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The Johns Hopkins Medical Management Corporation 401(k) Plan 

How to Enroll  
 

Welcome to the Lincoln Alliance® program! You can easily enroll by: 
• Form 
• Phone 
• Web 

 
Before you begin the enrollment process, complete these simple steps: 

1. Carefully read the educational and informational materials provided. 
2. Decide how much you are going to contribute to your retirement account. 
3. Make your investment choices -  

o Which investment options are you going to select? 
o How much you are going to contribute to each option you selected? 

4. Name your beneficiary. Determine who will receive the value of your account at the time of your death. 
 
HOW TO ENROLL BY FORM       
 
To enroll: Complete all steps mentioned above in the “How to Enroll” section. 

• Answer all sections of the Enrollment form. 
• Sign and date the form. 
• Return the form to the location or the person specified at the bottom of the Enrollment form. 
• The first payroll deduction will be made as soon as possible after receipt of the form.  

 
HOW TO ENROLL BY PHONE – 800-234-3500    
 
To start: Complete all steps mentioned above in the “How to Enroll” section.  Have ready: Social Security 
Number and PIN.  

If you have not already, you will soon receive a letter with your Personal Identification Number (PIN). For your 
protection, your PIN is required every time you access your account by phone. Keep your PIN in a safe place. 

 
Note: You will be given an opportunity to speak with a service representative at certain times during your 
call. 

• Call 800-234-3500. 
• Enter your Social Security Number and PIN when prompted 
• The voice-response system offers a menu of options and step-by-step instructions.  
• Record your investment choices. Press: 

1 – Retirement Information, then 
2 – Investment Elections for New Contributions, then press 
2 – ENTER your investment choices by following the voice prompts. 
      Confirmation letters are mailed within seven days after making the transaction. 

• Record your salary deferral amount. Press: 
1 – Retirement Information, then 
3 – Savings Rate, then press 
1 – Enter your desired salary deferral amount. 

• To select Automatic Portfolio Rebalancing, return to the main menu and speak to a service 
representative. 

• Also REQUIRED – Form(s) Before you are enrolled in the program, these paper form(s) must also 
be completed and received. 

o Beneficiary designation form – Complete, sign and return the form to the location 
or person specified at the bottom of the Beneficiary designation form. 



 

   

                                      
 
HOW TO ENROLL BY WEB – www.LincolnAlliance.com  
 
To start: Complete all steps mentioned above in the “How to Enroll” section. Have ready: Social Security 
Number and PIN. 

If you have not already, you will soon receive a letter with your Personal Identification Number (PIN). For your 
protection, your PIN is required every time you access your account online. Keep your PIN in a safe place. 
 

• Logon to www.LincolnAlliance.com 
• Enter your Social Security Number (without dashes) and PIN. Click “Login” 
• To enter your INVESTMENT CHOICES: 

o Click “Fund Information” 
o Click “Change your elections for future contributions” 
o Select your investment options from the choices shown 
o Click “Submit”. You will receive a confirmation number. Print for your records. 

• To enter your SALARY DEFERRAL (how much you want to contribute): 
o Click “Account information” 
o Click “Change future contribution rates” 
o Enter how much you want to contribute.  Click “Submit”.  
o You will receive a confirmation number. Print it for your records. 

•  A letter confirming your selections will be mailed to your home within 7 business days. 
• If you do NOT make your investment choices, your contributions will be automatically invested in 

the moderate LifeSpan® model. 
• To enter your BENEFICIARY DESIGNATION(S): 

o Verify your marital status by clicking on the button that applies to you. 
o Supply basic information about your beneficiaries 
o Set the percentages you want for each of your beneficiaries.  
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The Johns Hopkins Medical Management Corporation 401(k) Plan   

Enrollment Form 
 I’m a new plan participant   I’m making changes to my existing account 

STEP 1: Tell us about yourself  
Information provided on this form will be used exclusively for the administration of your account and sending financial documents and 
information related to your plan. 
Choose the appropriate title:  Mr.  Mrs.  Miss  Ms.  Dr.  Other __________________ 

Name: SS#: 
              Last First Middle 

Address: 
             Street                                                                                        City                                                                State                              Zip 

Birth date:   Date of hire:   Daytime phone: (          ) Evening phone: (         ) 

 Married          
 Not married  

Occupation:_______________________ 
Work hours:______________________ 

E-mail address: _________________________________
 I elect to receive future communications regarding fund data, 

including prospectus and fund reports, sent to my e-mail address above.  
 

Step 2:  Tell us if you want to contribute  

I want to contribute 
through salary deferrals.   

Tell us what percentage of your salary, per pay period, in whole 
numbers. If you elect to defer a portion from a special payment (such 
as a bonus check), please contact the Pension office at 410-614-3494. % 

 

 

STEP 3:  Name your beneficiary(ies) 
To name more beneficiaries than this space permits, list them on a separate sheet, sign and date it, then attach it to 
this form and check this box:  More beneficiaries attached

Based on federal law, if you are married and you name a primary beneficiary other than your spouse, you must 
complete the Spousal Waiver form provided with your enrollment materials. 
Primary beneficiary 
Name: SS#: Share:  % 

 Last First Middle 

Address: 
 Street City State Zip 

Date of birth: Relationship: (choose one)         Spouse           Daughter/Son       Parent       Other 

CHECK ONE:      Primary beneficiary     Secondary beneficiary 
Name: SS#: Share: % 

 Last First Middle 
Address: 

 Street City State Zip 

Date of birth: Relationship:  (choose one)         Spouse           Daughter/Son       Parent       Other 

CHECK ONE:      Primary beneficiary     Secondary beneficiary 
Name: SS#: Share: % 

 Last First Middle 
Address: 

 Street City State Zip 

Date of birth: Relationship:  (choose one)         Spouse           Daughter/Son       Parent       Other 
(Please see reverse side)
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STEP 4: Choose your investment options 
LifeSpan® Asset Allocation Model   (Select only one model for each contribution source shown.) Contributions 

2010 Model  100% 
2020 Model  100% 
2030 Model  100% 
2040 Model  100% 
2050 Model  100% 

OR  - (Complete this next section ONLY IF you did not select a LifeSpan® Asset Allocation Model above)  

Determine your own asset allocation percentages.   
Fill in your own investment percentages. Your percentages must add up to 100%. 
The Self Directed Brokerage Account investment option requires an additional enrollment form, available by calling 800-234-3500. 

Investment options Contributions 

Cash and Stable Value Investments  
Lincoln Fixed Annuity % 
Bond Focused  
PIMCO Total Return Admin % 
Vanguard Long-Term U.S. Treasury % 

Stock/ Bond/ Stable-Value Mix  
Van Kampen Equity and Income A % 

Stock Focused  
American Funds EuroPacific Gr A % 
American Funds Grth Fund of Amer A % 
Calvert Social Investment Equity A % 
Columbia Mid Cap Index Z % 
Columbia Small Cap Index Z % 
DWS Equity 500 Index S % 
Eaton Vance Large-Cap Value I % 
Goldman Sachs Mid Cap Value A % 
James Small Cap % 
Thornburg Core Growth R3 % 
Wells Fargo Advantage Small Cap Growt Ad % 
Self-Directed Brokerage Account – cannot be included in Auto-Rebalancing elections; valid only by completing an individual 
account application. Additional fees may apply, please call for details. For more information or an application, call 800-234-3500. If 
your application is not completed and in good order, these assets will be held in the default fund determined by your employer.  % 

If you completed Option 2, Do Not complete Option 1                                                                                     Total: 100% 

Do you want your assets Automatically Rebalanced?    
If YES, select a frequency for each source shown below. (For a detailed explanation regarding this feature, please refer to your Enrollment booklet.) 
Account balance Quarterly Semi-annually  Annually Start date:      /        / 

 

 

 

STEP 5:  Sign your name 
• By signing below, I certify that: 
• I have read, understand and agree to the terms on this form, the disclosures outlined in “Important information about your 

plan,” and the distribution restrictions contained in the enrollment booklet. 
• My investment choices are my own, and they were not recommended to me by Lincoln Financial Advisors or any other 

organization affiliated with the Lincoln Alliance® program. 
• I understand that I can make changes to the data on this form on the Internet at www.LincolnAlliance.com or by calling the 

Lincoln Alliance® program Customer Service line at 800-234-3500. 

Participant’s signature X  Date RC  name: 

Return this form to: The Johns Hopkins Medical Management Corporation, c/o Lincoln Retirement Services Co., PO Box 7876, Fort 
Wayne, IN 46801-7876 – or – Your designated Lincoln Retirement Consultant 
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The Johns Hopkins Medical Management Corporation 401(k) Plan 
 

Beneficiary Designation and Spousal Waiver  
 

STEP 1: Tell us about yourself 
Choose the appropriate title:  Mr.  Mrs.  Miss  Ms.  Dr.  Other __________________ 

Name: SS#: 
              Last First Middle 
Address: 
             Street                                                                                        City                                                                State                              Zip 

Birth date:   Date of hire:   Daytime phone: (          ) Evening phone: (         ) 

 Married          Not married  Occupation:_______________________     Work hours:_______________________  

 

STEP 2: Notice about your rights and obligations concerning your death benefit 
Select one:  First beneficiary selection     Change of beneficiary 
• Except as described below, in the event of your death, all proceeds will be paid to your primary beneficiary, if living. If not, all proceeds 

will be paid to your secondary beneficiary. 
• If you are married and Part 5 below is not completed and returned, your spouse at the time of your death will receive the money in your 

retirement plan account. 
• Your spouse will be paid your entire account balance unless: 

— You choose a non-spouse beneficiary by completing Part 3 of this form; and  
— Your spouse voluntarily consents to your choice by completing Part 5 of this form. Even if your beneficiary choice is a trust or 

estate of which your spouse is a beneficiary, your spouse's consent is necessary. Without such consent, your death benefit must 
be paid to your spouse 

You may revoke your beneficiary designation and execute a subsequent designation at any time before your death by completing this form 
again.  Any subsequent designation of a non-spouse beneficiary will require your spouse's consent.  Since a consent is valid only for that 
spouse, if you later remarry, you must complete this form again and obtain your new spouse's consent. 
It is important that you and your spouse understand your rights and obligations concerning your death benefits. You may direct any factual 
questions to your employer or the plan administrator. However, you should consult your legal and/or financial advisor to determine what is 
best for your situation. 
Your automatic beneficiary: If you die before receiving retirement benefits, your beneficiary will be your spouse, who will be paid in any 
form chosen by your spouse.  If your spouse dies before you and is your designated beneficiary, your vested account will be paid to your 
estate, unless you select another beneficiary.  If you are single at the time of your death and you haven't named a beneficiary, your account 
balance will be paid to your estate. 
 

STEP 3:  Read these beneficiary statements 
You agree that: 
• Your beneficiary designation must comply with all provisions of the Retirement Equity Act of 1984 and the applicable plan(s). 
• Your beneficiary designation on this form pertains only to assets held in the Lincoln Alliance® program under this plan and does not 

supercede beneficiary designations made under this plan for investments held in non- Lincoln Alliance® program investment products.  
• If you do not name a beneficiary or if no beneficiary survives you, all death benefits will be paid according to the retirement plan 

document provisions or applicable state regulations. 
• Your primary beneficiary will receive the entire value of the account. If there are several surviving primary beneficiaries, the account 

value will be divided equally among them, unless specified otherwise. 
• Your secondary beneficiary will receive the entire value of the account if no primary beneficiary is living. If there are several surviving 

secondary beneficiaries, the account value will be divided equally among them, unless specified otherwise. 

(Please see reverse side)
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STEP 4:  Name your beneficiary(ies) 
To name more beneficiaries than this space permits, list them on a separate sheet, sign and date it, then attach it to this form and 
check this box:  More beneficiaries attached
Based on federal law, if you are married and you name a primary beneficiary other than your spouse, you must complete the Spousal 
Waiver form provided with your enrollment materials. 
Primary beneficiary 

Name: SS#: Share:  % 

 Last First Middle 

Address: 

 Street City State Zip 

Date of birth: Relationship: (choose one)         Spouse           Daughter/Son       Parent       Other 

CHECK ONE:      Primary beneficiary     Secondary beneficiary 
Name: SS#: Share: % 

 Last First Middle 
Address: 

 Street City State Zip 

Date of birth: Relationship:  (choose one)         Spouse           Daughter/Son       Parent       Other 

CHECK ONE:      Primary beneficiary     Secondary beneficiary 
Name: SS#: Share: % 

 Last First Middle 
Address: 

 Street City State Zip 

Date of birth: Relationship:  (choose one)         Spouse           Daughter/Son       Parent       Other 
 

STEP 5:  Sign your Name 
By signing below, I certify that I have chosen the beneficiaries of my account balance according to Part 4 above. Also, if I have designated a trust as 
the beneficiary, I have attached a copy of the trust and certify that if the trust is amended in the future, I will provide a copy of each amendment to the 
plan administrator. 

   
Participant’s name (please print)   

X   

Participant’s signature  Date 
 

 

Return this form to: The Johns Hopkins Medical Management Corporation, c/o Lincoln Retirement Services Co., PO Box 7876, Fort Wayne, IN 46801-7876  
– or – Your designated Lincoln Retirement Consultant 

STEP 6:  Your spouse must agree to the beneficiary you’ve named 
Have your spouse complete this section only if you are married and designating a beneficiary other than your spouse. Contact the plan 
administrator if your spouse cannot be located or if you are legally separated. 

• By signing below, I, the participant’s spouse, certify that I have read this Beneficiary designation form. I also agree to release and discharge my spouse’s 
employer, the retirement plan, the trustees of the retirement plan (if any), and any plan service provider from liability for acting pursuant to this consent.  

• I understand that I have the right to all of my spouse’s vested account in the retirement plan after my spouse dies. I agree to give up the right to the entire 
account and to have that amount paid to the beneficiary(ies) named above. 

• I understand that my spouse cannot change the name of any beneficiary in the future unless I agree to the change. 
• I understand that by signing below, I may receive less money than I would have received if I had not signed and I may receive nothing from the retirement 

plan after my spouse dies. 
• I understand that I do not have to sign this agreement. I am signing this agreement voluntarily. 
• I understand that if I do not sign this agreement, then I may receive my spouse’s vested account under the retirement plan when my spouse dies. 
• I understand that my consent cannot be changed unless my spouse revokes his or her beneficiary designation and names me as his or her beneficiary. 

Spouse’s signature: Date: 
The spouse’s consent must be witnessed by a notary public. 
Witness’s signature: Date: 
Subscribed and sworn before me this                   day of                               , in the year  
Notary public: 
State of: Date commission expires: 



JHS-011 ROLLOVER 

The Johns Hopkins Medical Management Corporation 401(k) Plan 
 

Rollover Request                           
Section I     Plan Information 
 

SPECIAL NOTES 

• Carefully read the rollover notice you received from your distributing plan before you complete the following sections on the 
Rollover Request. The choices you make will affect the taxes you owe. 

• If you don’t complete Section II of this form, your rollover will be moved to the default investment option designated by your 
employer. 

 

Step 1:  Tell us about yourself 
Choose the appropriate title:  Mr.  Mrs.  Miss  Ms.  Dr.  Other __________________ 

Name: SS#: 
              Last First Middle 
Address: 
             Street                                                                                        City                                                                State                              Zip 

Birth date:   Date of hire:   Daytime phone: (          ) Evening phone: (         ) 
 Married          Not married Occupation:_______________________          Work hours:_______________________ 

 

Step 2:  What was your former plan (Please complete all of Step 2.) 

Amount of rollover:    $_____________________   or        ____________% 
I am requesting a rollover of:     

 pre-tax contributions from a 401(k) plan  
 pre-tax contributions from a 403(b) plan 
 pre-tax contributions from an IRA 

 

 pre-tax contributions from a 401(a) plan  
 pre-tax contributions from a 457(b) governmental plan 

 

Note:  After-tax rollovers are not allowed for this plan.  
 

Former employer’s name:                                                                                                                        Phone: (     ) 
Previous Account number: 
The account I want to roll over is with (check one):            Lincoln Life            Other     
Name of annuity provider, custodian or trustee: 
Contact person:                                                                                   Phone: (     )                                        Email:                                                
Address: 
 Street                                                                                                          City                                                                               State                             Zip 
You must provide one of the following forms of documentation in order to process your rollover: 
 

  Copy of most recent statement from the prior plan  
       (Documentation must clearly confirm type of plan, i.e., 401(k), 403(b), 457(b) governmental plan or IRA) 

  Letter from prior plan sponsor indicating the type of plan where rollover originated 
  Copy of prior plan sponsor’s IRS determination letter 

 
Failure to provide one of the above forms of supporting information will delay the processing of your rollover request until such 
supporting information is received. 
 

(Please see reverse side) 
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Step 3:  Signatures 

• I verify that this transaction contains only eligible rollover dollars. I have read the above information and authorize the investment of my rollover 
contribution solely for my benefit, based on my investment elections in Section II of this form. I have read and I understand the rollover notice I 
received from my distributing plan. I request to have this transaction processed immediately. 

• I understand that my participation, including my rollover contribution and any associated earnings, will be governed by the provisions contained in the 
receiving retirement plan.  

• I verify that this rollover was transferred within 60 days after I received such payment, if applicable. 

X   
Participant’s signature  Date 

 

Trustee acceptance 
Be advised that the Wilmington Trust Co. is acting as trustee/custodian and is willing to accept the proceeds from the above-
referenced plan or account into the trust/custodial account, in the Lincoln Alliance® program. 

 

Return this form to: 
The Johns Hopkins Medical Management 

Corporation 
c/o Lincoln Retirement Services Co.  

PO Box 7876 
Fort Wayne, IN 46801-7876 

 

or 
Your designated Lincoln Retirement Consultant 

Instructions for former provider:            
Please make check payable to:  

Wilmington Trust for the benefit of The Johns Hopkins Medical 
Management Corporation 401(k) Plan, (participant’s name), (participant’s 

Social Security number). 

(Please see next page) 
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The Johns Hopkins Medical Management Corporation 401(k) Plan 

 

Rollover Request                           
Section II     Investment Allocation 
 

Name:  __________________________________________________  SS#:  _____________________ 
                Last                                                                 First                                       Middle 
         

Step 4:  Where should your rollover go 

Amount of rollover:       $________________          or                _____________% 
INVESTMENT ELECTIONS: I authorize my rollover check to be invested in the retirement plan in the following manner: 
NOTE: Indicate investment elections in whole percentages. Total must equal 100%, in increments of 1%.  If you do not complete this 
section, your rollover will be moved to the default investment option designated by your employer. You will then be able to move your 
assets out of that investment option. 
If you elected a LifeSpan® model with a rebalancing feature or signed up to have your account automatically rebalanced, the assets from this 
transfer will be included with your current asset balance and will be rebalanced accordingly to your current investment selection.  Please 
remember: Automatic Rebalancing is not available for Self-Directed Brokerage Accounts.  
Option1: Use LifeSpan® Asset Allocation Models.   Select One 
2010 Model  100% 
2020 Model  100% 
2030 Model  100% 
2040 Model  100% 
2050 Model  100% 
If you completed Option 1, Do Not complete Option 2. 

Option 2: Determine your own asset allocation percentages.  
Fill in your own investment percentages. Your percentages must add up to 100% in increments of 1%.   Percentages 
Stable-Value Investments  
Lincoln Fixed Annuity % 

Bond Focused  
PIMCO Total Return Admin % 
Vanguard Long-Term U.S. Treasury % 

Stock/ Bond/ Stable-Value Mix  
Van Kampen Equity and Income A % 
Stock Focused  
American Funds EuroPacific Gr A % 
American Funds Grth Fund of Amer A % 
Calvert Social Investment Equity A % 
Columbia Mid Cap Index Z % 
Columbia Small Cap Index Z % 
DWS Equity 500 Index S % 
Eaton Vance Large-Cap Value I % 
Goldman Sachs Mid Cap Value A % 
James Small Cap % 
Thornburg Core Growth R3 % 
Wells Fargo Advantage Small Cap Growt Ad % 
Self-Directed Brokerage Account – cannot be included in Auto-Rebalancing elections; valid only by completing an individual account 
application. Additional fees may apply, please call for details. For more information or an application, call 800-234-3500. If your 
application is not completed and in good order, these assets will be held in the default fund determined by your employer.  % 

If you completed Option 2, Do Not complete Option 1                                                                                            Total: 100% 
 
 

(Please see next page.) 
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Step 5:  Sign your name 
 

X   
Participant’s signature  Date 

 

Return this form to: The Johns Hopkins Medical Management Corporation, c/o Lincoln Retirement Services Co., PO Box 7876, Fort 
Wayne, IN 46801-7876 – or – Your designated Lincoln Retirement Consultant 

 



The Johns Hopkins Medical Management Corporation 401(k) Plan 
 

Important Information About Your Plan 
 

Your contribution amount 
By enrolling in The Johns Hopkins Medical Management Corporation 401(k) Plan, you understand and agree that: 

• The employer will reduce your pay by the amount you indicated per pay period.  
• The employer will send this amount to the provider as contributions toward your retirement plan. 
• The first payroll deduction will take place as directed by your employer, which is described in the plan highlights or the summary 

plan description provided by your employer. 
• While employment continues, this agreement legally binds both you and the employer for amounts deferred until a change is 

submitted. 
• This agreement will apply only to amounts not yet currently available to you. It will not apply to any amounts earned after the 

agreement is terminated. 
 

Your beneficiary designations 
 By enrolling in The Johns Hopkins Medical Management Corporation 401(k) Plan, you understand and agree that: 

• The beneficiary designation provided on the enrollment form applies only to your Lincoln Alliance® program assets in The Johns 
Hopkins Medical Management Corporation 401(k) Plan and does not supersede beneficiary designations made under this plan for 
investments held in non- Lincoln Alliance® program investment products.  

• If you do not name a beneficiary or if no beneficiary survives you, all death benefits will be paid according to the retirement plan 
document provisions or applicable state regulations. 

• Your primary beneficiary will receive the entire value of the account. If there are several surviving primary beneficiaries, the 
account value will be divided equally among them, unless specified otherwise. 

• Your secondary beneficiary will receive the entire value of the account if no primary beneficiary is living. If there are several 
surviving secondary beneficiaries, the account value will be divided equally among them, unless specified otherwise. 

 
 

Your investment options 
By enrolling in The Johns Hopkins Medical Management Corporation 401(k) Plan, you understand and agree that: 

• Your employer recommends that you review your enrollment materials completely before deciding to participate and making your 
investment elections.  

• If you decide to participate and don’t provide investment choices on the enrollment form, your contributions will be invested in the 
default investment option selected by your employer. You will be able to transfer those assets to other investment options within 
your program after the enrollment period ends.  

• Transfers and withdrawals from the Lincoln Stable Value investment option available in this plan may be limited to 20% of the 
account balance during a 12-month period. 

Before signing up for Automatic Rebalancing you have read and understand that: 
• This rebalancing is accomplished by having assets automatically transferred among your investment options on a fixed schedule.  
• If you determined your own asset allocation percentages and requested automatic rebalancing, but do not provide a start date 

automatic rebalancing will commence on the 15th of the month following receipt of the form. Your portfolio will be automatically 
readjusted using the frequency you selected.  

• If you elected a LifeSpan® model or signed up to have your account automatically rebalanced, the assets from any rollover or 
transfer will be included with your current asset balance and will be rebalanced accordingly to the current investment selection.  

• Rebalancing is not available for Self-directed Brokerage Accounts.  
 

Your distribution restrictions 
By enrolling in The Johns Hopkins Medical Management Corporation 401(k) Plan, you indicate that you have read and understand 
any applicable distribution restrictions outlined in the plan highlights section of the enrollment materials. 



 



 
 
 
 
LINCOLN FINANCIAL GROUP® PRIVACY PRACTICES NOTICE 
 
 
The Lincoln Financial Group companies* are committed to protecting your privacy.  To provide the products and services 
you expect from a financial services leader, we must collect personal information about you.  We do not sell your 
personal information to third parties.  We share your personal information with third parties as necessary to provide 
you with the products or services you request and to administer your business with us.  This notice describes our current 
privacy practices.  While your relationship with us continues, we will update and send our Privacy Practices Notice as 
required by law.  Even after that relationship ends, we will continue to protect your personal information.  You do not 
need to take any action because of this notice, but you do have certain rights as described below. 
 
INFORMATION WE MAY COLLECT AND USE 
 
We collect personal information about you to help us identify you as our customer or our former customer; to process your 
requests and transactions; to offer investment or insurance services to you; to pay your claim; or to tell you about our 
products or services we believe you may want and use.  The type of personal information we collect depends on the 
products or services you request and may include the following: 
 

• Information from you:  You give us information when you submit your application or other forms, such as your 
name, address, Social Security number; and your financial, health, and employment history.   

 
• Information about your transactions:  We keep information about your transactions with us, such as the 

products you buy from us; the amount you paid for those products; your account balances; and your payment 
history. 

 
• Information from outside our family of companies:  If you are purchasing insurance products, we may collect 

information from consumer reporting agencies such as your credit history; credit scores; and driving and 
employment records.  With your authorization, we may also collect information from other individuals or 
businesses, such as medical information. 

 
• Information from your employer:  If your employer purchases group products from us, we may obtain 

information about you from your employer in order to enroll you in the plan.     
 
HOW WE USE YOUR PERSONAL INFORMATION 
 
We may share your personal information within our companies and with certain service providers.  They use this 
information to process transactions you have requested; provide customer service; and inform you of products or services 
we offer that you may find useful.  Our service providers may or may not be affiliated with us.  They include financial 
service providers (for example, third party administrators; broker-dealers; insurance agents and brokers, registered 
representatives; reinsurers; and other financial services companies with whom we have joint marketing agreements).  Our 
service providers also include non-financial companies and individuals (for example, consultants; vendors; and companies 
that perform marketing services on our behalf).  Information obtained from a report prepared by a service provider may be 
kept by the service provider and shared with other persons; however, we require our service providers to protect your 
personal information and to use or disclose it only for the work they are performing for us, or as permitted by law. 
 
When you apply for one of our products, we may share information about your application with credit bureaus.  We also 
may provide information to group policy owners, regulatory authorities and law enforcement officials and to others when 
we believe in good faith that the law requires disclosure.  In the event of a sale of all or part of our businesses, we may 
share customer information as part of the sale.  We do not sell or share your information with outside marketers who 
may want to offer you their own products and services; nor do we share information we receive about you from a 
consumer reporting agency.  You do not need to take any action for this benefit. 
 
 
Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. 
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SECURITY OF INFORMATION 
 
Keeping your information safe is one of our most important responsibilities.  We maintain physical, electronic and 
procedural safeguards to protect your information.  Our employees are authorized to access your information only when 
they need it to provide you with products and services or to maintain your accounts.  Employees who have access to your 
personal information are required to keep it strictly confidential. We provide training to our employees about the 
importance of protecting the privacy of your information.   
 
Questions about your personal information should be directed to: 
 

Lincoln Financial Group 
Attn:  Enterprise Services Compliance-Privacy, 6C-00 
1300 S. Clinton St. 
Fort Wayne, IN  46802 
 

*This information applies to the following Lincoln Financial Group companies: 
 
Allied Professional Advisors, Inc.    Lincoln Financial Securities Corporation (formerly known 
First Penn-Pacific Life Insurance Company      as Jefferson Pilot Securities Corporation)   
Hampshire Funding, Inc.     Lincoln Investment Advisors Corporation 
JPSC Insurance Services, Inc.     Lincoln Life & Annuity Company of New York 
Lincoln Financial Advisors Corporation    Lincoln Variable Insurance Products Trust 
        The Lincoln National Life Insurance Company 
           
ADDITIONAL PRIVACY INFORMATION FOR INSURANCE PRODUCT CUSTOMERS  
 
CONFIDENTIALITY OF MEDICAL INFORMATION 
 
We understand you may be especially concerned about the privacy of your medical information.  We do not sell or rent 
your medical information to anyone; nor do we share it with others for marketing purposes.  We only use and share your 
medical information for the purpose of underwriting insurance, administering your policy or claim and other purposes 
permitted by law, such as disclosure to regulatory authorities or in response to a legal proceeding. 
 
MAKING SURE MEDICAL INFORMATION IS ACCURATE 
 
We want to make sure we have accurate information about you.  Upon written request, we will tell you, within 30 business 
days, what personal information we have about you.  You may see a copy of your personal information in person or 
receive a copy by mail, whichever you prefer.  We will share with you who provided the information.  In some cases we 
may provide your medical information to your personal physician.   We will not provide you with information we have 
collected in connection with, or in anticipation of, a claim or legal proceeding.  If you believe that any of our records are 
not correct, you may write and tell us of any changes you believe should be made.  We will respond to your request within 
30 business days.  A copy of your request will be kept on file with your personal information so anyone reviewing your 
information in the future will be aware of your request.  If we make changes to your records as a result of your request, we 
will notify you in writing and we will send the updated information, at your request, to any person who may have received 
the information within the prior two years.  We will also send the updated information to any insurance support 
organization that gave us the information, and any service provider that received the information within the prior 7 years.    
 
Questions about your personal medical information should be directed to: 
 

Lincoln Financial Group 
Attn: Medical Underwriting  
P.O. Box 21008 
Greensboro, NC  27420-1008 

 
The CONFIDENTIALITY OF MEDICAL INFORMATION and MAKING SURE INFORMATION IS ACCURATE sections of 
this Notice apply to the following Lincoln Financial Group companies: 
 
First Penn-Pacific Life Insurance Company           
Lincoln Life & Annuity Company of New York 
The Lincoln National Life Insurance Company   
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