INSTRUCTIONS
FORTHE STATEMENT OF HEALTH FORM AND THE AUTHORIZATION FORM THAT FOLLOWTHISSECTION

INSTRUCTIONS TO THE RECORDKEEPER (The Recordkeeper may be the Group Customer, a Third Party Administrator or MetLife.)

1. Fillin the Group Customer Information and Insurance Information on the Statement of Health form.

2. Give the forms to the Employ ee.

INSTRUCTIONS TO THE EMPLOYEE

1. Fillin your name and Social Security #on the Statement of Health form. The Employ ee's Name and the Employ ee’s Social Security # mustappear on the form.

2. Give the forms to the Proposed Insured to complete and send to MetLife.

INSTRUCTIONS TO THE PROPOSED INSURED (The Proposed Insured is the person for whom insurance is being requested. The Proposed Insured may be the

Employ ee, the Employ ee’s Spouse/Domestic Partner or the Employee’s Child.) A separate Statement of Health form must be completed by each Proposed Insured.

Based on the enroliment form submitted by the Employ ee, a Statement of Health form is required to complete the employ ee’s request for group insurance cov erage for

you, the Proposed Insured.

1. If the Insurance Information Section is not completed, obtain the information before finalizing the form. Contact Metropolitan Life Insurance Company
y our Employ er/Benefits Administrator if the Life Insurance amounts were not provided or to confirm the Life Statement of Health Unit
Insurance amounts. P.O. Box 14069

2. Complete the Statement of Health form and sign w here indicated by an arrow. Lexington, KY 40512-4069

3. Sign the Authorization form where indicated by an arrow. FAX: 1-859-225-7909

To Submit Completed Forms Email:

4. After completion, make a copy ofboth completed forms for your records and FAX, MAIL or EMAIL the original
SOHSubmissions @metiife.com

forms to the address at the right. Emailed forms mustbe printed and signed before they are scanned and

submitted.
For questions, call MetLife at 1-800-638-6420, prompt 1 (Statement of Health Unit) or email us at For Questions Email:
eoi@metlifeservice.com. eoi@metlifeservice.com

Note: Additional medical information may be required after MetLife’s initial review ofa completed Statement of Health form. The additional information requested may bea
phy sical examination, paramedical exam, or an Attending Phy sician Report. Correspondence will be sent within ten day s by MetLife or our approved vendor. Incomplete
forms will be returned to y ou for completion.

Some services in connection with y our cov erage may be performed by our affiliates, MetLife Global Operations Support Center Private Limited and MetLife Services and

Solutions, LLC., unless prohibited by state or local law or by mutual agreement with the group customer.
These service arrangements in no way alter Metropolitan Life Insurance Company s obligation to y ou. Your cov erage will continue to be administered in accordance with
Metropolitan Life Insurance Company’s policies and procedures.

A MetlLife

STATEMENT OF HEALTH FORM Metropolitan Life Insurance Company, New York, NY 10166
GROUP CUSTOMER INFORMATION (To be Completed by the Recordkeeper)
Name of Group Customer/Employer/Association Group Customer # Reporting Location #
Street Address City State Zip Code

INSURANCE INFORMATION (To be Completed by the Recordkeeper) Enrollmentyear

Term Life Insurance
[] Basic Life: Indicate amount subject to medical underwriting $
] Supplemental/Optional Life: Indicate amount subject to medical underwriting $
[ Dependent Spouse/Domestic Parter Life: Indicate amount subject to medical underwriting $
L1 DependentChild Life: Indicate amount subject to medical underwriing $

EMPLOYEE INFORMATION (To be Completed by the Employee)
Name of Employee (First, Middle, Last) Social Security # of Employee

YOUR INFORMATION (To be Completed by the Proposed Insured)

Name (First, Middle, Lasf) Relatonship to Employee 1 Male
(] Self [ Spouse/DomesticPariner [ Child | (] Female
Street Address City State Zip Code
Date of Birth (MM/DD/YYYY) | Daytime Phone # Home Phone # Email Address
GEF02-1
ADM

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

ADM applies to residents of Connecticut, North Dakota and Utah)
Please complete all sections of this form. Incomplete forms will be returned to you.
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N MetLife

Metropolitan Life Insurance Company, New York, NY 10166

HEALTH INFORMATION

SECTION 1
Please completeall questions below. Omitted information will cause delays. Inthis section, “you” and “your” refers tothe personfor whom
insuranceis being requested. Health Information is required for the Proposed Insured only. For questions5through11u, for “yes” answers,
please provide full detailsin Section2.

Your name Employee’sName

Employee’s Social Security/Identification #

<
[¢]
w

1. Yourheight __ feet __inches Yourweight __ pounds
2. Areyounow on adiet prescribed by a physician or other health care provider? If*yes” indicate type
3. Areyounow pregnant? Ifyes,” whatis your due date (month/day/year)?
If “yes”, provide Physician’s name Telephone: ( ) -
4. Areyounow, or have youin the past 2 years, used tobacco in any form?
5. Inthe past5years, have you received medical reatment or counseling by a physician or other health care provider for, or been
advised by a physician or other health care provider to discontinue, the use of alcohol or prescribed or non-prescribed drugs?
6. Inthe past5 years, have you beenconvicted ofdriving while intoxicated or under the influence of alcohol and/or any drug?
If “yes”, specify "date(s) of conviction(s) (month/day/year)
7. Have you had any application for life, accidental death and dismemberment or disability insurance [ declined [ postponed
O withdrawn [ rated [ modified or [ issued other than as applied for? Indicate reason
8. Areyounow receiving or applying for any disability benefits, including workers’ compensation?
9. Have you been Hospitalized as defined below (notincluding well-baby delivery) in the past 90 days?
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 freatment wherever performed: chemotherapy, radiation therapy, or dialysis.
10. Forresidents of all states except CT, please answer the following question: Haveyou ever beendiagnosedor freated by a
Elhysioian or other health care providerfor Acquired Immunodeficiency Syndrome (AIDS), AIDS Related Complex (ARC) or the
uman Immunodeficiency Virus (HIV) infection?
ForCTresidents, please answer thefollowing question: To the bestof your knowledgeand belief, have you ever been
diagnosed or freated by a physician or other health care providerfor Acquired Immunodeficiency Syndrome (AIDS), AIDS Related
Complex (ARC) or the Human Immunodeficiency Virus (HIV) infection?
11. Have you everbeen diagnosed, treated or given medical advice by a physician or other health care provider for:
cardiac or cardiovascular disorder? Indicate type
stroke or circulatory disorder? Indicate type
high blood pressure?
cancer, Hodgkin's disease, lymphoma or fumors? Indicate type
anemia, leukemia or other blood disorder? Indicate type
diabetes? Your age at diagnosis? [ Checkif insulin treated
asthma, COPD, emphysema or other lung disease? Indicate type
ulcers, stomach, hepatitis or other liver disorder? Indicate type
coliis, Crohn'’s, diverticuliis or other intestinal disorder? Indicate type
memory loss? Indicate type
epilepsy, paralysis, seizures, dizziness or other neurological disorder?
Specify date of last seizure (month/year) Indicate type
Epstein-Barr, chronic fatigue syndrome or fibromyalgia? Indicate type
muliple sclerosis, ALS or muscular dystrophy? Indicate type
lupus, scleroderma, auto immune disease or connective issue disorder?
arthriis? [ osteoarthriis [J rheumatoid [ other/type
back, neck, knee, spinal, joint or other musculoskeletal disorder? Indicate type
carpal tunnel syndrome?
kidney, urinary fractor prostate disorder? Indicate type
thyroid or other gland disorder? Indicate type
mental, anxiety, depression, attempted suicide or nervous disorder? Indicate type

. sleepapnea? Indicate type
After completinﬂthe Personal Physician and Prescription Information on the next page, please providefull details in Section 2 for “yes” answers
to questions 5 through11u.
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GEF09-1
HEA
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;
GEF09-1
HEA applies to residents of Connecticut, North Dakota and Utah)
Please complete all sections of this form. Incomplete forms will be returned to you.
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N MetLife

Metropolitan Life Insurance Company, New York, NY 10166

Personal Physician Information

Personal Physician’s Name:
Address (Street, City, State, Zip Code): Telephone: ( ) -
Date of last visit (MM/DD/YYYY). __ [ [ Reason for visit

Prescription Information

Are you currently taking any prescribed medications? [ Yes [ No If yes, list the medications.
Medication: Condition/Diagnosis:
Prescribing Physician’s Name: Telephone: ( ) -
Address (Street, City, State, Zip Code):
Medication: Condiion/Diagnosis:
Prescribing Physician’s Name: Telephone: ( ) -
Address (Street, City, State, Zip Code):
[ Checkhere if you are attaching another sheetfor any additonal medications.

SECTION 2

Please providefull details-below for each *Yes™ answer to questions 5 through 11uin Section 1. Ifyou need more space to provide tull defails,
attach aseparate sheetwith the information and sign and date it Delays in processing your application may occur if complete details are not provided.
MetLife may contact you for additional or missing information. ] Checkhereif you are attaching another sheet.

Your name Employee’s Name
YourDate of Birth __ [/

Please list any medication prescribed that you did not already identify in

Question Number Condition/Diagnosis the Prescription Information above.

Date of Diagnosis (Month/Year) | Date of Last Treatment (Month/Year) Type of Treatment

Treating Health Professional
Physician’s Name:
Date of last visit Reason for visit:
Address

Street City State Zip Code
Telephone: () -

Please list any medication prescribed that you did not already identify in

Question Number Condition/Diagnosis the Prescription Information above.

Date of Diagnosis (Month/Year) | Date of Last Treatment (Month/Year) Type of Treatment

Treating Health Professional
Physician’s Name:
Date of last visit Reason for visit
Address

Street City State Zip Code
Telephone: () -

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

GEF09-1
HEA applies to residents of Connecticut, North Dakota and Utah)
Please complete all sections of this form. Incomplete forms will be returned to you.
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B MetLife

Metropolitan Life Insurance Company, New York, NY 10166

Please list any medication prescribed that you did not already identfy in
the Prescription Information above.

Question Number Condiion/Diagnosis

Date of Diagnosis (Month/Year) | Date of Last Ireatment (Month/Year) Type of [ reatment

Treating Health Professional
Physician’s Name:
Date of last visit: Reason for visit:
Address

Street City State Zip Code
Telephone: () -
GEF09-1
HEA
(The form number above applies to residents of all states except as follows: Form number GEF09-1 applies to residents of Montana;
GEF09-1
HEA applies to residents of Connecticut, North Dakota and Utah)

FRAUD WARNINGS

Before signin%mis Statement of Health form, please read the warning 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, Rhodelsland and West Virginia: Any person who
knowingly presents a false or fraudulentclaim for paymentof a loss or benefit or knowingly presents false information in an application for insurance is guilty
of a crime and may be subject o fines and confinementin prison.
Colorado: Itisunlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or
atiempting to defraud the company. Penalies may include imprisonment, fines, denial of insurance and civildamages. Any insurance company or agentof
aninsurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimantfor the purpose of
defrauding or attempting to defraud the policyholder or claimant with regard to a setlement or award payable frominsurance proceeds shall be reported to
the Colorado Division of Insurance within the Departmentof Regulatory Agencies to the extent required by applicable law.
Florida: Anypersonwhoknowingly 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 personwho 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 personwho knowingly and with intent to defraud any insurance company or other person fles an application for insurance containing any
materially false information or conceals, for the purpose ofmisleading, information concerning any fact material thereto commits a fraudulentinsurance act,
which s a crime.
Maine, Tennessee and Washington: It is a crime to knowingly providefalse, incomplete or misleading informationto an insurance companyfor
the purpose of defrauding thecomlpany. Penalties may include imprisonment, fines or a denial of insurance benefits.
Maryland: Any personwho knowingly or willfully presents a false or fraudulent claim for paymentof 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 confinementin prison.
New Jersey: Any person whofles an application containing any false or misleading information is subject to criminal and civil penalties.
New York (only apglies to Accident and Health Insurance): Any person whoknowingly and with intentto defraud any insurance company or other person
fles an application for insurance or statement of claim containing any materially false information, or conceals for the pur pose of misleading, information
concerning any fact material thereto, commits a fraudulentinsurance act, which is a crime, and shall also be subject o a civil penalty notto exceed five
thousand dollars and the stated value of the claim for each such violation.
Oklahoma: WARNING: Any personwhoknowingly, and with intent to injure, defraud or deceive any insurer, makes any claimfor the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilly of a felony.
Puerto Rico: Any personwho 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 fraudulentclaim to obtain paymentof a loss or other beneft, 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), notto exceed ten thousand dollars $$1 0,000); or
imprisoned for afixed term of three (3) years, or both. Ifaggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5)

ears; and if miigating circumstances are present, the jail term may be reduced to a minimum of two (2) years.

ermont: Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal ofiense and subjectto penalties
under state law.
Virginia: Anypersonwho, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or flles a claim
containing a false or deceptive statement may have violated the state law.
Pennsylvania and all other states: Any person whoknowingly 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 ofmisleading, infor mation concerning any fact
material thereto commits a fraudulentinsurance act, which is a crime and subjects such person to criminal and civil penalties.

GEF09-1
FW

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

FW applies to residents of Connecticut, North Dakota and Utah)
Please complete all sections of this form. Incomplete forms will be returned to you.

Page 4 of 5 SOH-ST100M-NW (08/19)



B MetLife

Metropolitan Life Insurance Company, New York, NY 10166

DECLARATIONS AND SIGNATURES

By signing below, | acknowledge:

1. | have read this Statement of Health form and declare that all information | have given, including any health information, is frue and complete to the best
of my knowledge and belief. | understand tat this information will be used by MetLife to determine insurability.
2. I haveread the applicable Fraud Warning(s) provided in this Statement of Health form.

Sign
Here

Signature of Proposed Insured PrintName Date Signed (MM/DD/YYYY)

If a child proposed for insurance is age 18 or over, the child must sign this Statement of Health. Ifthe child is under age 18, a Personal Representative for
the child must sign, and indicatethe legal relationship between the Personal Representativeandthe proposedinsured. A Personal Representative
for the child is a person who has the right to confrol the child’s health care, usually a parent, legal guardian, or a person appointed by a court

Here Signature of Personal Representatve PrintName Date Signed (MM/DD/YYYY)
Relationship of Personal Representative
GEF09-1
DEC

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

DEC applies to residents of Connecticut, North Dakota and Utah)
Please complete all sections of this form. Incomplete forms will be returned to you.
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AUTHORIZATION

This Authorization is in connection with an enrollmentin ﬂroup insurance andinformation required for underwriting and claim pumoses for the
proposed insured(s) ("employee", spouse, and/or any other person(s) named below). Underwriting means classification of individuals for
determination of insurability and/ or rates, based upon physician health reports, prescription drug history, laboratory test results,and other
factors. Notwithstandingany prior restriction placed oninformation, records or data by a proposed insured, each proposedinsured hereby
authorizes:

o Any medical practtioner, facility or related enfity; any insurer; MIB Group, Inc (“MIB”); any employer; any group policyholder, contractholder or benefit
R)/Ilan administrator; any pharmacy or pharmacy related service organization; any consumer reporiing agency; or any govemmentagency to give

efropolitan Life Insurance Company (“MetLife”) or any third party acting on MetLife's behalf in this regard:

e personalinformation and data about the proposed insured including employmentand occupational information;

o medical information, records and data aboutthe proposed insured including information, records and data aboutdrugs prescribed, medical test
results and sexually ransmitied diseases;

¢ information, records and data about the proposed insured related to alcohol and drug abuse and freatment, including information and data records
and data related to alcohol and drug abuse protected by F ederal Regulatons 42 CFR part2;

¢ information, records and data about the proposed insured relating to Acquired Immunodeficiency Syndrome (AIDS) or AIDS relate d conditions
including, where permitted by applicable law, Human Immunodeficiency Virus (HIV) test results;

¢ information, records and data about the proposed insured relating to mental iliness, exceptpsychotherapy notes; and

e  motor vehicle reports.

Note to All Health Care Providers: The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entiies covered by GINA

Tie Il from requesfing or requiring genetic information of an individual or family member of the individual, exceptas specifically allowed by tis law. To

comply with tis law, we are asking that you not provide any geneficinformation when responding to this requestfor medical information. ‘Genefic

information’ as defined by GINA, includes an individual's family medical history, the results of an individual's or family me mber’s genetic tests, the fact that
anindividual or an individual's family member sought or received genefic services, and geneficinformation of a fetus carried by an individual or an
individual’s family member or an embryo lawfully held by an individual or family member receiving assistive reproductive services.

Expiration, Revocation and Refusal to Sign: This authorization will expire 24 months from the date on this form or sooner if prescribed by law. The

proposed insured may revoke this authorization at any ime. To revoke the authorization, the proposed insured mustwrite to MetLife at P.O. Box 14069,

Lexington, KY 40512-4069, and informMetLife that this Authorization is revoked. Any action taken before MetLife receives the proposed insured's

revocation will be valid. Revocation may be the basis for derying coverageor benefits. Ifthe proposed insured does notsign this Authorization, that

person's enrollmentfor group insurance cannotbe processed.

By siﬁc‘;ning below, each proposedinsured acknowledges hisor her understanding that:

. Il or part of the information, records and data that MetLife receives pursuantio this authorization may be disclosed to MIB. Such information may also
be disclosed o and used by any reinsurer, employee, affiliate or independentcontractor who performs a business service for MetLife on the insurance
applied for or on existing insurance with MetLife, or disclosed as otherwise required or permitied by applicable laws.

o \While thlis authorization is in force, we may use the information we receive under this authorization to improve our underwriting and claims processes
generally.

e Medicalinformation, records and data that may have been subjectto federal and state laws or regulations, including federal rulesissued by Health and
Human Services, setiing forth standards for the use, maintenance and disclosure of such information by health care providers and health plans and
records and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR part2, once disclosed to MetLife or upon redisclosure by
MetLife, may nolonger be covered by those laws or regulations.

o Information relating to HIV test results will only be disclosed as permitted by applicable law.

o Information obtained pursuantto this authorization abouta proposed insured may be used, to the extent permitted by applicable law, o determine the
insurability of other family members.

o A photocopy ofthis formis as valid as the original form. Each proposed insured (or his/her authorized representative) has a rightto receive a copy of

this form.

| authorize MetLife, or ifs reinsurers, o make a brief reportof my personal health information to MIB.

Sign
Here

Signature of Proposed Insured Date Signed (MM/DD/YYYY)

Print Name State of Birth Country ofBBirth

If a child proposed for insurance is age 18 or over, the child must sign this Authorization form. If the child is under age 18, a Personal Representative for the
child must sign, and indicatethe legal relationship between the Personal Representativeand the proposedinsured. A Persona Representatve for
the child is a person who has the right to control the child’s health care, usually a parent, legal guardian, or a person appointed by a court.

Sign
Here

Signature of Personal Representative PrintName Date Signed (MM/DD/YYYY)

Relationship of Personal Representative
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A MetlLife

Metropolitan Life Insurance Company
Metropolitan Tower Life Insurance Company
SafeGuard Health Plans, Inc.

Delaware American Life Insurance Company
MetLife Health Plans, Inc.

SafeHealth Life 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.

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, or as an executive benefit. In this notice, “you” refers to these individuals.

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.

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, car, and home insurers. They
also include a legal plans company and a securities broker-dealer. In the future, we may also have affiliates in other
businesses.

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:

e Ask for a medical exam e Ask for blood and urine tests
e 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:

e Reputation e Driving record e Finances
e Work and work history e 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 Group, Inc. (“MIB”). It is a non-profit association of life insurance companies. We
and our reinsurers may give MIB health or other information about you. If you apply for life or health coverage from
another member of MIB, or claim benefits from another member company, MIB will give that company any information
that it has about you. If you contact MIB, it will tell you what it knows about you. You have the right to ask MIB to correct
its information about you. You may do so by writing to MIB, Inc., 50 Braintree Hill, Suite 400, Braintree, MA 02184-8734,
by calling MIB at (866) 692-6901, or by contacting MIB at www.mib.com.

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:

CPN-lInitial Enr/SOH and SBR CPN-SBR
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http://www.mib.com/

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

e comply with applicable laws

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:

e 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)

e giving your information to your health care provider

e having a peer review organization evaluate your information, if you have health coverage with us

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

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.

8.Accessing and Correcting Your Information

You may ask us for a copy of the personal information we have about you. Generally, 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.

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. 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.
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A MetlLife

Metropolitan Life Insurance Company, New York, NY

MIB PRE NOTICE

Information regarding your insurability will be treated as confidential. Metropolitan Life
Insurance Company (“MetLife”) or its reinsurers may, however, make a brief report thereon to
MIB, Inc., a not-for-profit membership organization of insurance companies, which operates
an information exchange on behalf of its Members. If you apply to another MIB Member
company for life or health insurance coverage, or a claim for benefits is submitted to such a
company. MIB, upon request, will supply such company with the information in its file.

Upon receipt of the 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. The address of MIB’s
information office is 50 Braintree Hill Park, Suite 400 Braintree, MA 02184-8734.

MetLife, or its reinsurers, may also release information in its file to other insurance companies
to whom you may apply for life or health insurance, or to whom a claim for benefits may be
submitted. Information for consumers about MIB may be obtained on its website at
www.mib.com.

MIB Pre Notice 09/2018



