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PROTECTION AGAINST UNINTENTIONAL LAPSE 
ADDITIONAL DESIGNATION 

GROUP LONG TERM CARE INSURANCE 
 

Your Name:              
 
Your Social Security Number:           
 
Policyholder’s Name:            
 
Policy Number:             
 
You, the insured, will receive notice if any coverage for which you are required to pay the cost is 
about to terminate because you have not paid the required premiums. 
 
You are required to provide your insurer with a written designation of at least one person, in 
addition to you, who is to receive the notice of cancellation of your coverage for nonpayment of 
premium OR sign a waiver electing not to designate a person.  You have the right to change these 
designations.  Designation does not constitute acceptance of any liability on the part of the 
designated person or persons for services provided to you.  The designated person or persons will 
not receive the notice until 30 days after the premium is due and unpaid. 
 
My designations are as follows: 
 
Name:               
 
Address: Street/PO Box     City, State, Zip Code:     
 
Name:               
 
Address: Street/PO Box     City, State, Zip Code:     
 
Insured’s Signature:        Date:     
 

WAIVER ELECTING NOT TO NAME AN ADDITIONAL DESIGNATION  
FOR PROTECTION AGAINST UNINTENTIONAL LAPSE 

 

I understand that I have the right to designate at least one person, other than myself, to receive 
notice of lapse or termination of this long term care insurance policy for nonpayment of premium. I 
understand that notice will not be given until 30 days after a premium is due and unpaid. I elect 
NOT to designate any person to receive such notice. 
 
Insured’s Signature:        Date:     
 

Please return this form to: 
Group Long Term Care 

Unum Life Insurance Company of America 
2211 Congress Street, Portland, Maine  04122 

 

New Jersey and New York Residents – Age 62 and older:  Per New Jersey insurance code C.17:29C-1.2 and 
§3111 of the New York Insurance Laws, this form shall be delivered to Unum by certified mail, return receipt requested 
along with the completed Designee Acceptance form (on the back page of this form).  Your Designee(s) must accept 
in writing that they are willing to receive copies of notices of cancellation, non-renewal and conditional renewal from us. 



 
Unum Life Insurance Company of America

2211 Congress Street
Portland, Maine 04122

(207) 575-2211
 

 

Unum is a registered trademark and marketing brand of the Unum Group and its insuring subsidiaries.  
 

7606-04 Please retain a copy for your file  GLTC (03/08) 

 
DESIGNEE ACCEPTANCE 

LONG TERM CARE INSURANCE 
 
This form needs to be completed by the Designee, if the named Insured is age 62 or over and a 
resident of New Jersey or New York. 
 
Insurance Applicant:  Please complete this section prior to sending this form to your 
Designee for signature. 
 
Insured’s Name:_______________________________________________________________ 
 
Policy Number: _______________________________________________________________ 
 
 
Prior to issuing a long term care policy; the Insured is required to provide the insurer with a written 
designation of at least one person, who is to receive the notice of cancellation of this policy for 
nonpayment of premium, in addition to the insured OR sign a waiver electing not to designate a 
person.  You have been listed as one of the designees.  Designation does not constitute 
acceptance of any liability on the part of the designated person or persons for services provided to 
the insured. 
 
You must accept in writing that you are willing to receive copies of notices of cancellation, non-
renewal and conditional renewal from the insurer. Should you desire to terminate the status as a 
third party designee, you shall provide written notice to both the insurer and the insured. 
 
 
Designee’s Signature: _________________________________________________________ 
 
Print Name: ______________________________________________________ 
 
Date: ____________________________ 
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