
I certify that the information supplied is true and I have reviewed the attached privacy notice. I hereby authorize my employer to deduct from my pay my contribution (if any) to the cost of such coverage.

Employee Signature ______________________________________  Date ____________    Authorizing Employer Signature __________________________________________  Date _______________

Full-Time Hire Date _______/_______/_______ Job Classification________________________________________________________  Annual Salary Amount ______________________________

Effective date of coverage:
______/______/______
______/______/______
______/______/______
______/______/______
______/______/______
______/______/______

Dependent Coverages
First Name                MI

____________________   _____

____________________   _____

____________________   _____

____________________   _____

____________________   _____

Last Name

________________________________

________________________________

________________________________

________________________________

________________________________

Relationship

______________

______________

______________

______________

______________

Sex

______

______

______

______

______

Dependent SSN

_______-_____-_______

_______-_____-_______

_______-_____-_______

_______-_____-_______

_______-_____-_______

Date of Birth

______/_____/______

______/_____/______

______/_____/______

______/_____/______

______/_____/______

(*SP, CH, ST, HC, SC)

Abbreviations: STD = Short Term Disability (Weekly Income), LTD = Long Term Disability, M.I.P. = Monthly Insured Payroll

*Relationship Codes: SP=Spouse, CH=Child, ST=Student (Full-time, age 19 through 24), HC=Handicapped child (age 19 or over), SC=Stepchild

EMPLOYEE COVERAGE INFORMATION

Life Insurance Amount ______________________________________________

Life Insurance Class (if applicable) ____________________________________

STD Weekly Benefit Amount _________________________________________

LTD Amount (M.I.P.) ________________________________________________

Complete for each coverage
offered by your employer: Enroll Decline
Dental
Life/AD&D
Dependent Life
STD
LTD
Vision

Employee Status ____________

If employee is currently disabled
or on COBRA:

Begin Date _____/_____/_____

End Date _____/_____/_____

(Required if salary-based Life Amount or Disability Plan)

(Active, Disabled or COBRA)

DEPENDENT COVERAGE INFORMATION (List all dependents and check boxes of coverage they are to be enrolled in)

(If different from employee)
Dep. Life

DISTRIBUTION:  White-MMA Service Corporation, Canary-Employer file copy

INSURANCE ENROLLMENT FORM
MMA Service
Corporation
620 S. Capitol Ave. • P.O. Box 14247
Lansing, Michigan 48901-4247
(800) 842-6513 • Fax (517) 372-2507

A Subsidiary of Michigan Manufacturers Association

Employer should complete all shaded sections and have employee complete unshaded sections. Please type or print, using BLACK INK, all information.

Company Name_________________________________________________________________________

Policy Number ________________ Account Number  ____   ____   ____   ____   Sub Account ____5050001

EMPLOYEE INFORMATION

(Single, Married, Divorced, Widowed, Separated)

Rev. 2/19/04

SM

Dental Vision

SSN _______-_____-_______  Last Name _____________________________  First Name ____________________________  Middle Init. _____   Marital Status ___________________  Sex _______

Birth Date _____/_____/_____  Address: __________________________________________________ City:_____________________ State:____________________ Zip: _________________



Metlifei’
Metropolitan Life Insurance Company

Consumer Privacy Notice

Thank you for reouestlng insurance from Metropolitan  Life Insurance Company (‘MetLtie”). This notice refers to MetLife  as “we, ” ‘us’ cr ‘our.” ‘@a  wail  evaluate your
request for insurance (enrollment form and, if applicable, statement of health form) to see if you and any other person proposed for Insurance (each referred to as
“you” or ‘your^)  are ellclole  for the insurance requested. We review all the information provided in your request for insurance and we may then confirm or add to this
Information In ways eiolained  below. MetLife  and each member of the MetLife family of companies (each an “Affiliate”) strongly belleve  in protecting the security and
confidentiality of lnformarlon we collect about you. This notice describes our privacy policy and how we treat the information we collect about you (‘Information”).

Consumer Privacy Notice
such as (i) companies we engage to assist us In offering our products and
services to you, and (ii) financial services companies with  which we have a
joint marketing agreement, for example, an agreement with  another insurer to
enable us to offer certain of that insurer’s products. If we enter into such a
joint marketing agreement, the agreement WI/I  provide for the protection of
the confidentiality of your Information. We do not make any other disclosures
of Information to other companies who may want to sell their products or
services to you, For example, we will not sell your name and address to a
catalogue company. We may disclose any information. other than a
consumer report or health Information, for rhe purposes described in this
paragraph.

Why We Collect and How We Use Information: We collect and use
Information for purposes of our Insurance and other business relationships
with you. These business  purposes include evaluating a request for our
insurance or other products or services, evaluating benefit claims,
administering our products or services, and processing transactions
requested by you. We may also use Information to offer you other products
o r  s e r v i c e s  w e  p r o v i o e .

How We Collect Information: if we need to verify or obtain additional
information in conneCtion  with a request for our products or services or a
claim for benefits. we may do so through third parties such as adult family
members, employers, orher Insurers, consumer reporting agencies,
physicians, hospitals and other medical personnel. Information COlleCted

may relate to your finances, employment, health, avocations or other
personal characteristics, as well as to transactions with us or with others,
including our Affiliates. If we required you to sign an authorization to collect
and disclose information (‘Authorization”) in connection with your request for
insurance, we may also obtain Information about you in accordance with the
signed Authorization. For instance, we may:
. ask you to have a medical evaluation; or
. ask physicians, hospitals, or other medical care providers to confirm or

add to the medical data you have given us.

How We Protect Information: We treat Information in a confidential manner.
Our employees are recurred  to protect the confidentiality of Information.
Employees may access Information only when there is an appropriate reason
!o  do so, such as to aumlnister  or offer our products or services. We also
maintain physlcal.  eleCIron!c  and procedural safeguards to protect
Information. These safeguaras  comply with all applicable laws. Employees
are required to comply with  our established policies.

Information Disclosure: We may disclose any Information when we believe
it necessary for the conduct of our business, or where disclosure is required
by law. For example. Information may be disclosed to others to enable them
to provide business services for us, such as helping us to evaluate requests
for insurance or benefits. and assisting us in processing a transaction
requested by you. lnfonation may also be disclosed for audit or research
purposes; or to law enforcement and regulatory agencies, for example, to
help us prevent fraua. !nformation may be disclosed to Affiliates as well as to
others that are outslde of the MetLife family of companies, such as
companies that process data for us, companies that provide general
administrative services for us, other insurers, and consumer reporting
agencies. Our Affiliates include financial services companies such as life and
property and casualty Insurers, securities firms, broker dealers and financral
advisors and may also include companies that are not financial services
companies. We may make other disclosures of Information as permitted by
law.

Information may be shared with our Affiliates so that they may offer you
products or services from the MetLife family of companies. We may also
provide Information to others outside of the MetLife  family of companies

CPN-GLB

Access to and Correction of Information: Generally, upon your written
request to us, we will make Information avaliable for your revlew.  Medical
Information will generally be disclosed through the licensed physician you
choose or as otherwise required by law. information collected in connection
with, or in anticipation of, any claim or legal proceeding will  not be made
available. If you notify us that any of the Information is incorrect, we will
review it. If we agree, we will correct our records. If we do not agree, you
may submit a short statement of dispute, which  we will include in any future
disclosure of Information.

Consumer Reports: It is common for an insurance company to ask a
consumer reporting agency to confirm and add to the Information provided in
a request for insurance. Such agencies are independent and impartial.
Consumer reports may reflect your mode of living, character, general
reputation, personal characteristics, credit worthiness and credit standing.
!nformation  on your past and present employment, job duties, driving record,
health history, use of alcohol and drugs, finances, hazardous sport activities,
and marital status may be included, as well as other InformatIon.  The
Information we get will be used only for business purposes related to the
insurance you have requested. The lnformatlon  may be kept by the agency
and later given to others as permitted by the Federal Fair Credit Reporting
Act and any applicable state law.

Upon your request, we will tell you whether we requested a consumer report
in connection with your request for insurance. If such a report was requested,
we will provide you with the name, address and telephone number of the
consumer reporting agency that provided the report to us. You may contact
that agency to inspect or obtain a copy of that report.

This notice is required by law.

Further Information: This notice is a general description of MetLife’s
information practices. We treat Information in accordance with all applicable
laws. Such laws may provide you with additional rights. For additional
information regarding our privacy policy, you may write to MetLife,  P.O. Box
2006, Aurora, Illinois, 60507-2006.


	Text5: 
	0: 
	1: 
	1: 
	0: 
	1: 
	2: 

	0: 

	0: 
	1: 
	0: 
	0: 
	1: 

	1: 
	0: 
	0: 
	0: 
	0: 
	1: 
	2: 
	4: 
	3: 

	1: 
	0: 
	1: 
	2: 
	4: 
	3: 


	1: 
	0: 
	1: 
	2: 
	4: 
	3: 




	0: 


	1: 
	1: 
	1: 
	0: 

	0: 
	1: 
	0: 
	1: 
	2: 
	3: 

	0: 



	Text6: 
	0: 
	0: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	0: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	4: 
	0: 

	3: 






	2: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	5: 
	4: 

	0: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	4: 
	0: 

	3: 






	1: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 

	0: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	4: 
	0: 

	3: 









	Text4: 
	0: 
	0: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 


	1: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 


	2: 
	0: 
	1: 
	0: 
	1: 
	2: 
	3: 
	4: 




	Combo Box8: [ ]
	Combo Box2: 
	0: [ ]
	2: [ ]
	3: [ ]
	4: [ ]
	5: [ ]
	1: 
	0: [ ]
	1: 
	0: [ ]
	1: [ ]
	2: [ ]
	3: [ ]
	4: [ ]



	Check Box11: 
	0: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off


	1: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off


	2: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off


	3: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off


	4: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off
	3: Off


	5: 
	0: Off
	1: Off


	signature: Form Cannot be Processed without Signature
	instructions: Please enter information onscreen and print form for faxing to 517-372-2507.
	Text2: 
	Text3: 
	Text1: 
	Reset Form: 
	PrimaryRelationship1: 
	1: 
	0: 
	5: 
	1: 
	2: 
	0: 
	1: 
	1: 
	0: 
	0: 
	1: 








	2: 
	5: 
	1: 
	2: 
	0: 
	1: 
	1: 
	0: 
	0: 
	1: 








	1: 
	5: 
	1: 
	2: 
	0: 
	1: 
	1: 
	0: 
	0: 
	1: 










	slashes: 
	5: 
	1: 
	2: 
	0: 
	1: 
	1: 
	0: 
	0: /    /
	1: /    /










