
Tobacco Use*
(Critical Illness)

Social Security
Number

Date of BirthRelationshipFirst NameLast Name Sex

** c Yes c No

** c Yes c No

AMERICAN HERITAGE LIFE INSURANCE COMPANY (AHL)
1776 AMERICAN HERITAGE LIFE DRIVE

JACKSONVILLE, FLORIDA 32224
ENROLLMENT FORM 

GENERAL INFORMATION

This box for AHL Home Office use only
c New Certificate c Change/Increase Certificate #                               

Remarks:

COMPLETE THIS SECTION FOR PERSONS TO BE INSURED

Employee

*Has any adult (19 and older) person to be insured used tobacco in the last 12 months? (**If applying for Critical Illness.)

Social Security NumberDate of BirthPhone Number 

Social Security NumberDate of BirthPhone Number 
RelationshipContingent Beneficiary’s Full Name and Address

Relationship

Plant Or Division

Email

Primary Beneficiary’s Full Name and Address

OccupationDate HiredEmployer/Association/Union

Phone Num



SELECTION OF COVERAGE
(Answer Yes or No and complete for each coverage selected)

ENROLLMENT FORM 

Wellness Option Units                   

Basic Benefit Amount  $10,000
If covered, Basic Benefit Amount for spouse or other dependents is 50% of the employee’s.

Home Office Use Only Critical Illness (GVCIP1)


