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BB Art Branding Project

Student Work

This assignment was to design a logo using an illustration style instead of only 

manipulating fonts. I chose to draw a logo for an art company. I expanded my work 

to make promotional materials for this company’s identity. This Bite challenge was 

to create a simple logo that communicated how the business is  related to art,  

so my concept sketches used the theme of a pencil and brush. But in this case the 

character dog won out, as it was the strongest tool for branding.
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BITE  2

UES Brochure Project

Client: Unique Espresso Service, Inc.

The Brochure Design

This project for an external client was to design a brochure for an 

espresso bean distributor. This Bite included changing designs a 

lot, as well as their logo concept. I learned how to have good direct 

communication between myself and my clients.
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BITE  3

Magazine Cover Project

Student work

This assignment was choosing a magazine and designing the 

cover page. I selected magazines I enjoy reading. This Bite was 

to express a calm but appealing style of cover, that mimics how 

you feel at a museum exhibition. I executed a picture in the 

window style.
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BITE  4

Typography

Student work

This assignment was designing a black and white poster with 

one specific font. It needed to introduce its font designer and 

tell the background of its font. This Bite was how to show this 

font designer without simply pasting a picture, especially since 

I selected her photo through an online source. I used Photoshop 

and Illustrator for making a bigger vector image.





BITE  5

Illustrator Photorealism Project
Inorganic Illustration

Student work

I attended the Photorealism workshop and learned a gradient mesh tool 

in Illustrator. This Bite was challenging for drawing details by hand and in 

the computer.





BITE  6

Sasha’s Fly Shop Branding Project

Student work

This assignment was to make branding for a fly shop. This Bite was communicating 

with my classmates the reasoning behind this style of logo and how it fit my targeted 

audience. I learned that I have to articulate the value of my idea even if not everyone 

likes it because I designed the logo for a specific audience who might appreciate it.    





BITE  7

Internship Art Project

Artslandia/Playbills NW

I created the front and 4 section covers for the annual Artslandia 

magazine. I learned the process of making a magazine through  

this project.

Original image Front cover



Music section cover Dance section cover

Theatre section cover Theatre map section cover
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2156

Publishing Resource
Center

Public Resource Center Character

Standard Insurance Company

Document Production Specialist

Created, edited, and customized various company documentation including 

forms, flyers, brochures, posters, stationery, and other corporate collateral, 

using Macintosh and PC systems to produce quality documents. Prioritized 

workload to meet changing deadlines and customer requirements. Provided 

accurate hardcopy and electronic proof for customer review. Preflight and 

troubleshoot customer supplied documents to ensure all elements are 

included for printing/outsourcing.
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The Standard Life Insurance Company of New York 

Enrollment and Change Form 

Mark all boxes and complete all sections that apply.  Return completed form to your Human Resources Department (HR Dept.). 

Your Name (Last, First, Middle) 

 

Group Name 

Group Number(s) 

 

Your Address 

 

City 

State  
Zip 

A
PP

LI
C

A
N

T 

Your Soc. Sec. No.  

 

Date of Birth 

  Male 
  Female Job Title/Occupation 

 

C
O

V
ER

A
G

E 
 S

EC
TI

O
N

 

For questions about the coverage options available to you, and any Evidence Of Insurability requirements, ask your HR Dept. 

1.  Life Insurance 
 Life   

 Life with AD&D   Employer paid amount $__________     

 Additional/Optional Life    
 Additional/Optional Life with AD&D   Your requested amount $__________    

2.  Voluntary Life Insurance 

 Voluntary Life 

 Voluntary Life with AD&D   Your requested amount $__________ 

3.  Dependents Life Insurance 

 Life   
 Life with AD&D   Employer paid amount $__________ 

 Spouse requested amount $__________  Spouse Name ____________________________  Date of Birth ____________ 

 Children requested amount $__________ 

 

4.  Supplemental Life Insurance 

 Supplemental Life   Your requested amount $__________  Spouse requested amount $__________ 

5.  Short Term Disability 
 Employer Paid 

 Enhanced (Buy-up) 

 Voluntary STD 

6.  Long Term Disability 
 Employer Paid 

 Enhanced (Buy-up) 

 Voluntary LTD 

7.  Dental  (See below) 

 Employer Paid 
 High Plan 

 Voluntary Dental 

Marital Status 

  Single 

  Married 

  Divorced 

Coverage requested for 
  You, your Spouse and Children 

  You and your Spouse 
  You only 

  You and your Children (no Spouse) 

Are you covered for dental insurance under another plan?      
 Yes  

 No        Are one or more Dependents?  
 Yes  

 No   

Sex 

Sex 

List Dependents to enroll or delete. 

(Last name if different, First, Middle Initial) M F Date of Birth 
List Dependents to enroll or delete. 

 (Attach sheet for additional Dependents if needed) M
F Date of Birth 

Spouse 

 
  

Child 2 

 
  

Child 1 

 
  

Child 3 

 
  

D
EN

TA
L 

Dental Insurance Waiver:  Contributory Dental Insurance 

The Dental Insurance coverage available to me and my Dependents has been explained to me and I do not want to enroll at this time.  

I understand that if I elect to enroll in the future, the Dental Insurance coverage may be subject to a Late Enrollment Penalty. 

 I decline Dental Insurance for myself 

 I decline Dental Insurance for one or more Dependents 

This designation applies to coverage available through your Employer, if any, under Coverage Section 1 or 2 above. Unless specified otherwise on 

a separate sheet, this designation will also apply to coverage available through your Employer, if any, under Coverage Section 4 above. 

Designations are not valid unless signed, dated, and delivered to the Employer during your lifetime.  See page 2 for further information. 

 

Primary – Full Name 

Address 

Soc. Sec. No. 
Relationship % of Benefit

 

 

 

 

 

 

 

 

 

 

 

Contingent – Full Name 

Address 

Soc. Sec. No. 
Relationship % of Benefit

 

 

 

 

 

B
EN

EF
IC

IA
R

Y
 

 

 

 

 

 

Use this section only when you wish to make a change after insurance becomes effective. Complete all boxes and sections that apply. 

C
H

A
N

G
E 

 Add Dependent  
 Delete Dependent 

Date of add/delete  

  Name Change 

Former name  

 Beneficiary Change 

 Other  

 

SI
G

N
A

TU
R

E 

I wish to make the choices indicated on this form.  If electing coverage, I authorize deductions from my wages to cover my contribution, 

if required, toward the cost of insurance.  I understand that my deduction amount will change if my coverage or costs change. 

Fraud Notice – Only applies to Accident and Health Insurance (AD&D/Disability/Dental): Any person who knowingly and with intent 

to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially 

false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 

insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the 

claim for each such violation. 

Member/Employee Signature Required  

 Date (Mo/Day/Yr)  

 

HR Dept. – Complete this section. Retain form for your records. 

Dvsn ID 
 

Billing Cat. 
 

Date of Hire/Rehire 

 

Hrs Worked Per Wk 

 

Earnings $___________    Per:  
 Hour  

 Wk  
 Mo  

 Yr 
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Enrollment and Change Form 

Mark all boxes and complete all sections that apply.  Return completed form to your Human Resources Department (HR Dept.). 

Your Name (Last, First, M
iddle) 
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V
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For questions about the coverage options available to you, and any Evidence Of Insurability requirements, ask your HR Dept. 

1.  Life Insurance 

 Life    Life with AD&D   Employer paid amount $__________     

 Additional/Optional Life    
 Additional/Optional Life with AD&D   Your requested amount $__________    

2.  Voluntary Life Insurance 

 Voluntary Life 
 Voluntary Life with AD&D   Your requested amount $__________ 

3.  Dependents Life Insurance 

 Life    Life with AD&D   Employer paid amount $__________ 

 Spouse requested amount $__________  Spouse Name ____________________________  Date of Birth ____________ 

 Children requested amount $__________ 

 

4.  Supplemental Life Insurance 

 Supplemental Life   Your requested amount $__________  Spouse requested amount $__________ 

5.  Short Term Disability 
 Employer Paid 

 Enhanced (Buy-up) 

 Voluntary STD 

6.  Long Term Disability 
 Employer Paid 

 Enhanced (Buy-up) 

 Voluntary LTD 

7.  Dental  (See below) 
 Employer Paid 

 High Plan 

 Voluntary Dental 

Marital Status 

  Single 
  Married 

  Divorced 

Coverage requested for 
  You, your Spouse and Children   You and your Spouse   You only   You and your Children (no Spouse) 

Are you covered for dental insurance under another plan?      
 Yes   No        A

re one or more Dependents?   Yes   No   

Sex 

Sex 

List Dependents to enroll or delete. 

(Last name if different, First, Middle Initial) M F 

Date of 

Birth 

List Dependents to enroll or delete. 

 (Attach sheet for additional Dependents if needed) M F

Date of 

Birth 

Spouse 

   

Child 2 

   

Child 1 

   

Child 3 

   

D
E

N
T

A
L

 

Dental Insurance Waiver:  Contributory Dental Insurance 

The Dental Insurance coverage available to me and my Dependents has been explained to me and I do not want to enroll at this tim
e.  

I understand that if I e
lect to enroll in the future, the Dental Insurance coverage may be subject to a Late Enrollment Penalty. 

 I decline Dental Insurance for myself 

 I decline Dental Insurance for one or more Dependents 

This designation applies to coverage available through your Employer, if any, under Coverage Section 1 or 2 above. Unless specified otherwise on 

a separate sheet, this designation will also apply to coverage available through your Employer, if any, under Coverage Section 4 above. 

Designations are not valid unless signed, dated, and delivered to the Employer during your lifetime.  See page 2 for further information. 
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Use this section only when you wish to make a change after insurance becomes effective. Complete all boxes and sections that apply. 

C
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G
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 Add Dependent   Delete Dependent 

Date of add/delete  

 

 Name Change 

Former name  

 Beneficiary Change 

 Other  
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R
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I wish to make the choices indicated on this form.  If e
lecting coverage, I authorize deductions from my wages to cover my contribution, 

if required, toward the cost of insurance.  I understand that my deduction amount will change if my coverage or costs change. 

Fraud Notice – Only applies to Accident and Health Insurance (AD&D/Disability/Dental): Any person who knowingly and with intent 

to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially 

false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent 

insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the 

claim for each such violation. 

Member/Employee Signature Required  

 Date (Mo/Day/Yr)  

 

HR Dept. – Complete this section. Retain form for your records. 

Dvsn ID 

 

Billing Cat. 

 

Date of Hire/Rehire 

 

Hrs Worked Per Wk 

 

Earnings $___________    Per:  
 Hour   Wk   Mo   Yr 

SI 10040 (3/10) 

1 of 5 
(3/11) Policy: SRA, SRA-B, SPDA, FPDA

Standard Insurance Company

Individual Annuities   800.247.6888 Tel

1100 SW Sixth Avenue   Portland OR 97204-1093   www.standard.com

Deferred Annuity Application

1 Purchase

 Secured Rate Annuity    £ SRA 1 £ SRA 5 £ SRA 6  

 First Rate Annuity     £ FRA 7 

 Focused Growth Annuity    £ FGA 5 £ FGA 6 £ FGA 7 £ FGA 10 

 Principal Growth Annuity   £ PGA 5 £ PGA 7 £ PGA 9

 Flexible Premium Deferred Annuity £ FPDA 

 Advantage Growth Annuity   £ AGA 5 £ AGA 7  

         £ Other  ____________________________________________________________

2 Annuitant (Limit to one Annuitant.)

FULL LEGAL NAME

SSN OR TIN 

 

BIRTH DATE 

 

ADDRESS

CITY 
 

STATE
ZIP CODE 
 

GENDER

   £ Female   £ Male

PHONE

EMAIL 
 

3 Owner (Only if other than Annuitant. Limit to one Owner except to facilitate a 1035 Exchange where a joint-ownership is in place.)

FULL LEGAL NAME

SSN OR TIN

BIRTH DATE 

 

TRUST NAME (IF APPLICABLE)

TRUSTEE NAME (IF APPLICABLE)
TRUST DATE (IF APPLICABLE) 

 

ADDRESS

CITY

STATE 
 

ZIP CODE 
 

GENDER

   £ Female   £ Male   £ NA
PHONE

EMAIL

4 Premium

AMOUNT ATTACHED 

 

ESTIMATED AMOUNT(S) FORTHCOMING 
TOTAL AMOUNT EXPECTED 

 

PLANNED ANNUAL PREMIUM (IF APPLICABLE) 

 

PAYMENT MODE (IF APPLICABLE)

   £ Monthly   £ Quarterly   £ Semiannually   £ Annually

LIST BILL

   £ Yes   £ No

LIST BILL NUMBER (IF APPLICABLE) LIST BILL EMPLOYER NAME (IF APPLICABLE) 

 

5 Contract Type (Choose one.)

   Non-Qualified Funds 

      £ New Investment   £ 1035 Exchange (Attach form 12213.)   £ Transfer (Attach form 12213.)

   Traditional IRA 

      £ New Investment   £ Rollover (Attach form 12213.)   £ Transfer (Attach form 12213.)

   Roth IRA 

      £ New Investment   £ Rollover (Attach form 12213.)   £ Transfer (Attach form 12213.)

   Simplified Employee Pension (SEP) IRA 

      £ New Investment   £ Rollover (Attach form 12213.)   £ Transfer (Attach form 12213.)

   Inherited IRA 

      £ Rollover (Attach form 12213 and 13668.)   £ Transfer (Attach form 12213 and 13668.)

   Non-ERISA 403(b) Tax-Sheltered Annuity with Contributions from   £ Participant   £ Employer  

      £ New Investment   £ Rollover (Attach form 12213-TSA-A.)   £ Transfer (Attach form 12213-TSA-A.)

   ERISA 403(b) Tax-Sheltered Annuity with Contributions from   £ Participant   £ Employer  

      £ New Investment   £ Rollover (Attach form 12213-TSA-A.)   £ Transfer (Attach form 12213-TSA-A.)

   Qualified Pension for Plan Year ______________, for Plan Type   £ Defined Benefit   £ Defined Contribution  

      £ New Investment (Attach form 5835.)   £ Transfer (Attach form 12213 and 5835.)           
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I will catch it again.


