
 

Dear Employer: 
 
Thank you for allowing Scott & White Health Plan to provide you with this important 
service.  We are pleased to have the opportunity to offer life insurance through MetLife® 

Metropolitan Life Insurance Company.  
 
The following pages contain all the forms and information needed to administer your plan.
 
The first page is an add/drop form. This form should be used when you hire an additional 
full-time employee or when someone leaves your employment. Even if you submit an 
enrollment application to enroll your new employee to the Health Plan, you will still need to 
submit the add/drop form to enroll them in the life insurance. Submitting an application 
enrollment form for health coverage DOES NOT enroll the employee in the life coverage.
 
If you have an employee who leaves, you will need to submit the add/drop form along with 
an application to terminate health coverage. The employee who leaves has the option to 
convert the policy to an individual policy. You and the employee will need to follow the 
directions on the Conversion of Group Life Benefits to an Individual Policy form. 
 
The following forms are included in this file: 

� Employee Add/Drop form 
� Beneficiary Designation form – Please be sure all employees covered by life 

insurance fill out one of these forms.  Keep these forms.  Do not submit them to 
Scott & White Health Plan. 

� Death Benefit Claim forms 
� Accelerated Benefit Option forms 
� Waiver of Premium Forms 
� Conversion of Group Life Benefits to an Individual Policy form 
� Portability Option form (only applies to groups with buy-up option) 

 
This file also includes a Privacy Notice and a sample billing statement. 
 
Please call your Scott & White Health Plan Account Representative with any questions. 
 
Sincerely, 
 
Scott & White Health Plan 

American Plaza 
200 W. State Hwy. 6, Ste 300
Waco, Texas 76712 
(254) 776-5468 
(800) 684-7947 

2401 South 31st Street 
Temple, Texas 76508 
(254) 298-3000 
(800) 321-7947 

3000 Briarcrest, Suite 422
Bryan, Texas 77802 
(979) 268-7947 
(800) 791-8777 

203 South IH-35 
Suite 100 
Georgetown, Texas 78628 
(512) 930-6040 
(800) 758-3012 



 
Life Insurance Employee Add/Drop Form 

 

Please complete the following for each employee that is being added or terminated from your current plan.  You may fax the completed form to (254) 298-3199, or mail to: 
Scott & White Health Plan  
Membership Dept  
2401 South 31st Street 
Temple, TX 76508 

Adding Employees 

Company Name Group Number Completed By Today’s Date SWHP use only 
Processed      By 

Add 
Date 

Drop 
Date     Employee Last Name Employee First Name Middle 

Initial 
Social Security 

Number Date of Birth Sex Marital 
Status Date of Hire Dependent 

Life Y/N 
Number of 
Dependents Buy Up Y/N 

             

             

             

             

             

             

             

             

             

             

             

             

             

• All 30/hour per week employees are eligible for Life Insurance.  Retirees and Cobra/Continuation employees are not eligible for life insurance coverage. 
• Full time employees over the age of 65 will receive a reduced benefit. 
• Employees electing to purchase buy-up must fill out MetLife application* and submit a copy with this form.  

Termination 
• Terming employees have the right to convert their group coverage to an individual policy without proving evidence of insurability but must elect within 31 days of 

termination.  Employees should be given information on conversion* privileges.    
• If your company provides an optional Buy-Up benefit for employees, the employee should receive the portability* information.  

 
*  The conversion, portability MetLife application information and forms are located in the Life section of your Scott & White Health Plan Administrative Manual.  Please 
contact your Account Representative for more information or assistance. 

Life add/drop 3/31/05 



Metropolitan Life Insurance CompanyBENEFICIARY DESIGNATIONPlease read Instructions on next page before completing this form.  Do not erase or attempt to make corrections; use a new form.Name of Employer     Group Policy No.     Insured’s Social Security No.     In accordance with the conditions of the Group Policy listed above, I hereby revoke any previous designations of primary beneficiary(ies) and contingentbeneficiary(ies) (if any) and designate as primary beneficiary(ies) and contingent beneficiary(ies) (if any) in the event of the insured’s death, the following:Primary Beneficiary DesignationFull Name (Last, First, Middle Initial) Relationship Date of Birth Address (Street, City, State, Zip) Share %                                                                           Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: 100%In the event said primary beneficiary(ies) predecease(s) the insured, I designate as contingent beneficiary(ies)Contingent Beneficiary DesignationFull Name (Last, First, Middle Initial) Relationship Date of Birth Address (Street, City, State, Zip) Share %                                                                           Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: 100%If no beneficiary or contingent beneficiary designated shall be living following the insured’s death, the amount payable by reason of the insured’sdeath shall be payable as provided in the Group Policy.Note: See Next Page for Important InformationTrust(ee) Designation (applies only if a trust has been created in an executed trust agreement)Name of Trustee(s)      Address      City      State   Zip Code      and successor(s) in trust, as Trustee(s) under      (“Title of Agreement”)Dated       executed by me and said Trustee(s).MetLife shall not be responsible for the application or disposition of the proceeds by said Trustee(s), and the receipt of the proceeds by said Trustee(s)shall be full discharge of the liability of MetLife under the Group Policy.If this form is executed by the insured, it is understood and agreed, however, that if MetLife receives proof satisfactory to it that the aforesaid trust hasbeen revoked or is not in effect at the insured’s death, the beneficiary shall be the insured’s Estate, and payment to the estate’s legal representativebased on such proof shall be full discharge of liability of MetLife under the Group Policy or certificate.If this form is executed by the current owner (who is not the insured), it is understood and agreed, however, that if MetLife receives proof satisfactory toit that the aforesaid trust has been revoked or is not in effect at the insured’s death, the beneficiary shall be the current owner, if living at the insured’sdeath, or the current owner’s estate if the current owner is not living at the insured’s death, and payment to the estate’s legal representative based onsuch proof shall be full discharge of liability of MetLife under the Group Policy or certificate.Trust(ee) (Under Will) Designation (applies only if a trust has been set forth in your Will)The trust(ee) under any last Will and Testament of mine as shall be admitted to probate.If for any reason whatsoever, no Trust(ee) under any such last Will and Testament shall be duly appointed, I hereby designate My Estate as beneficiaryand any payment made in good faith to the legal representative of my estate shall be full discharge of the liability of MetLife under the Group Policy.I reserve the right to change the designated beneficiary(ies) at any time without (his/her/their) consent.(Please Print)          Name of Insured or Owner (if assigned) Daytime Phone No.                 Street Address City State Zip CodeSignature of Insured or Owner (if assigned) Date SignedSubmit Completed Form To Employer and Retain a Copy for Your RecordsG.BENE–DES JY6004.SCRE (07/01)

MetLife
Please use the 'SHRINK TO FIT' option  for version 3 and "FIT TO PAGE"  for verson 4 on the print sub-menu. Check off this box/option in the lower left of the print sub-menu screen.  Also on version 4, if you do not want this note to appear on your form,  be sure the box for annotation is not checked.



GENERAL BENEFICIARY INFORMATIONYou may find the following definitions helpful in completing your Beneficiary Designation form.Primary Beneficiary:  Your primary beneficiary should be the individual(s) or organization that you wish to receive the insurance proceeds.  You may havethe proceeds divided among several primary beneficiaries.  To do this, you must indicate what percentage of the proceeds you would like them to receive.Your total shares must equal 100%.Contingent Beneficiary:  Your contingent beneficiary should be the individual(s) or organization that you wish to receive the insurance proceeds if yourprimary beneficiary(ies) (see definition above) predecease(s) the insured. You may have the proceeds divided among several contingent beneficiaries. To dothis, you must indicate what percentage of the proceeds you would like them to receive. Your total shares must equal 100%.Trust(ee) Designation:  If you plan to have the insurance proceeds distributed through a Trust, you should complete this section with the appropriateinformation.  Your Trust(ee) will be held fully responsible for the application for and disposition of the insurance proceeds.This section should only be used if you have a legally drawn inter vivos trust agreement or an appropriate Trust(ee) is designated under yourLast Will and Testament.  If you complete this section, do NOT complete the Primary or Contingent Beneficiary sections.An inter vivos trust is a trust established during the life of the trustor (the person who creates the trust) for the benefit of the trustor or other living persons.INSTRUCTIONS FOR COMPLETING BENEFICIARY DESIGNATION1. Fill in the insured’s Name of Employer, Group Policy Number (found on your Certificate) and Social Security Number at the top of the form.  At thebottom of the form, fill in the name of the insured person or owner (if assigned), the daytime phone number, address, and sign and date the form.2. Fill in the Primary Beneficiary(ies) and Contingent Beneficiary(ies), if any.  For each Primary and Contingent Beneficiary listed, enter therelationship (when the relationship of the beneficiary is other than by blood or marriage, the relationship should be shown as “Nonrelative”), date ofbirth, address(es) (permanent residence) and percentage of share (all shares must add up to 100%).3. If you wish to name a Trust(ee) as beneficiary, complete one of the two Trust(ee) Designations instead of the Primary and Contingent Beneficiarysections.  If the trust is an inter vivos trust, check only the first Trust(ee) Designation box, and complete the top Trust(ee) designation.  You shouldenter (1) the name and address of the Trust(ee); (2) the Title of the Agreement; and (3) the date of its execution. NOTE:  AN INTER VIVOSTRUST MUST BE A LEGALLY DRAWN AGREEMENT.If you wish to make a Trust(ee) under Will Designation, check only the second Trust(ee) Designation box. NOTE:  A TRUST(EE) UNDER WILL(OR TESTAMENTARY TRUST(EE) MUST BE ESTABLISHED UNDER THE LEGALLY DRAWN LAST WILL AND TESTAMENT OF THEINSURED OR OWNER (IF ASSIGNED).4. The owner of the coverage should sign and date the form in the spaces provided.  Retain a copy for your records.5. Give the completed form to the Employer.If you wish to name more beneficiaries than this form provides for, secure an additional copy.  Complete your list of beneficiaries on that form.Attach the additional form to the first, indicating clearly on each form the number of additional forms attached.  For example, if three forms are used, numberthe forms as follows:  1 of 3, 2 of 3 and 3 of 3.It is important that you review your beneficiary designation periodically to ensure that the beneficiary information you supplied is up to date.You may change or revoke your beneficiary designation at any time by completing a new Beneficiary Designation form.PLEASE NOTEIf death occurs and a minor (a person not of legal age) or your estate is the beneficiary, it will be necessary to have a guardian or an administrator appointedbefore any death benefit can be paid.  This means court expenses for the beneficiary and delay in the payment of the insurance proceeds.  Please take thisinto consideration when naming your beneficiary.



Dear Beneficiary:

We at MetLife are sorry for your loss. To help you through what can be a very difficult,
emotional, and confusing time, we created a settlement option, the Total Control Account®

Money Market Option, to give you the time you need to best decide how to use your insurance or
annuity proceeds.

The insurance or annuity contract may have provided other settlement options for payment of
the proceeds. Unless the contract owner or insured preselected a specific method of settlement,
your right to choose any of these other settlement options is preserved while your money is in a
Total Control Account. If a settlement option was preselected for you, more information will be
provided as your claim is processed.

If the amount of proceeds payable to you is $7,500 or more, a Total Control Account will be
opened in your name once your claim is approved, unless a different settlement option was
selected. You will receive a personalized “checkbook” and a Customer Agreement, which gives
you additional information regarding your Account in an easy to read question and answer
format. By using one of your personalized “checks,” you can draw a draft on your Total Control
Account for the entire amount at any time. Information regarding the other settlement options
available will also be provided.

While your money is in a Total Control Account, it is guaranteed by MetLife. You can access all
or part of the insurance proceeds at any time, simply by writing one of your checks. You are not
charged for checks, there are no transaction or monthly fees and there are no penalties for
withdrawing all or part of your money.

We hope that the Total Control Account will help you rest a little easier knowing that your
money is safe, earning a competitive rate, and accessible to you when you need it, giving you
time to make financial decisions that are right for you. Please read the additional information
regarding the Total Control Account provided on this form.

If you have further questions about the Account, MetLife’s Investment and Fiduciary Services
Department is available every business day at (908) 634-9594 or through its toll-free number,
800-MET-SAVE (800-638-7283). Hearing impaired callers with a TDD can call (908) 636-4349 or
800-229-3037.

Once again, we extend our condolences and assure you that we will make every effort to help
you in every way we can.

Please complete the Beneficiary Life Insurance Claim Statement section of this form. Then ask
your employer to complete the Employer’s Statement section and mail this form to:

MetLife
SBC Life Claims
P.O. Box 6122
Utica, NY 13501-6122



The TOTAL CONTROL ACCOUNT® Money Market Option

Designed to Put You in Complete Control of Your Life Insurance Proceeds

The Total Control Account provides …

SAFETY

• The entire amount of your Account, including all interest earned, is fully guaranteed by MetLife.

COMPETITIVE RATES

• The Account earns interest at money market rates that are responsive to current market conditions.

• Interest is compounded daily and credited monthly. (Generally, the interest earned will be subject to
income tax.)

FREE CHECKING

• You can write checks from a minimum amount of $250 up to the full amount in the Account at any time.

• There are no monthly service or transaction charges. There is no charge for printing or reordering
checks.

CONVENIENCE

• A personalized checkbook provides you with easy and immediate access to the funds.

• You will receive a monthly statement, showing all transactions, interest earned and the balance in the
Account.

FLEXIBILITY

• You can withdraw all or part of your money at any time, without penalty or loss of interest.

• There are no limits on the number of checks you can write each month.

• You can name a beneficiary to receive money held in the Account, in case something happens to you.

FULL SERVICE

• Beneficiary Service Representatives are within easy reach to answer any questions you may have about
your Account. You’ll be able to call them, toll-free, every business day, 8:00 a.m. - 6:00 p.m. Eastern
Standard Time.

TIME TO DECIDE

• Your rights to elect all other available MetLife settlement options* are preserved. You may, at any time,
place some or all of the money in your Account in any other available option.

• MetLife has a range of settlement options for you to choose from, including Guaranteed Interest
Certificates. You will receive complete information on all settlement options which are available to you
along with the Total Control Account checkbook.

*If the insured designated an alternative settlement option, that designation will be carried out. In this
case, more information will be provided to you as your claim is processed.

The Total Control Account gives you:

Safety • Security • Convenience • Flexibility
Free Checking • Competitive Interest

If the proceeds payable to you are less than $7,500 — and the insured did not designate a settlement
option, payment is usually made by a single, lump-sum check.



As soon as your claim has been processed and approved (and the amount payable to you exceeds $7,500), a 
Total Control Account will be automatically opened, and you will receive:

• A booklet which includes your Customer
Agreement spelling out the exact terms of
your Account in an easy-to-read 
question-and-answer format.

• A brochure describing other Settlement Options
available, at no cost to you, including
Guaranteed Interest Certificates.

• A Total Control Account card is
included for your convenience
when calling your Beneficiary
Service Representative on our
toll-free number.

• A Confirmation Certificate, showing
the amount of life insurance proceeds
placed in your Account, your Account
number, the current interest rate,
effective annual yield, and a
Beneficiary Designation form.

• Personalized checks give you immediate
access to your money. You may write checks,
payable to anyone, for any amount of $250 or
more, to cover immediate expenses or for any
other purpose. Meanwhile, the funds you
don’t use right away are safe at MetLife 
and continuing to earn competitive 
money market interest.

© 1988 Metropolitan Life Insurance Company Total Control Account® is a registered service mark of Metropolitan Life Insurance Company DC-TCA5-SBC
18000208126 (0399)



Completing Your Claim Statement
Every effort has been made to make completing your claim form as simple as possible. The following examples should make it even simpler. Each
beneficiary must submit his or her own claim form.

SECTION A
Here you are asked for information about you and your relationship to the deceased. Your completed form might look like this:

SECTION B
In Section B we ask you to tell us about the deceased. Please be sure that you use the deceased’s legal residence address prior to the death. Your
completed form might look like this:

A. Information about you:

1. Your Name (please print or type) ______________________________________________________________________________
First Middle Initial Last

2. Your Social Security No. ________________________
3. Your Date of Birth _______________________________ Your Sex mm Male mm Female

Mo. Day Year

4. Your Phone Number (in case we need to contact you) Day ( )_____________ Evening ( )_____________
Area Code Area Code

5. Your Address _____________________________________________________________________________________________
House Number Street Name Apt./Box No. (if any)

_______________________________________________________________________________________________________
City State Zip

6. Your relationship to the deceased. You are the mm Husband or Wife mm Child mm Parent mm Other _________________________
Explain

B. Information about the deceased:

1. His/Her Name ____________________________________________________________________________________________
First Middle Initial Last

2. His/Her Residence Address __________________________________________________________________________________
House Number Street Name Apt./Box No. (if any)

_______________________________________________________________________________________________________
City State Zip

3. His/Her Marital Status mm Single mm Married mm Widow/Widower mm Separated mm Divorced
4. His/Her Date of Birth_____________________________

Mo. Day Year

5. His/Her Social Security No. ____ / ___ / ______ 6. His/Her Employer ______________________________________________
7. We need an officially certified copy of death certificate. Is a copy attached? mm Yes mm No

If not, state why___________________________________________________________________________________________

The information I have given is, to the best of my knowledge, true and accurate. Under penalties of perjury, I certify that the number shown on
this form is my correct taxpayer identification number, and that: (please check one)

mm The Internal Revenue Service (IRS) has notified me that I am subject to backup withholding as a result of a failure to report all 
interest or dividends, or

mm I am not subject (or no longer subject) to backup withholding.

The IRS does not require your consent to any provision of this document other than the certifications to avoid backup withholding.

If the insured was  covered under a policy issued in one of the states listed below or if you reside in one of the states listed below, one of the
following state warnings may apply to you:

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and 
civil penalties.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim containing any false,
incomplete or misleading information is guilty of a felony of the third degree.

Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

If the insured was covered under a policy issued in any state other than those listed above, or if you reside in any state other than those listed 
above, then the following warning may apply to you:

Any person who knowingly and with intent to defraud any insurance company or other person files a 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 subjects such person to criminal and civil penalties.

Please sign below as you would sign on checks. If you are receiving a Total Control Account, this signature will be placed with your Account.

_____________________________________________________ _____________________________________________
Beneficiary Signature Date

Please make every effort to include with your form an officially certified copy of the death certificate. The absence of the death certificate can cause
substantial delays. If your name has changed since the original beneficiary designation please provide supporting documentation.

Once you have completed the form, sign (just as you sign checks) and date it.

Return this completed Claim Statement to the Employer’s appropriate Benefit Office. Be sure to include an officially certified copy of the death certificate.

Joan Rose Smith January 20, 1992

JOAN R. Smith
123-45-6789
6 28 37 X

305 555-6728 305 555-1234

21-15 MARTIN STREET 3B
MIAMI FLORIDA 33400

X

GEORGE H. Smith
21-15 MARTIN STREET 3B

MIAMI FLORIDA 33400

6 28 37

123 45 6789 ABC COMPANY
X



A. Information about you:

1. Your Name (please print or type) _______________________________________________________________________________
First Middle Initial Last

2. Your Social Security No. _________________________

3. Your Date of Birth ________________________________ Your Sex M Male M Female
Mo. Day Year

4. Your Phone Number (in case we need to contact you) Day ( )_____________ Evening ( )_____________
Area Code Area Code

5. Your Address ______________________________________________________________________________________________
House Number Street Name Apt./Box No. (if any)

________________________________________________________________________________________________________
City State Zip

6. Your relationship to the deceased. You are the M Husband or Wife M Child M Parent M Other __________________________
Explain

Beneficiary’s Life Insurance Claim Statement
In order to process your claim as quickly as possible we need some information about you and about the deceased. 
Each beneficiary must submit his or her own claim statement.

B. Information about the deceased:

1. His/Her Name______________________________________________________________________________________________
First Middle Initial Last

2. His/Her Residence Address____________________________________________________________________________________
House Number Street Name Apt./Box No. (if any)

________________________________________________________________________________________________________
City State Zip

3. His/Her Marital Status M Single M Married M Widow/Widower M Separated M Divorced

4. His/Her Date of Birth ______________________________
Mo. Day Year

5. His/Her Social Security No. ____ / ___ / ______ 6. His/Her Employer________________________________________________

7. We need an officially certified copy of death certificate. Is a copy attached? M Yes M No

If not, please state why_______________________________________________________________________________________

The information I have given is, to the best of my knowledge, true and accurate. Under penalties of perjury, I certify that the number shown on this
form is my correct taxpayer identification number, and that: (please check one)

mm The Internal Revenue Service (IRS) has notified me that I am subject to backup withholding as a result of a failure to report all interest or
dividends, or

mm I am not subject (or no longer subject) to backup withholding.

The IRS does not require your consent to any provision of this document other than the certifications to avoid backup withholding.

If the insured was  covered under a policy issued in one of the states listed below or if you reside in one of the states listed below, one of the following
state warnings may apply to you:

New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and 
civil penalties.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim containing any false,
incomplete or misleading information is guilty of a felony of the third degree.

Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding
the company. Penalties include imprisonment, fines and denial of insurance benefits.

If the insured was covered under a policy issued in any state other than those listed above, or if you reside in any state other than those listed above,
then the following warning may apply to you:

Any person who knowingly and with intent to defraud any insurance company or other person files a 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 subjects such person to criminal and civil penalties.

Please sign below as you would sign on checks. If you are receiving a Total Control Account, this signature will be placed with your Account.

_______________________________________________________ _____________________________________________
Beneficiary Signature Date

Metropolitan Life Insurance Company
One Madison Avenue, New York, NY 10010-3690



 

 

Form Sent From:
Representative Name:
Representative Phone #:
COMPANY NAME
(Group Contract)
Deceased Information:

Name of Deceased

Date of Death

SSN

Beneficiary Information:

Beneficiary Name

Relationship 

Address

City/State/Zip

Telephone

Benefit Amount: (If available)

Basic Life

Supplemental Life

Comments:

Form sent by:

Please send completed form to solutions@metlife.com or fax to 1-888-422-4272 (toll free)
MetLife Resource Center  1-888-628-2228 (toll free)

MetLife Survivor Assistance…Delivering The Promise  (DTP)SM  

Survivor Assistance Form



EMPLOYER’S STATEMENT — To Be Completed by an Authorized Company Representative. Please Type.

Certificate Date of Death Date of Birth Name of Insured Employee Sex
Number Mo. Day Yr. Mo. Day Yr. Last First Middle M or F

Date of Birth Sex Amount of Name of Deceased Dependent Relationship
Mo. Day Yr. M or F Dependent Life Insurance Last First Middle Spouse______________

Child _______________

Name of
Employer ______________________________________________

Division or
Subsidiary ______________________________________________
and Location

This Line
Across for
Dependent
Claims Only

Social Sec. Number
If Different from Cert. No.

Notice: Be sure to consider any reduction formula applicable to each type of Life benefit 
in-force when entering the amount of Life benefits for which claim is made.

*Optional Life includes Supplemental Life, Additional Life, and Voluntary Life Benefits

**For more information concerning Group Universal Life coverage, please call 1-800-523-2894.

Complete the following if Applicable:
M Hourly Employee or M Salaried Employee
M Union Employee or M Non-Union Employee
M Exempt Employee or M Non-Exempt Employee

Occupation ___________________________________________________

Is there any transaction pending which will affect the payee or the amount
payable? If yes, give particulars:

____________________________________________________________

____________________________________________________________

On what date did the employee last work? ________________Reason for stopping ___________________________________________

Was employee M active or M retired? Date retired _______________Annual base pay_____________________

If active, enter the effective date of the amount of insurance being claimed. ______________________

If retired, enter the amount of insurance prior to reduction, if any. ________________________

Was the employer-employee relationship terminated before death? M No M Yes Date ____________Reason _____________________

Was life insurance cancelled? M No M Yes Date ____________Was conversion applied for? M No M Yes M Unknown

Was a Total and Permanent Disability claim ever filed with MetLife for this employee? M No M Yes

If yes, please provide the approval number. _____________________________________________________________________________

Group Sub Claim Type of Life Benefits Amount
(Report Number) Code Pay Point Check applicable box(es)

M Basic Life

M Optional Life*

M Group Life Plus

M Group Universal Life**

Annuity Death Benefit Accidental Death Benefit Survivor Income Benefit

If an Annuity Death Benefit is claimed, and
such benefit is covered by MetLife, enter
Group Annuity

Contract No. ________________________

and Cert. No. ________________________

For groups operated on the “Annual
Exhibit” method of billing or if employee
contributions are reported annually:

Employee contributions
for prior exhibit year $______________

Employee contributions
for current
exhibit year $_____________________

Total employee
contributions $ ___________________

If an Accidental Death Benefit is
claimed, and such benefit is covered
by MetLife, enter amount of such
benefit only.

$_____________________________

Amount of Regular Life Insurance
should be entered above.

If the deceased employee qualified for
Survivor Income Benefits, and such
benefits are covered by MetLife, specify if
the claim M is attached, or

M will follow

© 1988 Metropolitan Life Insurance Company Total Control Account® is a registered service mark of Metropolitan Life Insurance Company DC-TCA5-SBC

_______________________________________________________________ __________________________________ __________________________________
Signature of Employer’s Authorized Representative Date Telephone No.

Send check or Total Control Account Package:

M Directly to Beneficiary(ies)

M Other: ___________________________________________
___________________________________________
___________________________________________
___________________________________________

Please attach any enrollment forms and beneficiary designations
you retained. If a beneficiary is deceased, a copy of his or her 
death certificate is required. If you have any questions, please
contact the MetLife administrator responsible for your group.

(Branch)



The Accelerated Benefits Option ("ABO")
 

Please read the following important information before completing the attached ABO
claim form: C Claiming an accelerated benefit will reduce the amount of your life coverage in effect and

will reduce any life coverage eligible for conversion.

Please review your Group Insurance certificate  to determine whether a mortality and
interest charge is applicable to the ABO provision of your Group Life coverage.

CC If applicable under your particular Group Insurance plan, the amount of accelerated benefits
you claim will be discounted to collect the interest lost between the time an accelerated
benefit is paid out and the average expected time that death occurs.  This mortality and
interest charge incorporates an assumed rate of return for monies that could have
earned interest had the funds not been paid out, and a minimal expense charge.  The
mortality and interest charge is subtracted from the payout which you have requested to
be accelerated, limited by the maximum amount of payout for which you are eligible. C If any of your Group Life benefits have been assigned to someone else, the ABO is not
available to you or your assignee.

Applying for an Accelerated Benefit
If, after you have given careful consideration to the ABO, you wish to claim an accelerated
benefit, please complete the Claimant's  Statement and Medical Authorization portion of the
claim form, have your doctor provide the requested information, and return the completed
claim form to your Employer.

An Example
The following illustrates in a general way how ABO works.  Please refer to your Group
Insurance certificate or Summary Plan Description for details of the specific provisions that
apply to your coverage.

You currently have $50,000 of Group Life Insurance and your plan allows you to accelerate
up to 50% of your coverage if you meet specified criteria.

Non-Discounted ABO Provision: Discounted ABO Provision:
Your current coverage: 
Amount accelerated:  
Net accelerated payment: 

$50,000 Your current coverage: $50,000
-25,000 Amount accelerated:  -25,000

8% mortality and interest charge$25,000
(25,000 x .08):  - 2,000
Net accelerated payment: $23,000

Remaining Group Life Insurance Remaining Group Life Insurance
Payable to Your Beneficiary: $25,000 Payable to Your Beneficiary: $25,000



ACCELERATED BENEFITS CLAIM FORM
Claimant's Statement

Metropolitan Life Insurance Company
SBC Life Claims
P.O. Box 6122Please complete this form and return it to your Employer. Utica, NY 13504-6122

1. Employee's Name
Last First Middle

Mo. Day Yr.Employee's Soc. Sec. No. Employee's Date of Birth Sex Male Female
2. Residence

Number and Street City or Town State Zip Code

(         )Telephone Number

3. Marital Status of Claimant Single Married Widowed Divorced Separated
Is the claimant the Employee or Dependent Spouse?4.   SpouseEmployee
If spouse, please provide:

Mo. Day Yr. Sex Male Female
Name Social Security Number Date of Birth

5. Have any of your Life Insurance benefits been assigned?  Yes  No

If Ayes@, specify which coverage  and amount $
(coverage) (amount)

Select the coverage and amount you wish to accelerate.  The minimum claim amount is $20,000.6.
 $ Basic Life Insurance

 $ Optional Life Insurance

 $  Dependent  Life Insurance
7. Payment option desired (please select one):  Lump Sum  Three Monthly Installments

Medical Authorization    (NOTE:  Approval of this claim is subject to an independent medical review by MetLife.)

The covered employee must sign for all claims.
I authorize any insurance company, organization, employer, hospital, physician or pharmacist to release any information
requested with regard to this claim.
I declare that the above information is correct.
If you are insured under a policy issued in any state other than those listed below, or if you reside in any state other than
those listed below, then the following warning may apply to you:

Any person who knowingly and with intent to defraud any insurance company or other person files a 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 subjects such
person to criminal and civil penalties.

If you are insured under a policy issued in one of the following states, or if you reside in one of the following states, one of
the following state warnings may apply to you:  
New Jersey:  Any person who knowingly files a statement of claim containing any false or misleading information
is subject to criminal and civil penalties.
Florida:  Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of
claim containing any false, incomplete or misleading information is guilty of a felony of the third degree.
Virginia:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company
for the purpose of defrauding the company.  Penalties include imprisonment, fines and denial of insurance
benefits. 

Employee Signature Date

Spouse's Signature (if claiming accelerated benefits) Date

JY2089.SCRE(03/99)

MetLife
Please use the 'SHRINK TO FIT' option  on the print sub-menu. Check off this box/option in the lower left of the print sub-menu screen.

MetLife
Please use the 'SHRINK TO FIT' option  on the print sub-menu. Check off this box/option in the lower left of the print sub-menu screen.



Employer's Statement
To the employer: Please make certain the Claimant's Statement and the Statement of Attending Physician are properly
completed. Please complete the Employer's Statement and submit the claim to:

Metropolitan Life Insurance Company, P.O.  Box 6122, Utica, NY 13504-6122

Name of Covered Employee Date of Birth SexSocial Security Number
Last MFirst Middle Mo Day Yr     F

Name of Employer

Division or Subsidiary and Location
Dependent Date of Birth Sex Amount of Name of Dependent
Claim only M    F Dependent Life Ins.Mo Day Yr. Last First Middle

Notice: Be sure to consider any reduction formula applicable to each type of Life Benefit
 in force when entering

Complete the Following:

      

the amount of Life benefits for which claim is made. Salaried Employee is Hourly        Amount of Life
 Insurance payable
 as of date of claim.

 Amount of Life
 Insurance payable
 six months from
 date of claim.

Type of Life Benefits
Check applicable
box(es).

        
  

Union Non UnionRetiredSubReport 
Number    BranchCode Exempt Non Exempt

Basic Life Base Annual Earnings $

Optional Life* Mo. Day  Yr.As of Date:
Dependent Life

Please Complete Information Below:

Mo. Day  Yr.Active Employee: Enter effective date of amount of insurance being claimed

Mo. Day  Yr.Retired Employee: Date retired

For employees who are not actively at work, please indicate status of employee (select one item):

 Regular Retiree       Disabled (not terminated or retired)Retiree Due to Disability Leave of Absence/Layoff/Sick Leave

Mo. Day  Yr.On what date did the employee last work? Reason for stopping

Was the employer-employee relationship terminated before accelerated benefits were claimed?

Mo. Day  Yr.No Yes     Date

Reason

Mo. Day  Yr.Was life insurance cancelled? No Yes   Date

Employer's Authorized Representative:

Name Title Phone #

Signature Date



Statement of Attending Physician

The information provided is to be used for claims evaluation and auditing purposes only.

The patient is responsible for having this form completed without expense to MetLife or the Employer.
If more space is needed, please use reverse side of form.

History and Diagnosis

A. Does the condition, in whole or part, result from an I State primary diagnosis and use ICD-9 code:
intentionally self inflicted injury or suicide attempt?

Yes No
If yes, please explain

J State secondary diagnosis and complications, if any, and
B. Date symptoms first appeared or accident occurred use ICD-9 code:
C. Date of first visit
D. Date of most recent examination
E. Frequency of visits/treatments K Past, present and future course of treatment:
F. Past history:

L Other known injuries or presently active diseases:G. Objective findings (including pertinent laboratory test
results):

M What is patient's functional status, that is, is he or she
H. Subjective symptoms: bedridden, ambulatory, etc.?

Is the patient hospitalized or confined in some other facility? Yes No    If Yes:

A. Name of hospital/facility

B. Address of hospital/facility

C. Dates of Confinement to

To qualify for this benefit, the patient must suffer from a terminal condition while covered for Life Insurance Benefits. "Terminal
condition" means a sickness or an injury which is expected to result in his/her death within 6 months; and from which he/she
is not expected to recover.
In your opinion, does the patient meet these requirements? Yes No
In your opinion is the patient competent to endorse checks and direct the use of their proceeds? Yes No

Name of Physician Board Certified Specialty

Street Address City or Town State Zip Code
(           )

Telephone Number Date Signature



Statement of Attending Physician (Continued)



Dear Claimant:

Attached is the material you have requested about MetLife's Accelerated Benefits Option
("ABO") for your Group Insurance plan.

Under the ABO, if you are diagnosed as having a terminal illness, with a life expectancy of
six months or less, you may be eligible to receive a portion of your Group Life benefits.
This option can provide financial assistance and flexibility in a crisis; therefore, it is
important that you are aware of it.

The accelerated life insurance benefits offered under your certificate are intended to
qualify for favorable tax treatment under the Internal Revenue Code of 1986.  If the
accelerated benefits qualify for such favorable treatment, they will be excludable from your
income and not subject to federal taxation.  Tax laws relating to accelerated benefits are
complex.  You are advised to consult with a qualified tax advisor about circumstances
under which you could receive accelerated benefits excludable from income under federal
tax law.

Receipt of accelerated benefits may affect your eligibility, or that of your spouse or family,
for public assistance programs such as medical assistance (Medicaid), Aid to Families
with Dependent Children (AFDC), Supplementary Social Security Income (SSI), and drug
assistance programs.  You are advised to consult with social services agencies
concerning the effect receipt of accelerated benefits will have on public assistance
eligibility for you, your spouse, or your family.

Approval of this claim is subject to an independent medical review by MetLife.

Please refer to your Group Insurance certificate for details on the specific ABO provision
for your MetLife Group coverage(s).

Sincerely,

MetLife Group Life Products



Metropolitan LifeStatement of Review for Continuance of Life For H.O. Use Only Insurance CompanyGroup Health ClaimsInsurance Protection During Total DisabilityStatement of EmployeeThis statement must be completed by the employee. If the employee is mentally incompetent, the statement should be completed bythe committee or guardian, or if none has been appointed, by the beneficiary named in the policy.Tel. No. 1. What is your full name? (Include Area Code)Street City State Zip Code 2. What is your address? 3. Give the following facts regarding yourself: Date of birthSex Male Female Married Single 4. State the causes of your disability. 5. On what date were you first totally disabled by this sickness or injury    so that you were wholly unable to work? 6. (a) Are you presently able to engage in any gainful occupation? Yes No    If "Yes", please explain    (b) When do you expect to return to work? Date 7. Name all physicians who have treated you since. Name Date of TreatmentFrom           To 8. Are you now wholly unable to engage in any and all work, and any and    every occupation or business? 9. Are you insured under any other policies issued by this Company?    If so, please give the numbers.I authorize any insurance company, organization, employer, hospital, physician or surgeon to release any information with respect to this disability review form. Icertify that the information I have furnished is true and correct.  Any person who knowingly and with intent to defraud any insurance company or other personfiles a statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material theretocommits a fraudulent insurance, act, which is a crime and subjects such person to criminal and civil penalties.   10.Date Signature of claimantTo be completed by the employerGroup Number Sub. Div. No. Branch No. Certificate No. Date of Issue Give date, if cancelled Amount of InsuranceBasic     Optional$ $1. Name of employee Social Security number2. Have Temporary Disability Benefits been paid by the Metropolitan? Yes No If yes, date paid through3. On what date was he or she employed? Age or date of birth as given at that time4. In what occupation was he or she engaged? Salaried Hourly5. On what date was he or she last at work?6. Why did he or she cease working on that date?7. Are there any circumstances which would cause you to question the    validity of the disability If so, please give the particulars.Important - Attach all register and/or enrollment cards (current and previous), change of beneficiary and other forms completedby the employee.Tel. No. Employer(Include Area Code) AddressDate By Name TitleThe Physician's Statement is Requested on the Reverse Side MM6952.SCRE(04/01)0347-A-GROUP (11-90) Printed in U.S.A.



IT IS A CRIME TO FILL OUT THIS FORM WITH FACTS YOU KNOW ARE FALSE OR TO LEAVE OUT FACTS YOU KNOW ARE IMPORTANT.Attending Physician's Statement of DisabilityThe patient is responsible for the completion of this form without expense to Metropolitan Life.1. History Month(a) When did symptoms first appear or accident happen? Day YearMonth Year(b) Date patient was first disabled. Day(c) Has patient ever had same or similar condition?  Yes NoIf "Yes" state when and describe2. Present Condition(a) Subjective symptoms(b) Objective findingsInclude results of current X-rays, E.K.G.'s, orany other special tests.(c) Is patient: Bed confined?Ambulatory? House confined? Hospital confined?3. Diagnosis4. Cardiac (if applicable) Class 1 (No limitation) Class 2 (Slight limitation)(a) Functional capacity(American Heart Ass'n.) Class 3 (Marked limitation) Class 4 (Complete limitation)(b) Blood Pressure (last three visits) systolic/diastolic systolic/diastolic systolic/diastolic5. Treatment(a) Date of first visit Mo. Day Yr.(b) Date of last visit Mo. Day Yr.(c) Frequency of visits Weekly Monthly Other Yr.(d) When did you last examine patient? Mo. Day6. Progress Recovered Improved Unimproved Retrogressed7. Extent of Disability For Any Occupation For His Regular Occupation(a) Is patient now totally disabled? Yes No Yes No(b) If no, when was patient able to go to work? Mo. Day Yr. Mo. Day Yr.Mo. Day Yr. Mo. Day Yr.(c) If yes, when do you Approximate Date&think patient will be Indefiniteable to resume any Neverwork?(d) If yes, is patient a suitable candidate for a rehabilitation program? Yes No8. Mental ConditionIs the patient competent to endorse checks and direct the use of their proceeds? Yes NoRemarks: Date Signature Degree(Attending Physician) Telephone(Include area code)Street Address City or Town (or Province) Zip Code



G685 (06/02) JY2662.SCRE (06/02)

Conversion of Group Life Benefits to an Individual Policy
Part A – Conversion Privilege Notice To Eligible Person Date of this notice        /        /         
To The Employee/Assignee:  The Group Term Life benefits in the amount(s) indicated below will be terminated on (Date)                                                     
You may apply for an Individual Life Insurance policy (other than Term Insurance), which will be issued without medical examination by Metropolitan Life Insurance
Company (hereafter “MetLife”), if you apply for it and the required premium payment is made within:
� 31 days from the date benefits were terminated, or
� 15 days from the date this notice is given, if notice is given more than 15 days from the date benefits were terminated.

 In no event will this period extend beyond 91 days from the date benefits were terminated. 
 Use one of the methods shown below to contact MetLife to apply for an individual policy.  We will arrange for a Financial Services Representative to follow-up with you and
assist you in the application process.
� Call MetLife’s toll-free number 1-877-ASK MET7 (1-877-275-6387), or
� Contact us via the Internet at solutions@metlife.com

Name of Insured (Last, First)
          

Relationship  Self
to Employee  Dependent

Male
Female

Date of Birth
      /        /         

Name of Owner if Certificate is Assigned (Last, First)
          

Amount(s) of Group Life benefits that may be converted.
$                          Basic Life  Experience #                           

Address of Insured/Owner Street $                          Optional Life Experience #                           
                    $                          Spouse Life Experience #                           
City State Zip Code $                          Child Life Experience #                           
                              $                          Survivor Experience #                           
Name of Employee, if other than insured Employee’s Social Security Number Telephone (Include Area Code) Job Title
                  /        /         (            )             -                   

Part B – Employer Information To MetLife
Date Group Life benefits became effective for insured Reason for termination of Group Life benefits:

          /            /          Termination of Employment  No Longer an Eligible Dependent
 Retirement  Termination of Group Policy

Was an ABO claim paid?  Yes  No If yes, what is the claim amount? $                                                                                               
Subtract this amount from amount(s) in force prior to discontinuance.

Amount(s) in force prior to discontinuance: Amount(s) discontinued: Amount(s) continued:
$                                                                       Basic Life $                                                                     Basic Life $                                                                 Basic Life
$                                                                  Optional Life $                                                                 Optional Life $                                                             Optional Life
$                                                                   Spouse Life $                                                                  Spouse Life $                                                              Spouse Life
$                                                                        Child Life $                                                                      Child Life $                                                                  Child Life
$                                                                         Survivor $                                                                       Survivor $                                                                   Survivor
Was the employee totally disabled on the date the benefits were discontinued?    Yes    No
Name of Employer
          
Address Street City State Zip Code
                                        
Signed Date

      /        /         
Telephone  (Include Area Code)
  (            )             -         

For Use Only By MetLife
To Be Completed By Group Department

 Issue a conversion policy in an amount up to $                                                   .
Person is not eligible for term insurance.

 Decline issue – conversion period expired.
 Decline issue – 5 year Group coverage requirement not met.

Are the Experience Number(s) indicated above correct?    Yes     No     If “No,” correct the Experience Number(s) shown above.
Approval to issue or decline furnished by
Signature

Reg. Bus. Unit/Nat’l. Accts.
          

Telephone (Include Area Code)
   (            )             -         

Date
      /        /         

To Be Completed By Individual Business
Type of Policy  Life Paid-up at 98      Universal Life
Issued:

Amount of Policy
$          

Effective Date of Policy
      /        /     

Policy Number
          

Completed by
Signature

IB NB Processing Center
          

Telephone  (Include Area Code)
  (            )             -         

Date
      /        /         

Instructions to Employer
1. Complete both Parts A and B above immediately upon termination of Group Life benefits for an eligible employee and/or covered dependents.
2. Make copies of the completed form and give the original copy to the person eligible to convert or mail it to the last known address.
3. Mail a copy of the completed form to the MetLife office responsible for administering your Group contract.
4. Send a copy of the form via fax (1-888-422-4272) or Internet (solutions@metlife.com) to MetLife Advice Resource Center.



SBC-PORT Instructions T7200 (05/02)
(Continued on Following Page)

1

Metropolitan Life Insurance Company
Election of Portable Coverage Form For Group Life
Insurance Coverage

Important Information About MetLife’s Portability Option

You’re in a time of transition, and MetLife welcomes the opportunity to provide you with an affordable option to
continue the Group Life Insurance coverage or Group Life Insurance coverage that you had with your former
plan.

Here are some highlights of your Portability option…

� You can take coverage with you. You may continue the same or lesser amount of life insurance
coverage you had on yourself at the time of your coverage termination through your former plan (See Part
A of the Election Form).  The minimum amount an employee can continue on a portable basis is $20,000;
the maximum is generally equal to the Life insurance coverage amount at the time of coverage termination
or $1,000,000, whichever is less.

� Full protection for you and your family.  When you elect portable coverage, you will have these valuable
features: MetLife’s Total Control Account� (TCA) and Accelerated Benefits Option (ABO).

It’s easy to elect Portable coverage:

1. Complete the attached Election Form within 31 days from the date your benefits are terminated or
reduced, or 45 days from the date this notice is given, if notice is given more than 15 days but less than
90 days after the date benefits were terminated or reduced.

2. Select the portable coverage amount for you (see attached Election Form Part B).

3. Designate your beneficiary(ies) and provide the required signatures.

4. Send your completed Election Form to:  MetLife Recordkeeping Center, P. O. Box 6169, Utica, NY
13504-6169.

5. Upon receipt of your completed Election Form, MetLife will send your initial monthly bill directly to your
home address.

If you have any questions, require assistance in completing your Election Form, or wish to find out the cost of
your portable coverage, you may phone our MetLife Recordkeeping Center toll-free at 1-866-492-6983,
between the hours of 8:00 a.m. and 5:00 p.m. (EST).



SBC-PORT Please Retain A Copy Of The Fully-Completed Form For Your T7200 (05/02)
Records And Return The Original To MetLife Recordkeeping Center

If you have any questions, please call 1-866-492-6983
(Continued on Following Page)

2

ELECTION OF PORTABLE COVERAGE FORM                                                                                                                                              
Instructions to Employer:

1. Immediately upon the Insured’s termination of employment, complete Part A below and make two copies of this form.
2. Provide the Eligible Insured with the original or mail it to their last known address.
3. Mail a copy of this form to MetLife Recordkeeping Center, P.O. Box 6169, Utica, NY 13504-6169.
4. Maintain a copy for your records.

Part A – TO BE COMPLETED BY THE EMPLOYER
Employer Name:
          

Group Report No.:
          

Sub Division:
          

Branch:
          

Portable No.:
104207

Insured Coverage Termination Date:
          

Date of This Notice:           

Insured Name: (Last, First, Initial)
          

Social Security Number:
          

Date of Birth:
          

Sex: (M/F)
          

Insured Mailing Address:  (Street, City, State, Zip)
          

Insured Home Telephone No.:
          

Annual Salary at Coverage Termination:
$          

Reason for Termination:
          

Has Coverage Been Assigned?   Yes   No
If yes, please specify coverage assigned                                                                                                          and attach a copy of assignment form.

Was the insured actively at work on the date of separation?    Yes   No

Employer To Verify Insurance & Coverage Amounts In Effect At Termination Date:

METLIFE INSURED COVERAGE AMOUNT IN EFFECT: Optional/Buy-Up Life $                  

If you are a resident of Minnesota or Vermont, Portable Term coverage is not available to you.  If you are a resident of the state of
Michigan, the maximum amount of coverage you are allowed to port is $149,000.

MetLife provides coverage under a Group Insurance policy (Policy Number 93211-G) issued to the Chase Manhattan Bank, N.A., as
Trustee.  All Portable Term coverage terminates when your premium payments cease, or January 1 of the year in which you attain age 80.
Portable Term insurance does not provide payment for death caused by suicide within the first two years (one year in North Dakota) from
the effective date of your coverage under your employer’s Group Life Insurance benefit plan (except in Massachusetts, Missouri and
Washington).

Part B – TO BE COMPLETED BY THE INSURED

Insured Application Period: The Insured must apply for portable
coverage within 31 days from the date benefits were terminated or
reduced, or 45 days from the date this notice is given, if notice is given
more than 15 days but less than 90 days after the date benefits were
terminated or reduced.

You may continue coverage at the same amount you had at the time of
coverage termination or at a lesser amount.  The minimum is $20,000;
the maximum is equal to the life insurance amount at time of coverage
termination or $1,000,000, whichever is less.  At age 70, your coverage
will be reduced by 50%.

Portable Insurance Amount(s) Requested (Please Round Coverage to the nearest thousand)
                                                         Same Amount Decreased Amount 1 No Coverage
Insured Only: 2

Optional/Buy-Up Life                                       $                                       
NOTE:  All coverage amounts are subject to applicable state laws.

1. Specify the amount of coverage you prefer.  The coverage amount selected may not exceed the coverage amount under the former plan.
2. In order to elect Portable coverage, you must have had the selected coverage under the former plan.

Metropolitan Life Insurance Company, New York, NY



SBC-PORT (Continued on Following Page) (05/02)
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ELECTION OF PORTABLE COVERAGE FORM (Continued)
TO BE COMPLETED BY THE INSURED (Continued)

DESIGNATION OF BENEFICIARY FOR INSURED LIFE BENEFITS

  I Designate as my Primary Beneficiary:  My Designation of Beneficiary is on a separate form which is signed, dated and attached.
Full Name (Last, First, Middle Initial) Relationship Date of Birth

(Mo./Day/Yr.)
Address (Street, City, State, Zip) Share %

                                              
                                              
                                              

TOTAL: 100%
If the Primary Beneficiary(ies) die before me, I designate as Contingent Beneficiary(ies):

Full Name (Last, First, Middle Initial) Relationship Date of Birth
(Mo./Day/Yr.)

Address (Street, City, State, Zip) Share %

                                              
                                              
                                              

TOTAL: 100%

Unless designated otherwise, payment will be made in equal shares or all to the survivor.
I RESERVE the right to change this designation at any time.

Insured Signature:                                                                                                                                                         Date of Signature                                             
(Mo./Day/Yr.)

Fraud Warning:
If you are applying for insurance under a policy issued in one of the following states, or if you reside in one of the following states, note the following applicable
warning:
Florida:  Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application containing any
false, incomplete or misleading information is guilty of a felony of the third degree.
Kansas and Massachusetts: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto
commits a fraudulent insurance act, and may subject such person to criminal and civil penalties.
New Jersey: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal and civil
penalties.
Oklahoma: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy
containing any false, incomplete or misleading information is guilty of a felony.
Virginia:  Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application containing a false
or deceptive statement may have violated state law.
If you are applying for insurance under a policy issued in any state other than those listed above, or if you reside in any state other than those states listed above,
note the following warning:
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or a 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 subjects such person to criminal and civil penalties.

Insured/Assignee Signature: Date:
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RATE SHEET
Schedule of Monthly Portable Group Life Insurance Term Rates

For Insured
Rates (cost per $1,000 of coverage per month) are based on the Insured’s age as of December 31st, of the
current calendar year.  Rates are subject to change.

TABLE A
LIFE INSURANCE

MONTHLY TERM RATES

AGE INSURED
RATE

AGE INSURED
RATE

15 $0.106 48 $0.454
16 $0.120 49 $0.500
17 $0.129 50 $0.552
18 $0.137 51 $0.610
19 $0.141 52 $0.673
20 $0.142 53 $0.743
21 $0.153 54 $0.811
22 $0.146 55 $0.896
23 $0.131 56 $0.987
24 $0.122 57 $1.091
25 $0.115 58 $1.204
26 $0.115 59 $1.328
27 $0.107 60 $1.470
28 $0.107 61 $1.624
29 $0.107 62 $1.796
30 $0.107 63 $1.987
31 $0.107 64 $2.202
32 $0.115 65 $2.436
33 $0.115 66 $2.682
34 $0.122 67 $2.904
35 $0.131 68 $3.139
36 $0.138 69 $3.399
37 $0.153 70 $3.691
38 $0.168 71 $4.022
39 $0.184 72 $4.400
40 $0.202 73 $4.828
41 $0.224 74 $5.292
42 $0.248 75 $5.785
43 $0.275 76 $6.359
44 $0.302 77 $6.958
45 $0.334 78 $7.585
46 $0.370 79 $8.262
47 $0.410

Example Calculation of Premium For Insured:

$50,000 � $1,000 = 50 x $0.334 = $16.70 (Monthly Premium)
Amount of Coverage selected # of units Rate based on Age 45



   
Metropolitan Life Insurance Company, New York, NY 

Small Market Medical Underwriting, PO Box 14593, Lexington, KY 40512-4593, Fax: 1-888-505-7446 
 

To be Completed by the Employer -PLEASE PRINT CLEARLY- 
Employer Name 
      

Customer Number 
      

Reporting Location Number 
      

Employer’s Street Address 
      

City 
      

State 
   

Zip Code 
      

To be Completed by the Proposed Insured / Applicant (A separate form must be completed for each Proposed Insured / Applicant) 
Employee Name (Must Complete) First MI Last 
                   

Employee Social Security Number  
(Must Complete) 

      
Daytime Phone Number 
      

Date of Full Time Hire (Mo./Day/Yr.) 
      

Work Status: 
  Active  Retired  Disabled 

Employee’s Annual Salary 
$      

Insurance is for 
 Employee    Spouse    Child 

Proposed Insured Name First MI Last  
                  

 Male 
 Female 

Date of Birth (Mo  Day  Yr) 
           

Mailing Address 
      

City 
      

State 
   

Zip Code 
      

Business Phone Number 
(     )       

Home Phone Number 
(     )       

E-mail Address 
      

State of Birth 
   

Country of Birth 
      

Total Insurance Requested (To be completed for each Applicant) 
Basic Life (or Core) $       Optional Life (or Buy-Up) $       Short Term Disability $       
Dependent Life (or Buy-Up) $       Long Term Disability $       

 

GEF02-1 
ADM 
 
Medical Information — Please complete all questions below.  Omitted information will cause delays.  “You” and “Your” refers to the Proposed 
Insured. 
1. Height        feet       inches Weight       lbs 
2. Are you now: Yes No 

a. pregnant?   
b. taking prescribed medications or on a prescribed diet?  If “yes,” list:         
c. receiving or applying for any disability benefits including workers’ compensation?   

3. In the past 5 years, have you received medical treatment or counseling by a physician for, or been advised by a 
physician to discontinue, the use of alcohol or prescribed or non-prescribed drugs?   

4. In the past 3 years, have you been convicted of driving while intoxicated or under the influence of alcohol and/or any drug?   
 If “yes,” specify date of conviction (Mo./Day/Yr.)       
5. Have you ever been diagnosed, treated, tested or given medical advice by a physician or other health care provider for: 
 Yes No Yes No 

a. chest pain or heart trouble?       h. colitis, Crohn’s or any intestinal disorder?   
b. high blood pressure, stroke or circulatory   i. Epilepsy, paralysis or dizziness?   

disorder?   j. mental or nervous disorder?   
c. cancer or tumors?   k. Lyme disease, Epstein-Barr or chronic fatigue  
d. anemia, leukemia or other blood disorder?    syndrome?   
e. diabetes?   l. arthritis, carpal tunnel, or any muscle 

insulin treated?    weakness?   
f. asthma, tuberculosis, pneumonia, or other   m. kidney or urinary tract disorder?   

lung disease?   n. thyroid or other gland disorder?   
g. ulcers, stomach or liver disorder?   o. back, neck or spinal disorder?   

6. Have you ever been diagnosed or treated by a member of the medical profession for Acquired Immune Deficiency 
Syndrome (AIDS), AIDS Related Complex (ARC) or the Human Immune Deficiency Virus (HIV) infection?   

7. Personal Physician:       Date and reason for last visit:      
Address:       Phone Number:      

Give full details for “Yes” answers on the next page. 

GEF02-1 SM-SOH/NW   (06/06) 
MQ 

 Make A Copy For Your Records & FAX or MAIL Completed Forms to  
Small Market Medical Underwriting, 1-888-505-7446,  MetLife, PO Box 14593, Lexington, KY  40512-4593 



Give full details for “Yes” answers.  If more space is needed for full details, attach a separate sheet, sign and date it. 
Question Dates of   Name of Physician or Name of Clinic or Hospital 
Number Treatment Diagnosis/Condition Duration    and Complete Address, Including Zip Code 

                            

                            

                            

GEF02-1 
MQ 
Declaration — I have read this Statement of Health and declare that all information given above is true and complete to the best of my 
knowledge and belief.  I understand that this information will be used by MetLife to determine my insurability. 

Fraud Warning: 
If you reside in or are applying for insurance under a policy issued in one of the following states, please read the applicable warning. 
New York [only applies to Accident and Health Benefits (AD&D/Disability/Dental)]:  Any person who knowingly and with intent to 
defraud any insurance company or other person files an application for insurance 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. 
Florida:  Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree. 
Massachusetts:  Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance containing any materially false information or conceals, for the purpose of misleading, information 
concerning any fact material thereto commits a fraudulent insurance act, and may subject such person to criminal and civil 
penalties. 
New Jersey:  Any person who includes any false or misleading information on an application for an insurance policy is subject 
to criminal and civil penalties. 
Oklahoma: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the 
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
Kansas, Oregon, and Vermont:  Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance containing any materially false information or conceals, for the purpose of misleading, 
information concerning any fact material thereto may be guilty of insurance fraud, and may be subject to criminal and civil 
penalties. 
Puerto Rico: Any person who, knowingly and with the intent to defraud, presents false information in an insurance request form, 
or who presents, helps or has presented, a fraudulent claim for the payment of a loss or other benefit, or presents more than one 
claim for the same damage or loss, will incur a felony, and upon conviction will be penalized for each violation with a fine no less 
than five thousand (5,000) dollars nor more than ten thousand (10,000), or imprisonment for a fixed term of three (3) years, or 
both penalties. If aggravated circumstances prevail, the fixed established imprisonment may be increased to a maximum of five 
(5) years; if attenuating circumstances prevail, it may be reduced to a minimum of two (2) years. 
Virginia and Washington:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
company for the purpose of defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits. 
All other states:    
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 
or a 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 may be a crime and may subject such person to 
criminal and civil penalties. 

(Employee must always sign) 
 
Signed Date Sign 

Here (Proposed Insured if other than Employee and at least 18 years of age) 
 
Signed Date 
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Make A Copy For Your Records & FAX or MAIL Completed Forms to  
Small Market Medical Underwriting, 1-888-505-7446,  MetLife, PO Box 14593, Lexington, KY  40512-4593 



 
Authorization 

In connection with an enrollment for group insurance, for underwriting and claim purposes regarding the proposed insureds (the 
proposed insureds are the "employee", spouse, and any other person(s) named below), notwithstanding any prior restriction 
placed on information, records or data by a proposed insured, each proposed insured authorizes: 

• Any medical practitioner, facility or related entity; any insurer; the Medical Information Bureau, Inc. (MIB); any employer; any group 
policyholder, contract holder or benefit plan administrator; or any government agency to give Metropolitan Life Insurance Company 
(“MetLife”) or any third party acting on MetLife's behalf in this regard: 
• personal information and data about the proposed insured;  
• medical information, records and data about the proposed insured including information, records and data about drugs 

prescribed, medical test results and sexually transmitted diseases; 
• information, records and data about the proposed insured related to alcohol and drug abuse and treatment, including information 

and data records and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR part 2; 
• information, records and data about the proposed insured relating to Acquired Immune Deficiency Syndrome (AIDS) or AIDS 

related conditions including, where permitted by applicable law, Human Immune deficiency Virus (HIV) test results; and  
• information, records and data about the proposed insured relating to mental illness, except psychotherapy notes.  

Expiration, Revocation and Refusal to Sign:  This authorization will expire 24 months from the date on this form or sooner if prescribed 
by law. Unless permitted by applicable law, the proposed insured cannot revoke this authorization: (1) to the extent that MetLife has taken 
action relying on the authorization; or (2) if MetLife obtained the authorization as a condition to the proposed insured obtaining insurance 
coverage.  In all other cases, the proposed insured may revoke this authorization at any time.  To revoke the authorization, the proposed 
insured must write to MetLife at P.O. Box 14069, Lexington, KY  40512-4069, and inform MetLife that this Authorization is revoked.  Any 
action taken before MetLife receives the proposed insured's revocation will be valid.  Revocation may be the basis for denying coverage or 
benefits.  If the proposed insured does not sign this Authorization, that person's enrollment for group insurance cannot be processed.   

By signing below, each proposed insured acknowledges his or her understanding that: 
• All or part of the information, records and data that MetLife receives pursuant to this authorization may be disclosed to MIB.  Such 

information may also be disclosed to and used by any reinsurer, employee, affiliate or independent contractor who performs a 
business service for MetLife on the insurance applied for or on existing insurance with MetLife, or disclosed as otherwise required or 
permitted by applicable laws.  

• Medical information, records and data that may have been subject to federal and state laws or regulations, including federal rules 
issued by Health and Human Services, setting forth standards for the use, maintenance and disclosure of such information by health 
care providers and health plans and records and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR 
part 2, once disclosed to MetLife or upon redisclosure by MetLife, may no longer be covered by those laws or regulations. 

• Information relating to HIV test results will only be disclosed as permitted by applicable law. 
• Information obtained pursuant to this authorization about a proposed insured may be used, to the extent permitted by applicable law, 

to determine the insurability of other family members. 
• Each proposed insured has a right to receive a copy of this form.  

A photocopy of this form is as valid as the original form.  
Sign 
Here       

Signature of Proposed Insured or  Print Name of Proposed Insured  Date Signed (Mo./Day/Yr.) 
Signature & Relationship of Personal Representative* 

*If a child proposed for insurance is age 18 or over, the child must sign this Authorization.  If the child is under age 18, a Personal 
Representative for the child must sign, and indicate the legal relationship between the Personal Representative and the proposed 
insured.  A Personal Representative for the child is a person who has the right to control the child’s health care, usually a parent, legal 
guardian, or a person appointed by a court.   
 
 

 AUTH-NW 
  



 

Privacy Notice 
 
If you submit a request for insurance (Statement of Health form) we will evaluate it.  We will review the 
information you give to us and we may confirm it or add to it in the ways explained below. 
 
This Privacy Notice is given to you on behalf of these companies: 
 
Metropolitan Life Insurance Company Paragon Life Insurance Company 
 
Please read this Privacy Notice carefully.  It describes in broad terms how we learn about you and how we 
treat the information we get about you. (If anyone else is to be insured, what we say here also applies to 
information about him or her.) We are required by law to give you this notice. 
 
Why We Need to Know about You:  We need to know about you (and anyone else to be insured) so that we 
can provide the insurance and other products and services you’ve asked for.  We may also need information 
from you and others to help us verify identities in order to prevent money laundering and terrorism. 

What we need to know includes address, age and other basic information.  But depending on the type of product 
or insurance, we may need more information. This may include information about your finances, employment, 
health, hobbies or business conducted with us, with other MetLife companies (our "affiliates") or with other 
companies.  Our affiliates currently include car and home insurers, securities firms, broker-dealers, a bank, a legal 
plans company and financial advisors. 

How We Learn about You:  What we know about you (and anyone else to be insured) we get mostly from you.  
But we may also have to find out more from other sources in order to make sure that what we know is correct 
and complete.  Those sources may include adult relatives, employers, consumer reporting agencies, health care 
providers and others. Some of our sources may give us reports and may disclose what they know to others. We 
may ask for medical information about you from these sources. The Authorization that you sign when you 
request insurance permits these sources to tell us about you.  So we may, for instance: 

• Ask for a medical exam   
• Ask for blood and urine tests  
• Ask health care providers to give us health data, including information about alcohol or drug abuse 
 
We may also ask a consumer reporting agency for a “consumer report” about you (or anyone else to be insured). 
Consumer reports may tell us about a lot of things, including information about your finances, employment, 
hobbies, mode of living, work history, and driving record. 
 
The information may be kept by the consumer reporting agency and later given to others as permitted by law.   
The agency will give you a copy of the report it provides to us, if you ask the agency and can provide adequate 
identification.  If you write to us and we have asked for a consumer report about you, we will tell you so and give 
you the name, address and phone number of the consumer reporting agency. 
 
Another source of information is MIB Group, Inc. (“MIB”).  It is a non-profit association of life insurance 
companies.  We and our reinsurers may give MIB health or other information about you.  If you apply for life or 
health coverage from another member of MIB, or claim benefits from another member company, MIB will give 
that company any information it has about you.  If you contact MIB, it will tell you what it knows about you.  You 
have the right to ask MIB to correct its information about you.  You may do so by writing to MIB, Inc., P.O. Box 
105, Essex Station, Boston, MA 02112, by calling MIB at (866) 692-6901 (TTY (866) 346-3642 for the hearing 
impaired), or by contacting MIB at www.mib.com. 
 
How We Protect What We Know About You:  We take steps we consider reasonable to make sure that what 
we know about you is treated confidentially. For example, our employees are told to take care in handling your 
information. They may get information about you only when there is a good reason to do so.  We also take steps 
to make our computer databases secure and to safeguard the information we have about you. 
 

CPN-Inst - SOH-2006 

http://www.mib.com/


2 

CPN-Inst - SOH-2006 

How We Use and Disclose What We Know About You:  We may use anything we know about you to help us 
serve you better.  We may use it, and disclose it to our affiliates and others, for any purpose allowed by law.  For 
instance, we may use your information, and disclose it to others, in order to: 
 
• Help us evaluate your request for a product or service 
 
• Help us process claims and other transactions  
 
• Confirm or correct what we know about you 
 
• Help us prevent fraud, money laundering, terrorism  and 

other crimes by verifying what we know about you 
 

• Help us comply with the law  
 
• Help us run our business 
 
• Process data for us 
 
• Perform research for us 
 
• Audit our business 

 
When we disclose information to others to perform business services for us, they are required to take 
appropriate steps to protect this information. And they may use the information only for the purposes of 
performing those business services. Other reasons we may disclose what we know about you include: 
 
• Doing what a court or government agency requires us to do; for example, complying with a search warrant or 

subpoena 
• Telling another company what we know about you, if we are or may be selling all or any part of our business 

or merging with another company 
• Giving information to the government so that it can decide whether you may get benefits that it will have to 

pay for  
• Telling a group customer about its members’ claims or cooperating in a group customer’s audit of our service 
• Telling your health care provider about a medical problem that you have but may not be aware of 
• Giving your information to a peer review organization if you have health insurance with us 
• Giving your information to someone who has a legal interest in your insurance, such as someone who lent 

you money and holds a lien on your insurance or benefits 
 
Generally, we will disclose only the information we consider reasonably necessary to disclose.  
 
We may use what we know about you in order to offer you our other products and services. We may share your 
information with other companies to help us.  Here are our other rules on using your information to market 
products and services:  
 
• We will not share information about you with any of our affiliates for use in marketing its products to you, 

unless we first notify you.  You will then have an opportunity to tell us not to share your information by “opting 
out.” 

• Before we share what we know about you with another financial services company to offer you products or 
services through a joint marketing arrangement, we will let you “opt-out.”  

• We will not disclose information to unaffiliated companies for use in selling their products to you, except 
through such joint marketing arrangements. 

• We will not share your health information with any other company, even one of our affiliates, to permit it to 
market its products and services to you. 

 
How You Can See and Correct Your Information: Generally, we will let you review what we know about you if 
you ask us in writing. (Because of its legal sensitivity, we will not show you anything that we learned in 
connection with a claim or lawsuit.) If the law allows us to do so, we may disclose what we know about your 
health only through your health care provider. If you tell us that what we know about you is incorrect, we will 
review it.  If we agree with you, we will correct our records.  If we do not agree with you, you may tell us in 
writing, and we will include your statement when we give your information to anyone outside MetLife. 

You Can Get Other Material from Us:   In addition to any other privacy notice we may give you, we must give 
you a summary of our privacy policy once each year.  You may have other rights under the law.  If you want to 
know more about our privacy policy, please visit our website, www.metlife.com, or write to your MetLife 
Insurance Company, c/o MetLife Privacy Office - Inst, P.O. Box 489, Warwick, RI 02887-9954. When writing to 
us, please identify the specific product or service you are writing about. 

http://www.metlife.com/
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Privacy Notice To Our Customers MetLife®

Metropolitan Life Insurance Company (“MetLife”) and each member of the MetLife family of companies (an “Affiliate”) strongly believe in
protecting the confidentiality and security of information we collect about you.  This notice refers to MetLife by using the terms “us,” “we,” or
“our.”  This notice describes our privacy policy and describes how we treat the information we receive (“Information”) about you.

Why We Collect and How We Use Information:  We collect and use Information for business purposes with respect to our insurance and
other business relationships involving you.  These business purposes include evaluating a request for our insurance or other products or
services, evaluating benefit claims, administering our products or services, and processing transactions requested by you. We may also
use Information to offer you other products or services we provide.

How We Collect Information:  We get most Information directly from you. The Information that you give us when applying for our
products or services generally provides the Information we need.  If we need to verify Information or need additional Information, we may
obtain Information from third parties such as adult family members, employers, other insurers, consumer reporting agencies, physicians,
hospitals and other medical personnel.  Information collected may relate to your finances, employment, health, avocations or other
personal characteristics as well as transactions with us or with others, including our Affiliates.

How We Protect Information:  We treat Information in a confidential manner.  Our employees are required to protect the confidentiality of
Information.  Employees may access Information only when there is an appropriate reason to do so, such as to administer or offer our
products or services. We also maintain physical, electronic and procedural safeguards to protect Information; these safeguards comply
with all applicable laws. Employees are required to comply with our established policies.   

Information Disclosure: We may disclose any Information when we believe it necessary for the conduct of our business, or where
disclosure is required by law.  For example, Information may be disclosed to others to enable them to provide business services for us,
such as helping us to evaluate requests for insurance or benefits, performing general administrative activities for us, and assisting us in
processing a transaction requested by you. Information may also be disclosed for audit or research purposes; or to law enforcement and
regulatory agencies, for example, to help us prevent fraud.  Information may be disclosed to Affiliates as well as to others that are outside
of the MetLife family of companies, such as companies that process data for us, companies that provide general administrative services for
us, other insurers, and consumer reporting agencies. Our Affiliates include financial services companies such as life and property and
casualty insurers, securities firms, broker dealers and financial advisors and may also include companies that are not financial services
companies. We may make other disclosures of Information as permitted by law.
Information may also be shared with our Affiliates so that they may offer you products or services from the MetLife family of companies.
We may also provide Information: (i) to others outside of the MetLife family of companies, such as marketing companies, to assist us in
offering our products and services to you, and (ii) to financial services companies outside of the MetLife family of companies with which we
have a joint marketing agreement, for example, an agreement with another insurer to enable us to offer you certain of that insurer’s
products. We do not make any other disclosures of Information to other companies who may want to sell their products or services to you.
For example, we will not sell your name to a catalogue company.  We may disclose any Information, other than a consumer report or
health information, for the purposes described in this paragraph.

Access to and Correction of Information: Generally, upon your written request, we will make available Information for your review.
Information collected in connection with, or in anticipation of, any claim or legal proceeding will not be made available.  If you notify us that
the Information is incorrect, we will review it.  If we agree, we will correct our records.  If we do not agree, you may submit a short
statement of dispute, which we will include in any future disclosure of Information.

Further Information:  In addition to any other privacy notice we may provide, a recently enacted federal law established new privacy
standards and requires us to provide this summary of our privacy policy once each year. You may have additional rights under other
applicable laws.  For additional information regarding our privacy policy, please contact us at our website, www.metlife.com or write to us
at MetLife, P.O. Box 2006, Aurora, IL  60507-2006.



  CORP USA                                                                        PAGE#:     1                     
  123 MAIN STREET                                                              INVOICE#: 00CO00000003              
  ANY TOWN, TX 55555                                                       INVOICE DATE: 12/06/04                  
                                                                  PAYMENT DUE ON/BEFORE: 12/22/2004                
  ATTN: JOHN DOE                                                            BILL PERIOD: 01/01/2005-01/31/2005     
                                                                             BILL CYCLE: CO                        
  CORP USA MAIN DIVISION                                                                                                     
                                                                SWHP      ICSW     LIFE/    SPOUSE/                           
  EMPLOYEE                         COVERAGE PERIOD             MEDICAL   MEDICAL    AD&D     DEP LIF  ACCIDENT                
  NUMBER     EMPLOYEE'S NAME        FROM      TO        TOTAL  COVERAGE  COVERAGE  COVERAGE COVERAGE COVERAGE                 
________________________________________________________________________________________________________________ 
                                                                                                                              
  111111111  ANYBODY, JACK         01/01/05 01/31/05    257.74             249.74      8.00                                  
  222222222  BIRD, TWEETY          01/01/05 01/31/05      8.00                          8.00                                  
  333333333  CAT, SYLVESTER        01/01/05 01/31/05    257.74              249.74      8.00                                  
  444444444  DUCK, DAISY           01/01/05 01/31/05    615.12             607.12      8.00                                  
  555555555  DUCK, DONALD          01/01/05 01/31/05      8.00                          8.00                                  
  666666666  MOUSE, MICKEY         01/01/05 01/31/05      5.20                          5.20                                  
  777777777  OLIVER,KRISTEN        01/01/05 01/31/05    446.63             438.63      8.00                                  
  888888888  OLIVER,MARK           01/01/05 01/31/05    257.74              249.74      8.00                                  
  999999999  OLIVER,RORY           01/01/05 01/31/05    257.74              249.74      8.00                                  
  111222333  WHITTENBURG,PEGGY     01/01/05 01/31/05      8.00                         8.00                                  
                                                     --------- --------- --------- --------- ---------  ---------              
                          TOTAL:                      2,121.91            2,044.71     77.20                                  



  CORP USA                                                                        PAGE#:     2                     
  123 MAIN STREET                                                              INVOICE#: 00CO00000003              
  ANY TOWN,  TX  55555                                                     INVOICE DATE: 12/06/04                  
                                                                  PAYMENT DUE ON/BEFORE: 12/22/2004                
  ATTN: JOHN DOE                                                            BILL PERIOD: 01/01/2005-01/31/2005     
                                                                             BILL CYCLE: CO                        
  CORP USA MAIN DIVISION                                                                                                      
                                                               ********** ADJUSTMENTS **********                              
                                                                         SWHP     ICSW    LIFE/   SPOUSE/                    
  EMPLOYEE                                                               MEDICAL  MEDICAL   AD&D    DEP LIF  ACCIDENT         
  NUMBER     EMPLOYEE'S NAME   ADJ EFF  ADJ END  TYPE MNTH REMK  TOTAL  COVERAGE COVERAGE COVERAGE COVERAGE  COVERAGE         
______________________________________________________________________________________________________________________ 
                                                                                                                              
  466766701  MCINTURFF,LISA   11/01/04 11/30/04   01     1  AC    8.00                      8.00                              
  466766701  MCINTURFF,LISA   12/01/04 12/31/04   01     1  AC    8.00                      8.00                              
                                                                 -------  ------- ------- ------- --------  --------           
                  TOTAL:                                         16.00                                                        
                                                                                           16.00                              
 
          REMARK REMARK                                                                                                       
           CODE  DESCRIPTION                                                                                                  
          ------ -----------                                                                                                  
            AC   ADD                                                                                                          



  CORP USA                                                                         PAGE#:     3                     
  123 MAIN STREET                                                               INVOICE#: 00CO00000003              
  ANY TOWN, TX  55555                                                       INVOICE DATE: 12/06/04                  
                                                                   PAYMENT DUE ON/BEFORE: 12/22/2004                
  ATTN: JOHN DOE                                                             BILL PERIOD: 01/01/2005-01/31/2005     
                                                                              BILL CYCLE: CO                        
                                         REMITTANCE SUMMARY FOR THE PERIOD OF 01/01/2005 - 01/31/2005                          
 
                                                    SWHP       ICSW      LIFE/     SPOUSE/                                    
                                                   MEDICAL    MEDICAL     AD&D      DEP LIF  ACCIDENT                         
                                         TOTAL    COVERAGE   COVERAGE   COVERAGE   COVERAGE  COVERAGE                         
_______________________________________________________________________________________________________________ 
                                                                                                                              
  DIVISION# 0300800001 CORP USA-METLIFE                                                                                       
                        PREMIUMS:        77.20                             77.20                                              
              PREMIUM ADJUSTMENT:        16.00                             16.00                                              
                                  ------------  ---------- ---------- ---------- ----------  ---------                         
                       SUB TOTAL:        93.20                             93.20                                              
  DIVISION# 0700800001 CORP USA – MAIN DIVSION                                                                                
                        PREMIUMS:     2,044.71               2,044.71                                                         
                                  ------------  ---------- ---------- ---------- ----------  ---------                        
                       SUB TOTAL:     2,044.71               2,044.71                                                         
                                  ============  ========== ========== ========== ==========  =========                        
                           TOTAL:     2,137.91               2,044.71      93.20                                              



  CORP USA                                                                         PAGE#:     4                     
  123 MAIN STREET                                                               INVOICE#: 00CO00000003              
  ANY TOWN, TX  55555                                                       INVOICE DATE: 12/06/04                  
                                                                   PAYMENT DUE ON/BEFORE: 12/22/2004                
  ATTN: JOHN DOE                                                             BILL PERIOD: 01/01/2005-01/31/2005     
                                                                              BILL CYCLE: CO                        
                        REMITTANCE SUMMARY FOR THE PERIOD OF 01/01/2005 - 01/31/2005                                          
           PRIOR BALANCE:                     4,227.82                                                                        
        CURRENT PREMIUMS:      2,121.91                                                                                       
     CURRENT ADJUSTMENTS:         16.00                                                                                       
                         ---------------                                                                                      
       TOTAL THIS PERIOD:                     2,137.91                                                                        
       PAYMENTS RECEIVED:                     3,935.02                                                                        
                                        ---------------                                                                       
          **** TOTAL DUE:                     2,121.91                                                                        
                                        ===============                                                                       
  ENCLOSED ARE THE FOLLOWING PAYMENTS:    DIVISION#   REFERENCE                    PAYMENTS SHOULD BE REMITTED TO:             
    $______________________  FOR 0300800001 00CO00000003                                 SCOTT & WHITE HEALTH PLAN            
    $______________________  FOR 0700800001 00CO00000144                                      P. O. BOX 840206                
    $______________________  TOTAL PAYMENT(S) REMITTED                                    DALLAS, TX   75284-0206              
                                                THIS BILL REFLECTS PAYMENTS RECEIVED THRU THE 22ND DAY OF THE MONTH.          
                                               PAYMENTS RECEIVED AFTER THE 22ND WILL BE REFLECTED ON YOUR NEXT BILL.         
                                                                                                                              
                                              TO INSURE PROPER CREDITING, PLEASE RETURN THE REMITTANCE SUMMARY PORTION        
                                                  OF THIS BILL WITH YOUR PAYMENT, MARKING ANY NECESSARY ADJUSTMENTS.           
                                                 REMIT PAYMENT ON OR BEFORE THE 22ND OF THE MONTH BEFORE COVERAGE IS          
                                               EFFECTIVE TO THE ADDRESS ABOVE.  IF QUESTIONS, PLEASE CALL OUR OFFICE AT       
                                                            254-298-3000 OR TOLL FEE AT 1-800-321-7947.  THANK YOU!            
  PLEASE INDICATE ANY CHANGES IN MEMBER INFORMATION BELOW                                                                     
                                   CONTRACT HOLDER          EFFECTIVE DATE  CONTRACT   PREMIUM                                 
  ACTION**    CONTRACT#                NAME                    MM/DD/YY       TYPE     AMOUNT(+/-)  REASON*                    
  ---------- ------------  ------------------------------- --------------  --------   ----------   --------------              
 
  __________ ____________  _______________________________  ______________  ________  __________  _______________             
 
  __________ ____________  _______________________________  ______________  ________  __________  _______________             
 
  __________ ____________  _______________________________  ______________  ________  __________  _______________              
 
  __________ ____________  _______________________________  ______________  ________  __________  _______________             
  **ACTION:                                                                                   *POSSIBLE TERM REASONS:        
  ADD                                                                                             NO LONGER EMPLOYED          
  TERM                                                                                            MEMBER REQUEST              
  CHANGE                                                                                          DECEASED                    
          ************** PLEASE ENCLOSE THIS REMITTANCE SUMMARY WITH YOUR PAYMENT ***************                             
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