
 

 
 
 
 

Hello!   
 
Thank  you  for  your  interest  in our  Individual  and  Family Plans.    These plans offer  you  the  choice of 
health insurance that best meets your needs.  You can also add Dental, Life Insurance, and Prescription 
Drug Coverage.    
 
To be eligible, an applicant must: 

 Work or reside in the Scott & White Health Plan service area. 
 Provide evidence of good health. 
 Be between the ages of 19 and 64 years of age at the time of application.   

 Dependent coverage is available for dependents under 65 years of age at the time of 
application. 

 Dependents can be covered up to age 26 as long as their permanent legal residence is the 
same as the contract holder.  Permanent legal residence is defined as the address at 
which the dependent intends to live for the contract year.  For students, their permanent 
legal residence will be that of the parent/guardian with whom they reside at the time of 
enrollment. 

 
The  Individual  and  Family Plans  are medically underwritten.    The  following  conditions  could possibly 
disqualify an applicant: 
 

Heart Disease, Cancer, Stroke, Diabetes, Kidney Disease, AIDS, Unacceptable Height and 
Weight Ratios,  and Current Pregnancy. 

 
The Prescription Drug Coverage is available on all plans and is subject to our medical underwriting and 
approval  process.   As  a  result,  an  applicant might  be  approved  for medical  coverage,  but  not  the 
Prescription Drug Coverage.  
 
If you are accepted, we will notify you of the effective date of your coverage.  You must pay the first 
month’s premium prior to the coverage effective date (rates are enclosed).  Please do not cancel any 
other health coverage until your new health plan goes into effect. 
 
Enclosed are informational materials as well as forms required for your application to enroll in the Plan 
of your choice.    If you have any questions about the completion of forms, or about the Scott & White 
Health Plan, you may contact us at 1‐866‐522‐2515. 
 
Sincerely, 
 
Scott & White Health Plan 
 
Enclosures 
Revised 3/11 
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Individual & Family Plans Enrollment Application 

If you have questions, please contact a sales representative at 1-866-522-2515,  
Monday – Friday, 8:00 AM – 5:00 PM. 

 

Submit by Fax: 
Attention Individual & Family Plans 

 
 

979-846-6962 

512-930-6055 

325-659-1549 

254-298-3567 

254-756-8080 

Submit by mail: 
Scott & White Health Plan 

Attention Individual & Family Plans 
 

3000 Briarcrest, Suite 422, Bryan, TX 77802 

204 S. IH-35, Suite 100, Georgetown, TX  78628 

1131 Knickerbocker, Suite B, San Angelo, TX 76903 

 1206 West Campus Drive, Temple, TX   76502 

200 W. State Highway 6, Suite 300, Waco, TX 76712 

 
APPLICATION INSTRUCTIONS 

1. This application must be completed with black or blue ink only.  Illegible applications or applications 
completed in pencil or erasable ink will be returned.  Changes or corrections to this application must 
be made by drawing a line through the change/mistake and initializing the change.  DO NOT use 
correction tape or fluid. 

2. Questions must be answered with complete details given for any “yes” answers.  You are responsible 
for the accuracy and completeness of all information entered on this form.  Full disclosure is essential 
in processing your application.  Any misrepresentation or omission of the presence of an existing 
condition, impairment or disease will be subject to medical review, upon discovery, and if determined 
to be fraud or intentional misrepresentation, rescission of the policy.  Incomplete applications may 
result in delays and/or declination.  If more space is needed, attach a separate page(s) and list 
section(s) and question number(s) then sign and date each page.  

3. Applicants are medically underwritten.  Coverage is not guaranteed and applicants may or may not be 
approved for coverage by Underwriting. 

4. All legal-age applicants or the parent/legal guardian of a minor child applicant must personally sign and 
date this application.  If your spouse or any dependent(s) age 19 or over are also applying for coverage, 
they must personally sign and date this application on the appropriate signature line.   

5. Female applicants have the right to designate a participating OB/GYN to whom they will have access to 
without first obtaining a referral from the Primary Care Physician (PCP).  Applicants are not required to 
designate a PCP or an OB/GYN.  Applicants may elect to receive OB/GYN services from their PCP.  

6. A dependent under age 19 is only eligible to apply for coverage during the Open Enrollment Period. 
The Open Enrollment Period is from April 1 to April 30. To be eligible for coverage as a dependent, a 
person under age 19 must apply for coverage during the Open Enrollment Period, must be an Eligible 
Dependent, and the Subscriber and all other Eligible Dependents of the Subscriber age 19 or older 
must meet underwriting guidelines. You can continue your application for coverage excluding the 
dependent under the age of 19.  
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Life Insurance Election Form 
 

I hereby authorize Scott & White Health Plan to enroll my dependents and me in the Health Plus life insurance plan 
underwritten by MetLife.  I understand that all Health Plus life insurance applicants must be members of the Scott & White 
Health Plus Plan before they are eligible for life coveage.   This is a one time open enrollment offer that will not be 
available to Health Plus members in the future without going through MetLife’s Life Insurance underwriting.  I have 
received and reviewed the benefits information and rates for the Health Plus life insurance plan.  
 
Subscriber Name: ____________________________________________ 
 
Home Phone: _____________________ Work Phone: _______________ 
 
Coverage:  I understand that the coverage will be $25,000 on me and my spouse and $10,000 on each of the children 
(ages 6 months to 25 years), if applicable.  The rate will be $6.00 per month for me and an additional $6.00 per month for  
my spouse and/or my children.  Total monthly rate will be $6.00 for just myself or $12.00 per month for all members under 
my current contract.1  If you elect life coverage, it must be on you and all members of your family currently covered on 
your Health Plus plan.  
 
The member signing below names the following person(s) as primary beneficiary (ies) for any MetLife payment upon his 
or her death.  Unless designated otherwise, payments will be made in equal shares or all to the survivor.  The member 
understands that he or she has the right to change this designation at any time.  
  
All dependent life benefits will be paid directly to the contract holder only.  For life insurance for your dependents, we will 
pay you as the beneficiary, if alive. If you are not alive, we may determine the beneficiary to be one or more of the 
following who survive you, your spouse, your child(ren), your parent(s), or your sibling(s). Refer to the certificate of 
insurance for additional information. 
 

Primary Beneficiary Full Name 
 (Last, First, M.I.) 

Relationship Date of Birth 
(Mo./Day/Yr.)

Address (Street, City, State, Zip) Percentage 

     
     

Contingent Beneficiary Full Name 
 (Last, First, M.I.) 

Relationship Date of Birth 
(Mo./Day/Yr.)

Address (Street, City, State, Zip) Percentage 

   
   

  
Declaration Section:  Each person signing below declares that all the information given in this enrollment form is true 
and complete to the best of his/her knowledge and belief.  Each person understands that this information will be used by 
MetLife to determine his or her insurability. 
 
For the Accelerated Benefits Option:  Life insurance may include an Accelerated Benefits Option under which a 
terminally ill insured can accelerate a portion of his or her life insurance amount. Receipt of accelerated benefits may affect 
eligibility for public assistance and an interest and expense charge may be deducted from the accelerated payment.  
 
Fraud 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.  
 
Signature(s):  The Subscriber must sign in all cases.  Each person signing below acknowledges that he or she has read 
and understands the statements and declarations made in this enrollment form.  
 
____________________________________ _____________________________ ______________ 
Subscriber     Print Name    Date (Mo/Day/Yr) 
 
For Office Use Only:  
Premium ______________________________ 
Date Sent to Membership _________________ 
Coverage Eff. Date ______________________ 
APS/Coupon ___________________________ 
Rep___________________________________

                                                           
1 Your dependents must be on the Health Plus Plan in order to be eligible for life insurance coverage. 
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Privacy Notice To Our Customers 
 
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 need 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 fi nances, 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 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 MetLif e

product or service 
 • Help us run our business 

 
• Process data for us 

• Help us process claims and other transactions   
• Perform research for us 

• Confirm or correct what we know about you  
 
• Help us prevent fraud, money laundering

terrorism and other crimes by verifying wha
we know about you 

 

  
• Audit our business 
 
• Help us comply with the law 
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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 
• 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 
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.  Our 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 MetLife companies, such as marketing 
companies, to help us offer our products and services to you.  If we have joint marketing agreements 
with other financial services companies, we may gi ve 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, 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.  Medical in formation 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 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 contact us at our website, 
www.metlife.com, or write to your MetLife insurance company, c/o MetLife Privacy Office, P.O. Box 
2006, Aurora, Illinois 60507-2006. 

 
 
 
 

 



Enrollment Form 
for Dental  Insurance 

Metropolitan Life Insurance Company 
SBC Administration 
P.O. Box 14593,  Lexington, KY  40512-4593 

 

 
 

Name (Last, First, Middle) 
      
 

Social Security Number 
      

   

 

Your Home Address  City   State           ZIP Sex (M/F) 
 

      

Date of Birth 
 

      

Marital 
Status 

 Single 
 Married 

      
 

   
 

Coverage Requested: 
Single Coverage  

  Dental 
 

 Family Coverage 
  Dental 

 

 

If applying for Dependent Coverage (Spouse and Child), complete section 
below: 
Number of dependents (including spouse)       
Name (Last, First, MI)                                                    Date of Birth        Sex (M/F) 
Spouse _______________________________________ _________________________ 

Child(ren) _____________________________________ _________________________ 

______________________________________________ _________________________ 
______________________________________________ _________________________ 
______________________________________________ _________________________ 
______________________________________________ _________________________ 
 

        

 
 

 
 
 

      
Primary applicant signature  Print Name  (Mo./Day/Yr.) 
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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 th at we can p rovide you with the  
insurance and other pro ducts and services you’ve asked fo r. We may also need information from yo u 
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, ag e and other basic information.  But we may 
have to know more abo ut you, including your fi nances, employment, h ealth, hobbies or busin ess 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 incl ude 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.  Ou r 
employees are told to t ake 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 ba ses secure and to 
safeguard the information we have about you.   

How We Use and Disclose What We Know About You:  We may use anything we know about you to 
help us ser ve you better.  We ma y use it, and disclose it  to our affiliates and others, for any purpos e 
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 

product or service 
 • Help us run our business 

 
• Process data for us 

• Help us process claims and other transactions   
• Perform research for us 

• 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 

 

  
• Audit our business 
 
• Help us comply with the law 
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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 
• 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 t o offer you our other pr oducts and services.  We may 
disclose this information (other than consumer reports and health information) to our affiliate s so that 
they can off er their products and services, or o urs, to you.  By law, we don’t have to let you prevent  
these disclosures.  Our affiliates include life, car and home insurers, securities firms, broker-dealers, a 
bank, a leg al plans co mpany and financial advisors.  In t he future, we may ha ve affiliates in other 
businesses.  
 
We may also provide information to others ou tside of t he MetLife co mpanies, such as mar keting 
companies, to help us offer our prod ucts and services to you .  If we have joint marketing agreements 
with other financial serv ices companies, we may give the m informati on about you so that th ey 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 e xample, 
we will not  sell your na me to a cat alog company.   And w e will n ot disclose any consumer report or 
health information to ot her companies so that they can off er their products and services, or o urs, 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.  Medical information will generally be disclo sed through the l icensed 
physician you choose or as otherwise required by law.  (Because of its legal sensitivity, we will not show 
you anything that we le arned in co nnection with a cla im or lawsuit.)  If  you tell us that what we know 
about you is incorrect, w e will review it. If we agree with you, we will corr ect our reco rds. If we do not 
agree with you, you may tell us i n writing, a nd we will i nclude your statement when we give your 
information to anyone outside MetLife. 

How You Can Get Other Material from Us: In addition to any other privacy notice we ma y 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 p olicy, please contact us at our website, 
www.metlife.com, or write to your MetLife insur ance company, c/o MetLife Privacy Office, P.O. Bo x 
2006, Aurora, Illinois 60507-2006. 
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