
3. BENEFICIARY

04040 
099870021212MOAA ACTIVE SERVICE DISCHARGE GROUP TERM LIFE INSURANCE ENROLLMENT FORM

Request for Group Insurance Program
from New York Life Insurance Company
51 Madison Avenue, New York, NY 10010

Send no money now. Complete this form and return to:
MOAA Insurance Plans, P.O. Box 14536, Des Moines, IA 50306.

1. MEMBER INFORMATION

G-31240-0

GMA-GI

4. PLEASE READ, SIGN AND DATE
I hereby apply with New York Life Insurance Company of New York, New York, for coverage under MOAA Group Term
Life. I have read and understand the attached Fraud Warnings and conditions and exclusions of the program. I
understand my coverage will become effective upon the first day of the month following the administrator's receipt of
this application form and my premium payment.

Member's Signature___________________________________________ Date
(Please sign and date in ink.)

Member (Last, First, M.I.)_______________________________ MOAA Member #_______________

Date of Birth (MM/DD/YYYY)______________________________ Social Security Number________________________

Address__________________________________________ City_______________________ State______ Zip________

Home/Cell#_______________________________________ Email Address____________________________________

Are you enrolling within 270 days after your discharge from active service
for any reason other than health or disability?........................................................................................

Male Female

Yes No

 $250,000 (Under Age 50) (DZN1)           $100,000 (Ages 50-69) (D0Y1)          $50,000 (Ages 50-69) (D0N1)$125,000 (Under Age 50) (DYH1)

2. SPOUSE OF MEMBER INFORMATION
The use of “spouse” in this form means a person insured as a spouse as described in the certificate of insurance or rider.
This may include domestic partners or civil union partners as defined by the plan.

Spouse Name (Last, First, M.I.)____________________________ Date of Birth (MM/DD/YYYY)___________________

Social Security Number__________________________________ Male Female

Member must be covered in order for the spouse to obtain coverage. Spouse amount is limited to 50% of member 
amount or maximum allowed by age, whichever is less.

   $125,000 (Under Age 50) (DYH5) $62,500  (Under Age 50)  (DQB5) $50,000 (Ages   50-69) (D0N5)  $25,000 (Ages 50-69) (D0H5)

The death benefit will be paid in the following order of survival: Spouse, children equally, parents equally, brothers and
sisters equally or to the owner's estate. An alternative beneficiary(ies) can be designated by contacting the Plan
Administrator at 1-800-247-2192.

Spouse's Signature
(If enrolling)

DON'T SEND MONEY NOW! MAIL YOUR COMPLETED FORM TO:
MOAA Insurance Plans  •  P.O. Box 14536  •  Des Moines, IA 50306  •  Questions? Call Toll-Free 1-800-247-2192

(Hearing-impaired or voice-impaired members may call the Relay Line at 711-800-247-2192.)
Or, email moaa.service@getamba.com

________________________

___________________________________________ Date________________________
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