
DECLARATION SECTION
 

Each person signing below declares that all the information given in \his enrollment form is true and complete to the best of his/her knowledge and 
belief. Each person understands that this information will be use<! by MatUfe to determine his or her insurability. 

The employee declares thaI he or she is actively at work on the date of this enrollment form. For any contributory life insurance only, the employee 
has been actively at work for at least 20 hours during the 7 calendar days preceding that date. 

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 meat 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; interme<liate care facility, or long term care facility, 
or receipt of the following treatments wherever performed: chemotherapy, radiation therapy, or dialysis. 

For the Accelerated Benefits Option 

Ufe Insurance may Include an Accelerated Benefits Option under which a terminally i\Ilnsured can accelerate a portion of his or her life insurance 
amount. Receipt of accelerated benefits may affect eliglblllly for public assistance and that an interest and expense charge may be deducted from the 
accelerated payment. 

For Changes Requested After InltJal Enrollment Period Expires 

I understand that if life coverage is not elected, or if the maximum coverage is not elected, evidence of good health satisfactory to MatUfe may be 
required to elect 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 MetUfe has approved the coverage or increase. 

For Payroll Deduction Authorization By the Employee 

I authorize my employer to deduct the reqUired contributions from my pay for the coverage requested in this enrollment form. This authorization 
applies to such coverage until Irescind II In writing. 

Fraud Warning: 

Any person who knowingly and with intent to defraud any Insurance company or other person files an appllcatlon for Insurance or a 
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. 

BENEFICIARY DESIGNATION FOR EMPLOYEE INSURANCE (DeDendent Insurance Is Pavable to the Employee) 
The Employee signing below names the following person(s} as primary beneficlary(les) for any Metufe payment upon his or her death. For any other 
type of beneficiary, please use a beneficiary designation form available from your employer. Unless designated otherwise, payments will be made in 
equal shares or all to the survivor. The Employee understands that he or she has the right to change this designation at any time. 

Primary Beneficiary Full Name (Last. First, Middle Initial) Relationship Date of Birth 
(Mo.lDavNr.) 

Address (Street City, Slate, Zip) 

Slgnature(s): The employee must sign in all cases. Each person signing below acknowledges that they have read and understand the statements 
and declarations made in this enrollment form. 

PrilltName Date (tv'Jo./OaylYr.) 

I certify that I have been given the opportunity to apply for the available life benefits offered by my employer/group, the benefits have been explained to 
me, and I decline to participate. I was not induced or pressured by my employer, agent or life carrier, into declining this coverage, but elected of my 
(our) own accord to decline coverage. I understand that if I wish to apply for such coverage In the future, I (or my dependent(s)) may be 
required to provide evidence of Insurability at that tIme at my expense. 

Employee Slgoaturo 
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