MetlLife
ENROLLMENT/CHANGE FORM
O New Enrollment O Change

EMPLOYEE NAME — LAST FIRST ML SEX DATE OFBIRTH | DATE OF HIRE (FULL
MO FO _ TIME)
HOME ADDRESS cITY STATE - ZIP CODE
SOCIAL SECURITY NO. EARNINGS: O Weekly - Maﬁtal Status:
’ ' ' " O Monthly Slngl_e l
$ O Annually Married [

EMPLOYER: Region VIl Employee Benefits Cooperative

School District:
Sabine ISD

COVERAGE SELECTION: Ask your employer for the details about the benefits available to you, your cost, if ahy, and whethe

'you will be required to complete a health questionnaire.

BASIC COVERAGE [AMOUNT OF COVERAGE]
[] Basic Term Life/AD&D $
VOLUNTARY TERM LIFE COVERAGE: (Aydd _ If (C), my My
(Evidence of Insurability . (C)hange 'gatal Amount ?fd prior Monthly
may be required on employee and spouse life) (D)elete overage Applie :,c;\;erage Cost.

Voluntary Term Life/AD&D: Empioyee | OYES OINO $
Voluntary Term Life/AD&D: Spouse OYES ONO $

$

Voluntary Term Life: Dependent Child(ren)

r

‘OYES L[INO

BENEFICIARY DESIGNATION The Employee signing below names the following person(s) as primary beneficiary(ies) for any MetLife payment
upon his or her death. For any other type of beneficiary, please use a beneficiary designation form available from your employer. The Employee
understands that he or she has the right to change this designafion af any time.

FIRST NAME - LAST NAME | DATE OF BIRTH | RELATIONSHIP | SOCIAL SECURITY # | BENEFIT %

|

Primary

L ‘ l %

Primary

ol

Contingent

Contingent

l |
| | %
| - | -

%




‘Enroliment / Change — Voluntary Dental Coverage

1 New Employee 1 Open Enroliment O CoBRA
[ Initial Enroliment - Monthly Cost | I Policy Change [ Cancel Coverage
O Employee $22.95  (check reason for change) - I Terminate Coverage
O Employee '-l-Spouse $53.01 - O Married O Birth/Adoption Date: o
O Employes + Child(ren) $52.22 =~ |0 Widowed DO Divorced - O Other
O Family . $79.95 O Address Change Date:
Rates are guaranteed unfil August 31st, 2009. | | i
o DEPENDENTS TO BE COVERED FOR DENTAL
Name (First Ml Last, only if differént) Date of Birth Relationship Sex , Check if over age limit
O Femals | O Handicapped child
‘1 Male . , .
doo e b . 1 Female | O Handicapped child .
-~ I'H'Female | O Mandicapped child
O Male « ' .
|, 00 Female | B Handicapped child
lomae | _ - L
| O Femate {1 Handicapped-child
CllEMalet
'O Female | B Handicapped child
‘OMale | ST
s RPN T "0 Female | 5 Handicapped chiid -
COBRA Continuation Privilege: - - | Previously covered with group as: . R
Start Date: ;g | O1. Employeé (termination of employment, reduction in hours, otfier.)
. "= . | -+ H2.Spouse (divorce from employee, death of employee.)
Projected EndDate: ___ /____[___ 00 3. Dependent (reached age limif, married, no longer full-ime student, other.)

O 4. Spouss & Dependents (divoree from employes, death of employee, other:)

4 DECLARATION SECTION. . nin o “"ro o sl i g o
Each person signing below declares that all the informafian given inthis enraliment form, including any medical questions, Is frue and complets fo the best of hisfher knowledge
and belief, Each person understands that this informafion will be used by MetLifé o determine his or her instrability, ™~
“Thé employee declares that hie or shie Is actively at work dn the daté of this enrolimenit form and, for purposes of any contributary fife insurance, that he or she was
actively at work for at least 20 hours during the 7 calendar days preceding the date of enroliment. In addition if the employee is not actively atworkon the -
sche‘t}uled Effective Date of confributory {ife insurance, such insurance will not take effect until the employee returns fo active work. -

On the date dependent insurance fora person is-scheduled o take effect, the dependent must niot be confiried at hore under a physician's care, receiving or applying f'for

disability benefits from any source, or Hospitalized. If the dependent does not mest this requirement on such date, the insurance wil take effect on the date the dependent is no
longer confined, receiving or applying for disability benefits from any source, or Hospitalized. Hospitalized means admission for inpafient care in a hospital; receipt of careina
hospice facility; intermediate care facility, or long ferm care facility, or receipt of the following freatments wherever performed: chemotherapy, radiation therapy, or dialysis. -

For Changes Requesfsd After.'lniﬁa'l Enrollment Period Expires '

1 understand that i iife coverage is not elected, or i the maxirmum coverage is not elected, evidence of insurability safisfactory to MefLife may be required o eléct or increase

such coverage affer the initial enroliment period has expired. ‘Coveragé will not take effect, or it will be limited, untll nofice is received that MefLife has approved the coverage or
increase. . ’ .

For Payroll Deduction Authorization By the Employes

1 authorize my employer to deduct the required.contributions from my pay for the coverage requested in this enroliment form. This authorizafion applies fo such coverage until |
rescind it in writing. ’

Fraud- Waming: , , . ,
I you reside in or are applying for insurance under a policy issued in one of the following stafes, please read the applicable warning.
Texas: ’ ’

"Any person who knowingly and wﬁh intent to defraud any insurancé company or other person files an appﬁa_ﬁ_bn for insurance or a statement of claim
containing any materially false information or conceals, for the purpose of misleading, information condeming any fact material thereto commits a
fraudulent insurance act, which may be a crime and may subject such person-to criminal and éivil penaliies. - . ‘

- EMPLOYEE SIGNATURE

DATE [ . T



