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Aféa.c PREMIUM DEDUCTION AUTHORIZATION/WAIVER OF PARTICIPATION

B

Frst Mi
5738

Employee’s name WADE
Last

SSN/Emp. ID XXX XX

I hereby authorize my employer:
WADE S HAULING

employer Payroll Account No. POY60 . to deduct from
my earnings such amounts as may now or hereafter be payable by me
under the insurance plan purchased through Aflac. In the event of a rate
change, | authorize a corresponding change in the amount deducted from
my earnings.

In addition, | understand that any pre-tax elections cannot be changed or
revoked prior to the next plan anniversary date, unless due to a change in
family status and pemnitted by my employer.

Signature of ¢ ¢ rooical Ly SIGNED BY JEFFE RY A WADE

Applicant Date 2022-10-15

WAIVER OF PARTICIPATION

| certity that the features and benefits of Allac’s guaranteed-renewable
insurance policies have been explained to me completely.
! understand that these policies are oifered through my employer by
payroll deduction.
Iam NOT curently an Aflac policyholder and have decided to waive
my opportunity to panticipate at this time.
Iam currently an Aflac policyholder and have decided not to upgrade
to any newer policies at this time.

EMPLOYEE'S

Dant. ko
Location

2022-11-04

Dale of frst deducton . o
Deducton Moda = Weekly Biweakly Semimonlnly Montniy

OLD NEW
AFTER-TAX PRE-TAX |AFTER-TAX PRE-TAX
Other ] s
| Cancer/Specilisd-
Disezse
LI Return of
Premium Riger
LI Dental
L vision
| Hospital Intensve
Care
| Specilied Healh
Event
#| Hospital Gonfinemenl
Irectamin by
v Accidenl
| Dsabidy Ridar
1 Short-Term Disabilty
Lllte

Employze

&

§ 1875

KL B B Bn®
| |
0w & U wr (2] LT o IE )

o

Deperdent .
TOTAL § 4584

@ @© @
| |
|

The amaunt ot decuction ang trecuency thersot shall pecetarmined oy my employerane based
20 a plan that will comoty with the payment checkas above.

SIGNATURE DATE
Insurance Agent/Producer DCate Insurance Agent/Producer’s Writing No. Insumince AgentProducer's Phone No.
KEITH O'TOOLE 2022-10-15 AHWS 1 3074137774

MO083B1 Aflac herein means American Family Life Assurance Company of Columbus s Worldwide Headquarters * Columbus, GA 31999

file:/lfhome/chronos/u-9bea3192464e50a7f9e1772bh73b461b1d502806/MyFiles/Downloads/Wade's Hauling/Wade, Jeff PDA .htmi
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Aﬁ”aca PREMIUM DEDUCTION AUTHORIZATION/WAIVER OF PARTICIPATION

Employee’s name YWADE HALEY
Lagt Frat W
XXX XX 3368

SSNEmp. 1D

| hereby authorize my employer:

Depl. No
Location S
Dala of frst deducton

~ 202211-04

WADE S HAULING

employer Payroll Account No. POYBD . to deduct from
my earnings such amounts as may now or hereafter be payable by me
under the insurance plan purchased through Aflac. In the event of a rate
change, | authorize a coresponding change in the amount deducted from
my earnings.

In addition, | understand that any pre-tax elections cannot be changed or
revoked prior to the next plan anniversary date, unless due to achange in
family status and permmitted by my employer.

Signatire of ¢ o oop ONICALLY SIGNED BY HALEY WADE :
Applicant __ TCCTRONIGALLY SIGNEDBY HALEY WADE. | 2022-10-15

WAIVER OF PARTICIPATION

I certily that the features and benefits of Aflac’'s guaranteed-renewable

insurance policies have been explained to me completely.

I understand that these policies are offered through my employer by

payroll deduction.

L Tam NOT currently an Aflac policyholder and have decided to waive
my opportunity to participate at this time.

L lam currently an Aflac policyholder and have decided not 1o upgrade
to any newer policies at this time.

Deduclon Mode  » Waaky Brweskly

Semimontily

Manthiy

GLD

AFTER-TAX PRE-TAX

| Other s
¥l Cancer/Specified-
Diesdss oo oo oo %
1 Return ol
Premium Riger 5
L Dental i 8
LI vision ) s
Ll Hospial Intensie
Care 8
| Specded Health
Event ) 5
| Hospital Confinement
{ndermn ity . 8
vl Accident ) 3
Ll Dsabity Rider 5
LI Short-Term Disabilty 3
LlLte

Employee

Dependent
TOTAL $

i NEW

AFTER-TAX PRE-TAX

I

& U RS

23.91

Lo = A Y

The amgunt of deduction ana frequency thersot snall bedeterminea by my amployerand based

EMPLOYEE'S - 3 = ey

SIGNATURE B DATE on aplan that will comply with the scayment chackad above.

Insurance Agert/Producer Date Insumnce Agent/Producer’s Writing No. Insurance Agent‘Producer's Phone No.
KEITH OTOOLE 2022-10-15 AHWS1 3074137774

MO0B3B1 Aflac herein means American Family Life Assurance Company of Columbus » Worldwide Headquarters ¢ Columbus, GA 31999
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|
Aﬁac, PREMIUM DEDUCTION AUTHORIZATION/WAIVER OF PARTICIPATION

Emp|oyee’5 name CDUCH Ro BERT _—
Les Frst Ml opE 0. _ — — - — —
SSN/Emp. ID XXX XX 8611 Locatian._ e e —
I hereby authorize my employer: Dale of frstdoducton__ 2022-11-04 ! _
N WADE 5 HAULING Deductan Mode  « Waekly Broeskly  _ Samemonthly Monthiy
I
employer Payroll Account No. POY60 . to deduct from OLD | NEW
my earnings such amounts as may now or hereafter be payable by me - ’S‘FTER'"W PRE-TAX |AFTER-TAX PRE-TAX
under the insurance plan purchased through Aflac. In the event of arate | C‘:E' e §
change, | authorize a comesponding change in the amount deducted from | = bancerSpeciiies- s " 888
my earnings. Cfetane ————— e (S GHB
In addition, | understand that any pre-tax elections cannot be changed or Premium Riger _ s 8
revoked prior to the next plan anniversary date. unless due to achange in = | - Sanlal 5_ 3
family status and permitted by my employer, =~ :’:";;‘M TesETT B $
Signature of ¢\ ccrponicaLLY SIGNED BY ROBERT GOUCH .7 PRI PO | - e
Applicant Date 2022-10-26 | Speciied Health
Event ) g 3
=l Hospital Corfinemenl
WAIVER OF PARTICIPATION I«:ﬂegniﬁ_' i g , g 183.75%
I centify that the features and benefits of Aflac's guaranteed-renewable ISLZL . 't — p b ‘
insurance policies have been explained to me completely. i f; :TI.; unIDuz;ainin Sl S S ;_3_’5 i
>l Short-lTer 5 y S % i
I understand that these policies are offered through my employer by | Lie i ) )
payroll deduction. oo . .
mployes %
I am NOT curently an Aflac policyholder and have decided to waive ) " ) S - - o
my opportunity to participate at this time. Dependent - P | S
- lam currently an Aflac policyholder and have decided not to upgrade ToTAL _ SSURISP I - T 0
to any newer policies at this time.
EMPLOYEE'S The amountof decucton and frecuency thersot shall bedsterminad oy my empioverand based
SIGNATURE DATE en aplan that will comply win the payment checked abova.
Insurance Agent/Producer Cate Insurance Agent'Producer’s Writing Na. Insurance Agent'Producer's Phone No.
EMILY TAGG 2022-10-26 AKHQ3 4256145267

MOQ083B1 Aflac herein means American Family Life Assurance Company of Columbus * Worldwide Headquarters * Columbus, GA 31999

file:/lihome/chronos/u-9bea3192464e50a7f9e1772bb73b461b1d502806/MyFiles/Downloads/Wade's Hauling/Couch, Robert PDA .html
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Affac. PREMIUM DEDUCTION AUTHORIZATION/WAIVER OF PARTICIPATION

Employee's name THOMPSON WILLIAM
25 Firs M
L;(“;(X XX 6247 1 J

SSNEmp. ID

I hereby authorize my employer:
WADE S HAULING

employer Payroll Account No. POYG0 . to deduct from
my earnings such amounts as may now or hereafter be payable by me
under the insurance plan purchased through Aflac. In the event of a rate
change, | authorize a corresponding change in the amount deducted from
my earnings.

In addition. I understand that any pre-tax elections cannot be changed or
revoked prior to the next plan anniversary date, unless due to achange in
family status and permitted by my employer.

S'gnature of ELECTRONICALLY SIGNED BY WILLIAN L THOMPSON

Applicant 2022-10-15

Date

WAIVER OF PARTICIPATION
I certity that the features and benefits of Aflac's guaranteed-renewable
insurance policies have been explained to me completely.
I understand that these policies are offered through my employer by
payroll deduction.
L lam NOT cumently an Aflac policyholder and have decided to waive
my opportunity to participate at this time.
Fam currently an Aflac policyholder and have decided not to upgrade
to any newer policies at this time.

Dent. Mo, I — I S
Locaion N . -
Date of frxt deduction _2022 1] '_04 o
Deducton Mode < Weekly Biweskly Samimantniy Manihly
QLD NEW
AFTER-TAX PRE-TAX |AFTER-TAX PRE-TAX
| Other s s g
| Cancer/Specilied-
Dwsegse B e __|%$_1584
|| Return of
Premium Rider S $_
] Denlal $_ 5
L vision 5 3
| Hospral Intensne
Care T N - T i
L1 Speciied Health
Event s 3
| Hospital Conheement
Indemndy 8 3
| Accident 3 $ 13.14
| Deabiity Ridar N &8 __
LI Shorl-Term Disability S g
Ll Lle
Employee §__ _ |5 .
Dependent s n 5
TOTAL 5. |s 2898 -

The amaunt of dacucton and frequency thersot snall becatermined oy my emploveranc Sasad

EMPLOYEE'S : ;

SlGNATU RE DATE on aplan that will comply win the payment checkas above.

Insurance Agent/Producer Date Insurance Agent/Producer's Writing No. Insuance Agent'Producer's Phone No.
KEITH OTOOLE 2022-10-15 AHWS1 3074137774

MO083B1 Aflac herein means American Family Life Assurance Company of Columbus « Worldwide Headquarters ¢ Columbus, GA 31999

file:/lihome/chronos/u-9bea3192464e50a7f9e1772bb73b461b1d502806/MyFiles/Downloads/Wade's Hauling/Thompson, William PDA _html
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