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HEALTH INFORMATION

Please complete all questions below. Omitted information will cause delays. In this section, “you” and “your” refers to the person for whom
insurance is being requested.

Your Name
Your height feet inches Your weight pounds
Yes No
1. Are you now pregnant? O] O]
2. Inthe past 5 years, have you received medical treatment or counseling by a physician or other health care provider for, or been
advised by a physician or other health care provider to discontinue, the use of alcohol or prescribed or non-prescribed drugs? O O]
3. Are you now receiving or applying for any disability benefits, including workers’ compensation? O ]

4. For residents of all states except CT, please answer the following question: Have you ever been diagnosed or treated by a
physician or other health care provider for Acquired Immunodeficiency Syndrome (AIDS) or AIDS Related Complex (ARC)?
For CT residents, please answer the following question: To the best of your knowledge and belief, have you ever been
diagnosed or treated by a physician or other health care provider for Acquired Immunodeficiency Syndrome (AIDS) or AIDS
Related Complex (ARC)?

5. Have you ever been diagnosed, treated or given medical advice by a physician or other health care provider for:

cardiac or cardiovascular disorder?

stroke or circulatory disorder?

high blood pressure?

cancer, Hodgkin's disease, lymphoma or tumors?

diabetes?

asthma, COPD, emphysema or other lung disease?

ulcers, stomach, hepatitis or other liver disorder?

colitis, Crohn’s, diverticulitis or other intestinal disorder?

epilepsy, paralysis, seizures, dizziness or other neurological disorder?

Epstein-Barr, chronic fatigue syndrome or fibromyalgia?

multiple sclerosis, ALS or muscular dystrophy?

back, neck, knee, spinal, joint or other musculoskeletal disorder?

m. mental, anxiety, depression, attempted suicide or nervous disorder?

6. Are you currently taking any other prescribed medications?
GEF09-1
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(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;
GEF09-1

HEA applies to residents of Connecticut, North Dakota and Utah)

7. Inthe past 3 years, have you been Hospitalized as defined below (not including well-baby delivery)? Ol O]

Hospitalized means admission for inpatient care in a hospital; receipt of care in a hospice facility, intermediate care facility, or long
term care facility; or receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis.
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8. Inthe past 2 years, have you used tobacco or nicotine in any form? O] O]

If you answered “Yes” to any of the above questions, you must also complete a Statement of Health form. AMBA will mail you the
Statement of Health form upon receipt and review of this enroliment form.

GEF09-1
HEA-SUPP
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;
GEF09-1
HEA-SUPP applies to residents of Connecticut, North Dakota and Utah)
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FRAUD WARNINGS

Before signing this enroliment form, please read the warning for the state where you reside and for the state where the contract under which you are
applying for coverage was issued.

Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island and West Virginia: Any person who
knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty
of a crime and may be subject to fines and confinement in prison.

Colorado: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance company or agent of
an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to
the Colorado Division of Insurance within the Department of Regulatory Agencies to the extent required by applicable law.

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurance company 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 Oregon: Any person who knowingly presents a materially false statement in an application for insurance may be guilty of a criminal offense
and may be subject to penalties under state law.

Kentucky: 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.

Maine, Tennessee 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 may include imprisonment, fines or a denial of insurance benefits.

Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

New Jersey: Any person who files an application containing any false or misleading information is subject to criminal and civil penalties.

New York (only applies to Accident and Health Insurance): Any person who knowingly and with intent to defraud any insurance company or other person
files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each such violation.

Oklahoma: WARNING: 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.

Puerto Rico: Any person who knowingly and with the intention to defraud includes false information in an application for insurance or files, assists or abets
in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and
if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or
imprisoned for a fixed term of three (3) years, or both. If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5)
years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years.

Vermont: Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject to penalties
under state law.

Virginia: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim
containing a false or deceptive statement may have violated the state law.

Pennsylvania and all other states: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

GEF09-1
FW
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana; and
GEF09-1
FW applies to residents of Connecticut, North Dakota and Utah)
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BENEFICIARY DESIGNATION

| designate the following person(s) as primary beneficiary(ies) for any amount payable upon my death for the MetLife insurance coverage applied for in this
enroliment form. With such designation any previous designation of a beneficiary for such coverage is hereby revoked. | understand | have the right to
change this designation at any time.

[[] Check if you need more space for additional beneficiaries including contingent beneficiary information, attach a separate page. Include all beneficiary
information, and sign/date the page. If you are adding contingent beneficiaries, please indicate which beneficiaries are to be considered contingent.

Full Name (First, Middle, Last) Social Security # Date of Birth (Mo./Day/Yr.) Relationship Share %
Address (Street, City, State, Zip) Phone #
Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: ‘ 100%

DECLARATIONS AND SIGNATURE

By signing below, | acknowledge:

1. | have read this enrollment form and declare that all information | have given, including any medical information, is true and complete to the best of my
knowledge and belief. | understand that this information will be used by MetLife to determine insurability.

2. For Members and Associate Members, | declare that | am actively at work on the date | am enrolling. | understand that if | am not actively at work on the
scheduled effective date of insurance, such insurance will not take effect until | return to active work. For Members, Associate Members or Retired
Members, if | am not actively at work, | declare that | am able to perform the normal activities of a person of such age and sex with a like occupation or
retired status on the date | am enrolling. | understand that if | am unable to perform such normal activities on the scheduled effective date of insurance,
such insurance will not take effect until | am able to resume performing such activities.

3. | understand that if | do not enroll for the maximum amount of coverage for which | am eligible, evidence of insurability satisfactory to MetLife may be
required to enroll for or increase such coverage after the initial enrollment period has expired. Coverage will not take effect, or it will be limited, until
notice is received that MetLife has approved the coverage or increase.

4. | have read the Beneficiary Designation section provided in this enroliment form and | have made a designation if | so choose.

5. | have read the applicable Fraud Warning(s) provided in this enrollment form.

New York (only applies to Accident and Health Insurance): Any person who knowingly and with intent to defraud any insurance company or

other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of

misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a

civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Sign
Here Signature of Member
Print Name Date Signed (MM/DD/YYYY)
Sign
Here Signature of Owner/Spouse/Domestic Partner (if applicable)
Print Name Date Signed (MM/DD/YYYY)
GEF09-1
DEC

(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;
GEF09-1
DEC applies to residents of Connecticut, North Dakota and Utah)
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Some services in connection with your coverage may be performed by our affiliates, MetLife Global Operations Support Center Private Limited and MetLife
Services and Solutions, LLC., unless prohibited by state or local law or by mutual agreement with the group customer. These service arrangements in no
way alter Metropolitan Life Insurance Company’s obligation to you. Your coverage will continue to be administered in accordance with Metropolitan Life
Insurance Company'’s policies and procedures.



Premium Mode / Payment Option Section:

Select one mode of payment:

[] Payroll Deduction (Please complete the Payroll Deduction Authorization)
[] Pension Deduction (Please complete the Pension Deduction Authorization)
[] Direct Bill Semi-Annually

The MetLife Term Life Insurance Plan is a NYSUT Member Benefits Trust (Member Benefits)-endorsed program. Member Benefits
has an endorsement arrangement of 7.61% of gross premiums for this program. All such payments to Member Benefits are used
solely to defray the costs of administering its various programs and, where appropriate, to enhance them. The Insurer pools the
premiums of Member Benefits participants who are insured for the purposes of determining premium rates and accounting.
Coverage outside of this plan may have rates and terms that are not the same as those obtainable through Member Benefits. The
Insurer or Member Benefits may hold premium reserves that may be used to offset rate increases and/or fund such other
expenses related to the plan as determined appropriate by Member Benefits. Member Benefits acts as your advocate; please
contact Member Benefits at 800-626-8101 if you experience a problem with any endorsed program.

v Return with application v

NYSUT Member Benefits Trust NYSUT Member Benefits Corporation
(Please Print):

First

Last Name

Address NYSUT ID #

Home Phone # Member’'s SS #

NYSUT MEMBER BENEFITS PAYROLL DEDUCTION AUTHORIZATION
NYSUT Member Benefits CMM Insurance Trust

Middle Initial

| hereby authorize my employer to deduct from each of my salary checks the deductions necessary for the purpose of
NYSUT Member Benefits. Depending on the NYSUT Member Benefits program(s) which | am currently enrolled in and that
deductions are taken for, monies will be forwarded to the appropriate NYSUT Member Benefits entity. For insurance plans, |
understand that this authorization may be revoked at any time by written notice to the Plan Administrator. For plans with
annual fees, | understand that | must provide written notice to the Plan Administrator to cancel automatic renewal and
that | must satisfy the annual fee.

Signature of Employee Date

Mail this completed form with your invoice to the address on the invoice. Please call 800-626-8101 with any questions.

MEMBER
BENEATS

wys

Werkiop  Besest v

Please check your union
membership affiliation:

LluFT [JUUP [CJPSC/CUNY*
[CJAll other NYSUT Locals

The amount of deductions will

be determined by NYSUT Member
Benefits based on the programs chosen,
and may be adjusted to ensure that
premiums are paid in full.

*This authorization card cannot be
used to authorize deductions for
PSC-CUNY Welfare Fund Benefits.

1.5K, 5-16 1-05


















