48

23 $2.05 $2.70 $3.59 $4.48

24 $2.05 $2.70 $3.59 $4.48

25 $2.05 $2.70 $3.59 $4.48

26 $2.09 $2.75 $3.66 $4.57

27 $2.11 $2.79 $3.73 $4.66

28 $2.13 $2.84 $3.80 $4.75

29 $2.18 $2.91 $3.90 $4.89

30 $2.22 $2.98 $4.00 $5.03

31 $2.27 $3.07 $4.14 $5.22

32 $2.33 $3.18 $4.32 $5.45

33 $2.40 $3.37 $4.59 $5.82

34 $2.47 $3.62 $4.97 $6.32

35 $2.55 $3.92 $5.42 $6.92

36 $2.69 $4.25 $5.91 $7.57

37 $2.84 $4.59 $6.43 $8.26

38 $3.02 $4.98 $7.02 $9.05

39 $3.22 $5.40 $7.64 $9.88

40 $3.45 $5.86 $8.33 $10.80

41 $3.68 $6.37 $9.09 $11.82

42 $3.92 $6.92 $9.92 $12.92

43 $4.22 $7.50 $10.79 $14.08

44 $4.55 $8.15 $11.76 $15.37

45 $4.92 $8.84 $12.80 $16.75

46 $6.21 $9.92 $14.42 $18.92

47 $6.73 $10.82 $15.77 $20.72

48 $7.25 $11.72 $17.12 $22.52

49 $7.77 $12.62 $18.47 $24.32

50 $8.28 $13.52 $19.82 $26.12

Whole Life

Age $25,000 $50,000 $75,000

18 $3.92 $7.15 $10.38

19 $3.92 $7.15 $10.38

20 $3.92 $7.15 $10.38

21 $3.98 $7.15 $10.38

22 $4.04 $7.27 $10.56

23 $4.10 $7.38 $10.73

24 $4.15 $7.50 $10.90

25 $4.27 $7.75 $11.28

26 $4.44 $8.05 $11.73

27 $4.56 $8.35 $12.18

28 $4.73 $8.68 $12.67

29 $4.88 $9.00 $13.15

30 $5.07 $9.35 $13.67

31 $5.25 $9.72 $14.23

32 $5.43 $10.08 $14.78

33 $5.64 $10.45 $15.33

34 $5.86 $10.87 $15.96

35 $6.08 $11.31 $16.62

36 $6.31 $11.75 $17.27

37 $6.58 $12.21 $17.97

38 $6.92 $12.72 $18.73

39 $7.27 $13.22 $19.49

40 $7.67 $13.85 $20.42

41 $8.02 $14.65 $21.63

42 $8.48 $15.35 $22.67

43 $8.88 $16.27 $24.06

44 $9.35 $17.08 $25.27

45 $9.81 $18.00 $26.65

46 $10.33 $18.92 $28.04

47 $10.90 $19.96 $29.60

48 $11.48 $21.12 $31.33

49 $12.06 $22.27 $33.06

50 $12.75 $23.42 $34.79

51 $13.38 $24.81 $36.87

52 $14.13 $26.08 $38.77

53 $14.88 $27.58 $41.02

54 $15.69 $29.08 $43.27

55 $16.79 $30.69 $45.69

56 $17.94 $32.88 $48.98

57 $19.15 $35.19 $52.44

58 $20.48 $37.62 $56.08

59 $21.92 $40.27 $60.06

60 $36.82 $43.15 $64.38

20 Year Term

Age $25,000 $50,000

50 $4.94 $7.80

51 $5.30 $8.49

52 $5.68 $9.28

53 $6.12 $10.15

54 $6.61 $11.12

55 $7.17 $12.16

56 $7.80 $13.32

57 $8.53 $14.61

58 $9.37 $15.95

59 $10.32 $17.38

60 $11.38 $18.90

Juvenile Whole Life $20,000

Age Premium

1 $2.98

2 $3.02

3 $3.16

4 $3.28

5 $3.32

6 $3.44

7 $3.58

8 $3.69

9 $3.81

10 $3.92

11 $4.11

12 $4.22

13 $4.41

14 $4.52

15 $4.71

16 $4.89

17 $5.08

504-201-4114

Amounts from $20,000 - $500,000
Term Life =  will expire after 10, 20, or 30 years

Whole Life = Lasts whole entire life
You can have combination of both types
Can cover yourself, spouse, and children

Quotes below are estimate



I CERTIFY THAT THE FEATURES AND BENEFITS OF AFLAC’S GUARANTEED - RENEWABLE INSURANCE POLICIES
AND OTHER PRODUCTS OFFERED TO ME BY MY EMPLOYER HAVE BEEN EXPLAINED TO ME COMPLETELY.

FORM M0083B1 AMERICAN FAMILY LIFE ASSURANCE COMPANY OF COLUMBUS ● WORLDWIDE HEADQUARTERS ● COLUMBUS, GA 31999
M0083B1.2

WAIVER OF PARTICIPATION (IF NOT APPLYING, SIGN HERE)

I UNDERSTAND THAT THESE POLICIES ARE OFFERED THROUGH MY EMPLOYER BY PAYROLL
DEDUCTION AND I AM WAIVING MY PARTICIPATION BASED ON ONE OF THE FOLLOWING: 

I AM NOT CURRENTLY PARTICIPATING IN THE OFFERINGS BY MY
EMPLOYER, INCLUDING PRODUCTS OFFERED BY AFLAC, AND WAIVE

MY OPPORTUNITY TO PARTICIPATE AT THIS TIME.

EMPLOYEE SIGNATURE:

DATE: ______/______/______

EMPLOYEE NAME
LAST FIRST MI

Insurance Agent/Prod

Tyler Breaud
Insurance Agent/Producer Writing No.

AHV29
Insurance Agent/Producer Phone No.

(504) 201-4114

BENEFITS CONSULTANT

TYLER BREAUD
Cell: (504) 201-4114
Fax: (337) 295-9927
tyler_breaud@us.aflac.com



Nadine Gary



Nadine Gary



Nadine Gary



Nadine Gary





Nadine Gary

Nadine Gary

Accounting Assistant
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