
MetLife 

ENROLLMENT•CHANGE FORM 

Metropolitan Life Insurance Company, New York, NY 10166 

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

IGROUP 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 □ Single
□ Female □ 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 □ Hourly

□ New Enrollment □ Change in Enrollment □ COBRA Continuation If due to a Qualifying Event, enter date (MM/DD/YYYY)

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

► If you are enrolling after the initial enrollment period, please refer to the Declarations and Signature section of this enrollment 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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MetLife 
Metropolitan Life Insurance Company, New York, NY 10166 

Dental Insurance 

Select your level of coverage 

D Employee Only 

D Employee+ Spouse/Domestic Partner
1 

D Employee+ Child(ren) 

D Employee + Spouse/Domestic Partner
1 

+ 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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MetLife 
Metropolitan Life Insurance Company, New York, NY 10166 

1 
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 enrollment form, you are attesting to such relationship. 

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.

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) 

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

□ Male □ Female

□ Male □ Female

□ Male □ Female

□ 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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