OFFICE USE ONLY
ot Insurance Company of Div.#

SCOTT & WHITE S

APPLICATION/ENROLLMENT Term Date

FORM
(See Instructions on Back Page)

1. Social Security Number 2.Name-Last First Ml
3. Street Address City State Zip
4. Date of Birth: 5. Home Phone: 6. Work Phone: 7. L1 Male
[ ] Female
8. Coverage Type: 9. Action Type:  [] New Enrollee ] Add/Delete Dependent(s)
] Employee Only [ ] Employee & Spouse | [_] Name Change-New Name [] Address Change
] Employee & Child/Children [ ] Employee & Family | [] Termination Reason
10. Employer’s Name: 11. Employment Status: 12.Date of Full-Time Employment:
[ ] Active [ ] Retired Number of Hours Worked Per Week
13. Marital Status: [] Single [] Legally Married | 14. Name of Spouse: 15. Spouse’s Employer:
[] Other

16. Please provide the following information about the dependents (including your spouse) you wish to cover. To be eligible for
coverage as a dependent, a person must meet the criteria established in the Certificate of Coverage. To be eligible for coverage as a
spouse, a person must be legally married to the subscriber, according to the laws of the State of Texas. Be sure to list the dependent’s
last name if it is different from the subscriber’s last name.

Add/Drop Name Social Security # Relationship Birthdate Sex

17. Were you and/or any of your dependents covered by another health plan within the last 2 years? [ ] Yes [ ] No
If yes, provide the following information.
a.  What was the name of the prior insurance or managed care company?
b.  What were the effective dates of coverage? From To
c.  Which family members were covered?

18. Are you or your spouse Medicare eligible? [ ] Yes [ No If yes, please provide the following information:

Enrollee Medicare # ] A only (hospital) ] A and B (hospital & medical)
Spouse Medicare # [ ] A only (hospital) [ ] A and B (hospital & medical)

19. Will you or your dependents, applying for ICSW Coverage, be covered under another group health plan, pharmacy plan, or dental
plan? [] Yes [] No If yes, a coordination of benefits form will be mailed to you to obtain more information.

| hereby certify the answers are, to the best of my knowledge and belief, true and complete. | agree the policy shall not be effective
unless it has actually been issued. | understand that this application will be considered as part of the policy and that only the
Executive Director of Insurance Company of Scott & White has the authority to change or waive any of the terms of this application
or of the policy.

| authorize any insurance company, hospital, medical clinic, surgical center, physician or other practitioner having any information or

knowledge of me or my family members, or of our health, to disclose such information to Insurance Company of Scott & White, its
underwriters, or its reinsurers. | agree that a photostatic copy of this authorization is acceptable proof of my authorization.

X

Applicant’s Signature Date of Application
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INSTRUCTIONS FOR COMPLETING
THE INSURANCE COMPANY OF SCOTT AND WHITE
APPLICATION FORM

Type/Print your Social Security Number in this space.

Type/Print your full, legal name, including your middle initial.

Type/Print your street address, city, state and zip code.

Type/Print your date of birth.

Type/Print your home telephone number, including area code.

Type/Print your business telephone humber, including area code.

Check either Male or Female.

Check the type of coverage desired:

Employee only

Couple — Employee and legal spouse

Employee +Child/Children — Employee and child or children

Family — Employee, legal spouse, and child or children

Check the appropriate transaction square:

New Enrollee — check if you are a new Insurance Company of Scott and White member.
Add/Delete Dependent(s) — check if a dependent is being added to or deleted from your plan.
Name Change — check if you are changing your legal name (list new name).

Address Change — check if you are changing your address or phone number.

Termination — check if you are terminating your Health Plan coverage (list reason and effective date
of termination).

Type/Print the name of your employer.

Check the appropriate box of your employment status.

Type/Print your date of employment and the number of hours you are regularly scheduled to work
each week.

Check the appropriate box of your marital status. If Other, please explain.

List the name of your spouse, if applicable.

List your spouse’s employer, if applicable.

Check the box showing whether you are adding or deleting this dependent. Please list all the
dependents, including your spouse if applicable, whom you wish to cover on your policy.

List the first and last name.

Provide the Social Security Number of the dependent.

Indicate the relationship the dependent is to you (spouse, child, step-child), etc.

Include the dependent’s birth date and gender.

Check the appropriate box as to whether you and/or any of your dependents had other health plan/
insurance coverage within the last 2 years. If yes, provide the information requested.

Check the appropriate box as to whether you and/or your spouse are eligible for Medicare. If yes,
provide the Medicare numbers for both Enrollee and Spouse, if applicable. Also, please indicate if
you have Medicare Part A (which is hospitalization only) or if you have Medicare Part A & B
(which is hospital and medical).

Check the appropriate box as to whether or not you and/or any dependents have any other group
medical, pharmacy, or dental coverage. Under state law, ICSW will coordinate benefits with any
other group, medical, pharmacy, or dental coverage.

PLEASE SIGN AND DATE ON THE APPROPRIATE LINES.
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Enrolimént Form Metropolitan Life insurance Company

SBC Administration
for Dental Insurance P.0. Box 14593, Lexington, KY 40512-4593
Name {Last, First, Middle) Sociat Security Number
Your Home Address City State ZIP Sex {M/F) Date of Birth Meritat
Status
(] Single
. [ ] Married
Coverage Requested: If applying for Dependent Coverage (Spouse and Child), complete section
, below:
- . Single Number of dependents (including spouse) :
: Name (Last, First, Mf) Date of Bith  Sex (M/F)
+ __. Couple Spouse
~ ___ Parent & Child{ren) Chiid{ren)
____Family
Primary applicant signature Print Name (Mo./Day/Yr.)
GEF02-1 Page 10of3
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Privacy Notice

THIS PRIVACY NOTICE IS GIVEN TO YOU ON BEHALF OF METROPOLITAN LIFE INSURANCE
COMPANY.

TO PLAN SPONSORS AND GROUP INSURANCE CERTIFICATE HOLDERS: This notice explains
how we treat information we receive about anyone who applies for or obtains our products and
services under employee benefit plans that we insure or group insurance contracts that we
issue . Please note that we refer to these individuals in this notice by using the term “you”, as
if this notice were being addressed to these individuals.

Why We Need to Know About You: We need to know about you so that we can provide you with the
insurance and other products and services you've asked for. We may also heed information from you
and others to help us verify your identity in order to prevent money laundering and terrorism.

What we need to know about you includes your address, age and other basic information. But we may
have to know more about you, including your finances, employment, health, hobbies or business you
conduct with us, with other MetLife companies (our “affiliates”) or with other companies.

How We Learn about You: What we know about you we get mostly from you. But we may also have
to find out more about you from other sources in order to make sure that what we know about you is
correct and complete. Those sources may include your adult relatives, employers, consumer reporting
agencies, health care providers and others. Some of our sources may give us reports, and they may
disclose what they know about you to others.

How We Protect What We Know About You: We treat what we know about you confidentially. 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 take steps to make our computer data bases secure and to
safeguard the information we have about you.

How We Use and Disclose What We Know Abouf 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 Metlife ¢ Help us run our business
product or service
+« Process data for us
o Help us process claims and other transactions
¢ Perform research for us
» Confirm or correct what we know about you
e Audit our business
» Help us prevent fraud, money laundering,
terrorism and other crimes by verifying what
we know about you

L

Help us comply with the law

Page 20f3



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

» Telling a group customer about its members’ claims or cooperating in a group customer’s audit of
our service

» Giving information to the government so that it can decide whether you may get benefits that it will
have to pay for

» Telling your health care provider about a medical problem that you have but may not be aware of

s 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 fent 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
disclose this information (other than consumer reports and health information) to our affiliates so that
they can offer their products and services, or ours, to you. By law, we don't have to let you prevent
these disclosures. Qur affiliates include life, car and home insurers, securities firms, broker-dealers, a
bank, a legal plans company and financial advisors. In the future, we may have affiliates in other
businesses.

We may also provide information to others outside of the MetlLife companies, such as marketing
companies, to help us offer our products and services fo you. If we have joint marketing agreements
with other financial services companies, we may give them information about you so that they can
offer their products and services to you; however, we cannot do this if the state law that applies to you
does not allow it. Except for joint marketing arrangements, we do not make any other disclosures of
your information to other companies who want to sell their products or services to you. For example,
we will not sell your name to a catalog company. And we will not disclose any consumer report or
health information to other companies so that they can offer their products and services, or ours, o
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. Medical information will generally be disclosed through the licensed
physician you choose or as otherwise required by law. (Because of its legal sensitivity, we will not show
you anything that we learned in connection with a claim or lawsuit.) 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.

How You Can Get Other Material from Us: In addition fo 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 contact us at our website,
www.metlife.com, or write fo your Metl.ife insurance company, c/o Metlife Privacy Office, P.O. Box
2008, Aurora, Hlinois 60507-20086.
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S Il_']s_ur_ance Company of
&\% SCOTT&WHITE

The one Texans trust.

TEXAS A&M UNIVERSITY SYSTEM
HEALTH SCIENCE CENTER — COLLEGE OF MEDICINE
A&M MEDICAL STUDENT PLAN

AUTOMATIC PAYMENT SYSTEM (APS) AUTHORIZATION AGREEMENT

The Insurance Company of Scott & White is hereby authorized to initiate debit entries for
(Individual Member Name) checking account indicated below

for the billed monthly premium. The Financial Institution named below, hereinafter called
BANK, is hereby authorized to debit the same to such account.

BANK NAME BRANCH
CITY STATE yAld
ACCOUNT NUMBER ROUTING NUMBER

I:I Check here if this is a change in bank information

This authority is to remain in full force and effect until the Insurance Company of Scott & White
has received written notification from the group of its termination in such time and in such
manner as to afford the Insurance Company of Scott and White a reasonable opportunity to act
on it. A customer has the right to stop payment of a debit entry by notification to BANK, up to
15 days following issuance of statement of account, or 45 days after the charge whichever
occurs first.

DATE PHONE NUMBER
INDIVIDUAL NAME
AUTHORIZED SIGNATURE
**PLEASE ATTACH A VOIDED CHECK**

FOR OFFICE USE ONLY
Bank Transit/ABA No.
Certificate No.

Submitted By Date
TAMU APS June 2011
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