
ENROLLMENT•CHANGE FORM 

Name of Policyholder: NYSUT Member Benefits Trust

Source Code (Office Use Only) 
NYSUT PRO 10YR 53095/53096/1005/53275 
NYSUT DB 10YR 53099/53100/1006/53275-S 
NYSUT UFT PRO 10YR 53113/53114/1003/53276 
NYSUT UFT DB 10YR 53117/53118/1011/53275-S 
NYSUT PRO 15YR 53101/53102/1007/53275 
NYSUT DB 15YR 53105/53106/1008/53275-S 

YOUR ENROLLMENT INFORMATION 

I am the: □NYSUT Member □Spouse/Domestic Partner1 

Name (First, Middle, Last) 

Address (Street, City, State, Zip Code) 

NYSUT Member Name (First, Middle, Last) 

MetLife 
Metropolitan Life Insurance Company, New York, NY 10166 

NYSUT UFT PRO 15YR 53119/53120/1004/53276 
NYSUT UFT DB 15YR 53123/53124/1012/53275-S 
NYSUT PRO 20YR 53107/53108/1009/53275 
NYSUT DB 20YR 53111/53112/1010/53275-S 
NYSUT UFT PRO 20YR 53125/53126/1005/53276 
NYSUT UFT DB 20YR 53129/53130/1013/53275-S 

Date of Birth (MM/DD/YYYY) 
I 

□Male
□Female

Phone# Email Address 

Member Social Security #I NYSUT ID# □New Enrollment
□Change in Enrollment

I have read my enrollment materials and I request coverage for the benefits for which I am or may become eligible. I understand that 
contributions are required for the benefits I select below. If you enroll for certain Contributory Insurance, a portion of your contributions for such 
insurance will be allocated to fund the premium for certain Noncontributory Insurance under the Policyholder's Group Insurance Program. 
Term Life Insurance 

Select a Plan: 

D 10 Year Level Term Life 1
,
2
,
3 

Enter a multiple of $10,000 $ up to $1,000,000 (under age 65) 
D 15 Year Level Term 1

,
2
,
3 

Enter a multiple of $10,000$ up to $1,000,000 (under age 60) 
D 20 Year Level Term 1

,
2
,
3 

Enter a multiple of $10,000$ up to $1,000,000 (under age 55) 

Smoking Status Information 

Have you smoked cigarettes, pipes or cigars or used tobacco in any form in the past 3 years? 0Yes 

Smoking status is changing from: Osmoker to Non-Smoker I Date of Status Change (MM/OO/YYYY) 

To be Completed by the Spouse/Domestic Partner, if enrolling for Spouse/Domestic Partner coverage (Owner Information) 
NOTE: The Spouse/Domestic Partner of the NYSUT member is considered the owner of Spouse/Domestic Partner coverage. 
NYSUT Members do not need to complete this section. 

0No 

Name of Owner (First, Middle, Last) if the owner is a person other than the Date of Birth (MM/OO/YYYY) Social Security# of Owner 
member: 

Address (Street, City, State, Zip Code) Phone# 

. .  

1 Domestic Partner includes your registered Domestic Partner 1f you and your Domestic Partner are registered as domestic partners, c1v1I union partners or reciprocal 
beneficiaries with a government agency or office where such registration is available. It also includes your non-registered Domestic Partner in whom you have an 
insurable interest. By enrolling such Domestic Partner for coverage and signing this enrollment form, you are attesting to your insurable interest. 2 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. An interest and 
expense charge may be deducted from the accelerated payment. Receipt of accelerated benefits may affect eligibility for public assistance. This benefit 
may be taxable and you are advised to seek assistance from a personal tax advisor. 3 Amounts will be subject to state limits, if applicable. 

GEF02-1 
ADM 
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana; and 
GEF02-1 
ADM applies to residents of Connecticut, North Dakota and Utah) 

SUBMISSION INSTRUCTIONS - A separate form must be completed by each proposed insured. 

After completion, sign and date the form on the last page where indicated. Make a copy for your records and return to: 
Association Member Benefits Advisors, LLC., P.O. Box 14522,  Des Moines, IA, 50306-3522. 

Please note that coverage mav not be available in all states. See vour plan administrator for additional information. 
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AUTHORIZATION
This Authorization is in connection with an enrollment in group insurance and information required for underwriting and claim purposes for the
proposed insured(s)("employee", spouse, and any other person(s) named below). Underwriting means classification of individuals for
determination of insurability and / or rates, based upon physician health reports, prescription drug history, laboratory test results, and other
factors. Notwithstanding any prior restriction placed on information, records or data by a proposed insured, each proposed insured hereby
authorizes:

Any medical practitioner, facility or related entity; any insurer; MIB, Group Inc. ("MIB"); any employer; any group policyholder, contract holder or benefit
plan administrator; any pharmacy or pharmacy related service organization; any consumer reporting agency; 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 including employment and occupational information;
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 Immunodeficiency Syndrome (AIDS) or AIDS related conditions
including, where permitted by applicable law, Human Immunodeficiency Virus (HIV) test results;
information, records and data about the proposed insured relating to mental illness, except psychotherapy notes; and
motor vehicle reports.

Note to All Health Care Providers: The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA
Title II from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To
comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. 'Genetic
information' as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests, the fact that an
individual or an individual's family member sought or received genetic services, and genetic information of a fetus carried by an individual or an individual's
family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.

Expiration, Revocation and Refusal to Sign: This authorization will expire 24 months from the date on this form or sooner if prescribed by law. 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, your employer for a plan administration purpose 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.
A photocopy of this form is as valid as the original form. Each proposed insured (or his/her authorized representative) has a right to receive a copy of
this form.
I authorize MetLife, or its reinsurers, to make a brief report of my personal health information to MIB.

Signature of Applicant Date Signed (MM/DD/YYYY)

Print Name State of Birth Country of Birth







company, MIB, upon request, will


