B Metlife

Metropolitan Life Insurance Company, New York, NY 10166

All benefits, other than the legal plan, are provided by Metropolitan Life
ENROLLMENT . CHANGE FORM Insurance Company, New York, NY 10166

\GROUP CUSTOMER INFORMATION (To be Completed by the Recordkeeper)

Name of Group Customer/Employer

Group Customer # | Location Class High/Low Option Date of Hire (MM/DD/YYYY) | Coverage Effective Date
0001 (MM/DD/YYYY)

Original COBRA Effective Date if applicable (MM/DD/YYYY) COBRA Termination Date if applicable (MM/DD/YYYY)

YOUR ENROLLMENT INFORMATION (To be Completed by the Employee in blue or black ink)

Name (First, Middle, Last) Social Security # (] Male O Single
(] Female 0 Married

Address (Street, City, State, Zip Code) Date of Birth (MM/DD/YYYY)
Phone # Email Address

] Employee Job Title: Basic Annual Earnings: [] Salaried Hours Worked Per Week:
[ Retiree [0 Hourly

(] New Enroliment [] Changein Enroliment ] COBRA Continuation If due to a Qualifying Event, enter date (MM/DD/YYYY)

I have read my enrollment materials and | request coverage for the benefits for which | am or may become eligible. | understand the amounts of
insurance | request must comply with and are limited by the plan design described in my enroliment materials. |understand that contributions
may be required for the benefits | select below. If | am enrolling for Hospital Indemnity Insurance or Critical lliness Insurance: | declare that all
individuals to be insured have comprehensive medical coverage in force that provides benefits for medical treatment, including hospital,
surgical and medical expenses. If | am enrolling for Accident Insurance and | am a resident of Minnesota or Vermont: | declare that all
individuals to be insured have medical coverage in force that provides benefits for medical treatment, including hospital, surgical and medical
expenses. | have received and read a copy of the Outline of Coverage or other disclosure document for the Accident Insurance, Hospital
Indemnity Insurance and Critical lliness Insurance. In certain states, this coverage may be referred to as Critical lliness Insurance, Specified
Disease Insurance, Limited Benefit Insurance or Limited Benefit Critical lliness Insurance.

The following disclosure is required by New Mexico law: This type of plan is NOT considered "minimum essential coverage" under the Affordable
Care Act and therefore does NOT satisfy the individual mandate that you have health insurance coverage. If you do not have other health
insurance coverage, you may be subject to a federal tax penalty.

» Ifyou are enrolling after the initial enrollment period, please refer to the Declarations and Signature section of this enroliment form to determine the
evidence of insurability and late entrant requirements. If evidence of insurability is required for a coverage you are electing, you must complete a
Statement of Health form for all amounts you are requesting.

GEF02-1

ADM
(The form number above applies to residents of all states except as follows: Form number GEF02-1 ADM applies to residents of Oregon;

GEF09-1 applies to residents of Louisiana and Montana;
GEF02-1
ADM applies to residents of Connecticut, North Dakota, and Utah)

SUBMISSION INSTRUCTIONS

After completion, make a copy for your records and return the original to
Metropolitan Life Insurance Company, Attn: Small Business Solutions, 18210 Crane Nest Drive, Tampa, FL 33647
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B MetLife

Metropolitan Life Insurance Company, New York, NY 10166

Dental Insurance

Select your level of coverage
[] Employee Only
[_] Employee + Spouse/Domestic Partner’
[] Employee + Child(ren)
[ ] Employee + Spouse/Domestic Partner' + Child(ren)

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: Form number GEF02-1 ADM applies to residents of Oregon;
GEF09-1 applies to residents of Louisiana and Montana;

GEF02-1

ADM applies to residents of Connecticut, North Dakota, and Utah)
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B MetlLife

Metropolitan Life Insurance Company, New York, NY 10166

' Domestic Partner includes your registered Domestic Partner if you and your Domestic Partner are registered as domestic partners, civil union partners or reciprocal
beneficiaries with a government agency or office where such registration is available. It also includes your non-registered Domestic Partner if you and your Domestic Partner
have either a substantial interest in the other engendered by love and affection; or a lawful and substantial economic interest in the continued life, health or bodily safety of
each other, as distinguished from an interest which would arise only by, or would be enhanced in value by, the death, disablement or injury of the other person. By enrolling
such Domestic Partner for coverage and signing this enroliment form, you are attesting to such relationship.

2 |ife 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.

Dependent Information

If you are applying for coverage for your Spouse/Domestic Partner and/or Child(ren), please provide the information requested below:
Name of your Spouse/Domestic Partner (First, Middle, Last) Date of Birth (MM/DD/YYYY)
O Male [ Female

Name(s) of your Child(ren) (First, Middle, Last) Date of Birth (MM/DD/YYYY)

(1 Male [ Female
U] Male U Female
L1 Male [ Female
(] Male [ Female

] Check here if you need more lines. Provide the additional information on a separate piece of paper and return it with your enrollment form.

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: Form number GEF02-1 ADM applies to residents of Oregon;
GEF09-1 applies to residents of Louisiana and Montana;

GEF02-1

ADM applies to residents of Connecticut, North Dakota, and Utah)
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B’ MetLife

Metropolitan Life Insurance Company, New York, NY 10166

FRAUD WARNINGS

Before signing this enroliment form, please read the waming 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.

California: For your protection, California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent information
to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state
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.

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 pose of misleading,
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime,so 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.

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 FW applies to residents of Oregon;
GEF09-1 applies to residents of Louisiana and Montana;

GEF09-1

FW applies to residents of Connecticut, North Dakota, and Utah)
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' MetLife

Metropolitan Life Insurance Company, New York, NY 10166

\BENEFICIARY DESIGNATION FOR EMPLOYEE INSURANCE

| 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. | also understand that unless otherwise specified in the group insurance certificate,
insurance due upon the death of a Dependent is payable to the Employee.

Full Name (First, Middle, Last) Social Security # Date of Birth (MM/DD/YYYY) | Relationship Share %
Address (Street, City, State, Zip) Phone #

Full Name (First, Middle, Last) Social Security # Date of Birth (MM/DD/YYYY) | Relationship Share %
Address (Street, City, State, Zip) Phone #

Full Name (First, Middle, Last) Social Security # Date of Birth (MM/DD/YYYY) | 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%
Contingent beneficiary(ies): If all the primary beneficiary(ies) die before me, | designate as contingent beneficiary(ies):

Full Name (First, Middle, Last) Social Security # Date of Birth (MM/DD/YYYY) | Relationship Share %
Address (Street, City, State, Zip) Phone #

Full Name (First, Middle, Last) Social Security # Date of Birth (MM/DD/YYYY) | 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%
[ ] Check if you need more space for additional beneficiaries and attach a separate page. Include all beneficiary information, and sign/date the page.

DECLARATIONS AND SIGNATURE

Your Accident, Hospital Indemnity and Critical lliness certificate provides limited benefits. Read your certificate carefully.

By signing below, | acknowledge:

1. I'have read this enrollment form and declare that all information | have given is true and complete to the best of my knowledge and belief.

2. | declare that | am actively at work on the date | am enrolling and, if | am enrolling for any contributory life insurance, that | was actively at work for at least
20 hours during the 7 calendar days preceding my date of enroliment. | understand that if I am not actively at work on the scheduled effective date of
insurance, such insurance will not take effect until | return to active work.

3. lunderstand that, on the date dependent insurance for a person is scheduled to take effect, the dependent must not be confined at home under a
physician’s care, receiving or applying for disability benefits from any source, or Hospitalized. If the dependent does not meet this requirement on such
date, the insurance will 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 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.

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 DEC applies to residents of Oregon;
GEF09-1 applies to residents of Louisiana and Montana;

GEF09-1

DEC applies to residents of Connecticut, North Dakota, and Utah)
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' MetLife

Metropolitan Life Insurance Company, New York, NY 10166
4. | understand that if | do not enroll for life or disability coverage during the initial enrollment period, or 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 will be limited, until notice is received that MetLife has approved the coverage or
increase. | understand that if | do not enroll for dental coverage during the initial enroliment period, a waiting period may be required before | can
enroll for such coverage after the initial enrollment period has expired. | understand that if | do not enroll for vision coverage during the initial
enroliment period, | cannot enroll for such coverage until the next annual enroliment period.
5. lunderstand that if | do not sign the payment authorization below, coverage for which contributions are required will not take effect until | have provided
such authorization.
. | affirmatively decline coverage for any benefits for which | am eligible which | do not request on this enrollment form.
. | have read the Beneficiary Designation section provided in this enrollment form and | have made a designation if | so choose.
. | declare that no person proposed for Specified Disease coverage is covered under any Title XIX program (Medicaid or any similarly named program) and
that I understand that no person covered under any Title XIX program can be covered under the Specified Disease group policy.
9. I have read the applicable Fraud Warning(s) provided in this enrollment form.

oo~

Sign
Here

Signature of Employee Print Name Date Signed (MM/DD/YYYY)

PAYMENT AUTHORIZATION

By signing below, | authorize my employer to deduct the required contributions from my earnings for my coverage. Unless otherwise indicated, this
authorization applies to such coverage until | rescind it in writing.

Sign
Here

Signature of Employee Print Name Date Signed (MM/DD/YYYY)

GEF09-1a

(The form number above applies to residents of all states except as follows: Form number GEF09-1 DEC applies to residents of Oregon;
GEF09-1 applies to residents of Louisiana and Montana;

GEF09-1

DEC applies to residents of Connecticut, North Dakota, and Utah)
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YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION

Note: This notice is required by Louisiana law. MetLife does not collect or use genetic information in the sale, issuance,
administration, or underwriting of its accidental death & dismemberment, dental, vision, accident and/or hospital indemnity
insurance products.

This notice is in connection with an enroliment in group (accidental death & dismemberment, dental, vision, accident, and/or
hospital indemnity) insurance and information regarding your (“employee”, “spouse/domestic partners”, and/or “child(ren)”)
rights related to the release and use of genetic information.

Genetic Information is defined as all information about genes, gene products, inherited characteristics, or family
history/pedigree that is expressed in common language and Genetic Information shall include each of the following:

e anindividual's genetic test;
o the genetic tests of the family members of an individual;
o the manifestation of a disease or disorder in family members of an individual;

e with respect to an individual or family member of an individual who is a pregnant woman, genetic
information of any fetus or embryo carried by such pregnant woman; and with respect to an individual
or family member of an individual utilizing an assisted reproductive technology, genetic information of
any embryo legally held by the individual or family member.

Genetic Information does not include the medical history of an individual insured or applicant for health care
coverage and shall not mean information about the sex or age of any individual.

Genetic Services is defined as a genetic test, genetic counseling, including obtaining, interpreting, or assessing genetic
information, or genetic education.

Genetic Test is defined as any test for determining the presence or absence of genetic characteristics in an individual,
including tests of nucleic acids, such as DNA, RNA, and mitochondrial DNA, chromosomes, or proteins in order to
diagnose or identify a genetic characteristic or that detects genotypes, mutation, or chromosomal changes. The
determination of a genetic characteristic shall not include any diagnosis of the presence of disease, disability, or other
existing medical condition.

Genetic Test shall not mean an analysis of proteins or metabolites that either:
e does not detect genotypes, mutations, or chromosomal changes;

e is directly related to a manifested disease, disorder, or pathological condition that could be reasonably
detected by a health care professional with appropriate training and expertise in the field of medicine
involved.

Metropolitan Life Insurance Company (“MetLife”) or any third party acting on MetLife's behalf in this regard shall not:

e request, require, or purchase genetic information of an individual or family member of an individual for
underwriting purposes;

e request, require, or purchase genetic information of an individual or family member of an individual prior to such
individual’s enroliment under the plan or coverage in connection with such enroliment;

e request or require that an individual, a family member of such individual, or a group member undergo a genetic
test;

e establish rules for eligibility, including continued eligibility, of any individual or an individual’s family member to
enroll or continue enroliment based on genetic information;

e impose any preexisting condition exclusion on the basis of genetic information of an individual, family member of
an individual, or group member;

e adjust premium or contribution amounts for an individual or group health plan on the basis of genetic information
concerning the individual or a family member of the individual.

LAGenNotice21-1



YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION

MetLife or any third party acting on MetLife's behalf is not precluded from obtaining and using the results of a genetic test
in making a determination regarding payment. MetLife or any third party acting on MetLife's behalf may request, but not
require, that an individual, family member of an individual, or a group member undergo a genetic test if:

o Compliance with the request is voluntary.
o Noncompliance will have no effect on enroliment status or premium, or contribution amounts.

MetLife or any third party acting on MetLife's behalf in this regard which is offering health insurance coverage obtains
genetic information incidental to the requesting, requiring, or purchasing of other information concerning any individual,
such request, requirement, or purchase shall not be considered a violation. The results of any genetic test, including
genetic test information, shall not be used as the basis to:

e terminate, restrict, limit, or otherwise apply conditions to the coverage of an individual or family member under the
policy or plan, or restrict the sale of the policy or plan to an individual or family member;

cancel or refuse to renew the coverage of an individual or family member under the policy or plan;
deny coverage or exclude an individual or family member from coverage under the policy or plan;
impose a rider that excludes coverage for certain benefits or services under the policy or plan;
establish differentials in premium rates or cost sharing for coverage under the policy or plan;
otherwise discriminate against an individual or family member in the provision of insurance.

MetLife or any third party acting on MetLife's behalf in this regard, offering health insurance coverage may request only
the minimum amount of information necessary to accomplish the intended purpose.

Nothing shall be construed to limit the authority of a health care professional who is providing health care services to an
individual to request that such individual undergo a genetic test.

LAGenNotice21-1



B MetLife

Delaware American Life Insurance Company Metropolitan Life Insurance Company
MetLife Health Plans, Inc. Metropolitan Tower Life Insurance Company
MetLife Legal Plans, Inc. SafeGuard Health Plans, Inc.

MetLife Legal Plans of Florida, Inc. SafeHealth Life Insurance Company

Metropolitan General Insurance Company

Our Privacy Notice

We know that you buy our products and services because you trust us. This notice explains how we protect your privacy
and treat your personal information. It applies to current and former customers. “Personal information” as used here
means anything we know about you personally.

SECTION 1: Plan Sponsors and Group Insurance Contract Holders

This privacy notice is for individuals who apply for or obtain our products and services under an employee benefit plan,
group insurance or annuity contract, as an executive benefit, or as otherwise made available at your work or through an
association to which you belong.. In this notice, “you” refers to these individuals.

SECTION 2: Protecting Your Information

We take important steps to protect your personal information. We treat it as confidential. We tell our employees to take
care in handling it. We limit access to those who need it to perform their jobs. Our outside service providers must also
protect it, and use it only to meet our business needs. We also take steps to protect our systems from unauthorized
access. We comply with all laws that apply to us.

SECTION 3: Collecting Your Information

We typically collect your name, address, age, and other relevant information. We may also collect information about any
business you have with us, our affiliates, or other companies. Our affiliates include life insurers, a legal plans company
and a securities broker-dealer. In the future, we may also have affiliates in other businesses.

SECTION 4: How We Get Your Information

We get your personal information mostly from you. We may also use outside sources to help ensure our records are
correct and complete. These sources may include consumer reporting agencies, employers, other financial institutions,
adult relatives, and others. These sources may give us reports or share what they know with others. We don'’t control the
accuracy of information outside sources give us. If you want to make any changes to information we receive from others
about you, you must contact those sources.

We may ask for medical information. The Authorization that you sign when you request insurance permits these sources
to tell us about you. We may also, at our expense:

*  Ask for a medical exam ¢ Ask for blood and urine tests
¢  Ask health care providers to give us health data, including information about alcohol or drug abuse

We may also ask a consumer reporting agency for a “consumer report” about you (or anyone else to be insured).
Consumer reports may tell us about a lot of things, including information about:

* Reputation e Driving record e Finances
*  Work and work history * Hobbies and dangerous activities

The information may be kept by the consumer reporting agency and later given to others as permitted by law. The agency
will give you a copy of the report it provides to us, if you ask the agency and can provide adequate identification. If you
write to us and we have asked for a consumer report about you, we will tell you so and give you the name, address and
phone number of the consumer reporting agency.

Another source of information is MIB, LLC (“MIB”). It is a not-for-profit membership organization of insurance companies
which operates an information exchange on behalf of its Members. We, or our reinsurers, may make a brief report to MIB.
If you apply to another MIB Member company for life or health insurance coverage, or a claim for benefits is submitted,
MIB, upon request, will supply such company with the information in its file. Upon receipt of a request from you MIB will
arrange disclosure of any information it may have in your file. Please contact MIB at 866-692-6901. If you question the
accuracy of information in MIB’s file, you may contact MIB and seek a correction in accordance with the procedures set
forth in the federal Fair Credit Reporting Act. You may do so by writing to MIB, LLC, 50 Braintree Hill, Suite 400,
Braintree, MA 02184-8734 or go to MIB website at www.mib.com.

CPN-Initial Enr/SOH and SBR (03/23) CPN-SBR
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SECTION 5: Using Your Information

We collect your personal information to help us decide if you’re eligible for our products or services. We may also
need it to verify identities to help deter fraud, money laundering, or other crimes. How we use this information
depends on what products and services you have or want from us. It also depends on what laws apply to those
products and services. For example, we may also use your information to:

e administer your products and services e  process claims and other transactions
¢ perform business research ¢ confirm or correct your information
* market new products to you *  help us run our business

* comply with applicable laws

SECTION 6: Sharing Your Information With Others

We may share your personal information with others with your consent, by agreement, or as permitted or required by law.
We may share your personal information without your consent if permitted or required by law. For example, we may share
your information with businesses hired to carry out services for us. We may also share it with our affiliated or unaffiliated
business partners through joint marketing agreements. In those situations, we share your information to jointly offer you
products and services or have others offer you products and services we endorse or sponsor. Before sharing your
information with any affiliate or joint marketing partner for their own marketing purposes, however, we will first notify you
and give you an opportunity to opt out.
Other reasons we may share your information include:
* doing what a court, law enforcement, or government agency requires us to do (for example, complying with
search warrants or subpoenas)
¢ telling another company what we know about you if we are selling or merging any part of our business
e giving information to a governmental agency so it can decide if you are eligible for public benefits
e giving your information to someone with a legal interest in your assets (for example, a creditor with a lien
on your account)
¢ giving your information to your health care provider
« having a peer review organization evaluate your information, if you have health coverage with us

e those listed in our “Using Your Information” section above

SECTION 7: HIPAA

We will not share your health information with any other company — even one of our affiliates — for their own marketing
purposes. The Health Insurance Portability and Accountability Act (“HIPAA”) protects your information if you request or
purchase dental, vision, long-term care and/or medical insurance from us. HIPAA limits our ability to use and disclose the
information that we obtain as a result of your request or purchase of insurance. Information about your rights under
HIPAA will be provided to you with any dental, vision, long-term care or medical coverage issued to you.

You may obtain a copy of our HIPAA Privacy Notice by visiting our website at www.MetLife.com. For additional
information about your rights under HIPAA; or to have a HIPAA Privacy Notice mailed to you, contact us at
HIPAAprivacyAmericasUS@metlife.com, or call us at telephone number (212) 578-0299.

SECTION 8: Accessing and Correcting Your Information

You may ask us for a copy of the personal information we have about you. We will provide it as long as it is
reasonably locatable and retrievable. You must make your request in writing listing the account or policy numbers
with the information you want to access. For legal reasons, we may not show you privileged information relating to a
claim or lawsuit, unless required by law.

If you tell us that what we know about you is incorrect, we will review it. If we agree, we will update our records.
Otherwise, you may dispute our findings in writing, and we will include your statement whenever we give your disputed
information to anyone outside MetLife.

SECTION 9: Questions

We want you to understand how we protect your privacy. If you have any questions or want more information about this
notice, please contact us. A detailed notice shall be furnished to you upon request. When you write, include your name,
address, and policy or account number.

Send privacy questions to: MetLife Privacy Office
P. O. Box 489
Warwick, Rl 02887-9954
privacy@metlife.com

We may revise this privacy notice. If we make any material changes, we will notify you as required by law. We provide
this privacy notice to you on behalf of the MetLife companies listed at the top of the first page.

CPN-Initial Enr/SOH and SBR (03/23) CPN-SBR
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CALIFORNIA HEALTHCARE LANGUAGE ASSISTANCE PROGRAM
NOTICE TO INSUREDS

No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you in your language. For help, call us at the
number listed on your ID card, if any, or 1-800-942-0854. For more help call the CA Dept. of Insurance at 1-800-927-4357.

To receive a copy of the attached MetLife document translated into Spanish or Chinese, please mark the box by the requested language statement below, and
mail the document with this form to:

Metropolitan Life Insurance Company

PO Box 14587

Lexington, KY 40512

Please indicate to whom and where the translated document is to be sent.

[ ] Servicio de Idiomas Sin Costo. Puede obtener la ayuda de un intérprete. Se le pueden leer documentos y enviar algunos en espariol. Para recibir
ayuda, llamenos al nimero que aparece en su tarjeta de identificacion, si tiene una, o al 1-800-942-0854. Para recibir ayuda adicional llame al
Departamento de Seguros de California al 1-800-927-4357.

Para recibir una copia del documento adjunto de MetLife traducido a espafid, marque la casilla correspondiente a esta oracion, y envie por correo el
documento junto con este formulario a:

Metropoalitan Life Insurance Company

PO Box 14587

Lexington, KY 40512

Por favor, indique a quién y a donde debe enviarse el documento traducido.

NOMBRE
DIRECCION

[ | eBREERSE, @S eE 0BRE, ErERERR MR OGS, sl ZRmIRERISHRI P OGER, MR,
FEEEEMIDF EFRIRES () |, Bk 1-800-942-0854, TR E L), FEBCENNINRBRED B 1-800-927-4357,
# W HBER MetLife TR SGEA, FEAEIMERRTRGIE, WSS ASERIER S E
Metropalitan Life Insurance Company
PO Box 14587
Lexington, KY 40512
TR RS AN SO A AL R Hith
et
Hitht
Udwp pupguubyulub Swowympinibikp: 2Eq Yupudwgplp hagkpbih pupgdwihs, nph eqinuppudp upnn Bp huygbpbing
Quwprpu) thwunwpnplpp: Zwpgkph ghoypood quiiquhwpbip Jdbq 2tp ID pupunh Jpw bodwsd hEpwnuwwhwdwpnyg Yued 1-800-942-
0854: Ununjb) dwbipudwul wbknbljundnpput huduop qubquhwptip Wwhbnpihwgh Gupuhnfugpuljpot Feupopowdbion 1-
800-927-4357 hhnwunuwhwiwpn:
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Kev pab txhais lus tsis kom them ngi. Koj thov tau kom nrhiav neeg txhais lus thiab nyeem ntaub ntawv hais ua lus Hmoob rau koj mloog. Yog xav tau kev

pab, hu rau peb ntawm tus xov tooj sau hauv koj daim npav ID, yog muaj, lossis 1-800-242-0854. Yog xav kom pab lwm yam hu rau lub CA Hauv Paus Iv-
saws-las ntawm 1-800-927-4357.
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BecnnatHeie ycnyri yCTHOMO nepesoga. Brl MOXETE BOCNONB30BATECH yonyrami nepesogunka, KOTOpriI NPOYATAET BaM JOKYMEHTEI Ha PYCCKOM A3bIKE.

Yrobkl nony4MTE NOMOLLE, NO3BOHUTE HaM N0 HOMEPY, YKA3aHHOMY Ha Baled MAEHTUQMKALUMOHHON KAPTOMKE, ECNK Y BaC OHa eCTb, NBo no Homepy 1-800-
942-0854. Ecnmn Bam HyxHa NOMOLLL B ApYriX BONPOCAX, NO3BOHUTE B ropRYyio Ntk [lenapramenta ctpaxoeanus (CA Dept. of Insurance) 1-800-927-4357.

Libreng serbisyo sa pagsasalin. Maaari kang kumuha ng tagasalin para basahin sa iyo ang mga dokumento sa wikang Tagalog. Para ikaw ay matulur&gan.
tawagan kami sa numerong nakalista sa iyong ID card, kung mayroon man, o sa numerong 1-800-942-0854. Para sa karagdagang tulong tawagan ang CA
Dept. of Insurance sa numerong 1-800-927-4357.

Dich vu théng dich mién phi. Quy vj co thé tim mét thdng dich vién va nhér doc cac tai liéu nay cho quy vi bang tiéng Viét. Dé
duwegre giup dd, goi cho ching toi tai sb néu trén thé ID cla quy vi, néu cb, hoac 1-800-942-0854. Bé dugc gilp d& thém goi cho Ban
B&o Hiém CA tai sb 1-800-927-4357.
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