A MetLife

Election form for continuation coverage
available under federal law (COBRA)

Things to know before you begin

» Group dental insurance policies featuring the Preferred Dentist
Program are underwritten by Metropolitan Life Insurance
Company, New York, NY 10166.

» Dental HMO plans in CA, FL and TX are available through a

domestic company in the applicable state named SafeGuard
Health Plans, Inc. The SafeGuard companies are part of the 0 Be sure to complete ALL
MetLife family of companies. requested information.

SECTION 1: Employee information (always complete this section)

First name ‘Middle name Last name

Your address - Street City State ZIP code

Social Security number

SECTION 2: Election statement
[] I Do elect to continue coverage provided under the [ ] Group Dental and/or [_] Group Vision.

| understand | am responsible for paying the premium by the 1st of each month and providing
(Company name) with all required information.

Continue coverage for the following covered person checked below:

[ ] Employee only [] Employee and Spouse [ ] Employee, Spouse, and Child(ren)
[] Spouse only [] Spouse and Child(ren) only  [] Child(ren) only

[] Employee and Child(ren) only

List below names of all qualified beneficiaries to be covered:

First name Middle name Last name

Sex [ ] Male Date of birth (mm/dd/yyyy) |Social Security number |Relation to employee
[ IFemale

First name ‘Middle name Last name

Sex [ ] Male Date of birth (mm/dd/yyyy) |Social Security number |Relation to employee
[ ]Female

First name ‘Middle name Last name

Sex [ ] Male Date of birth (mm/dd/yyyy) |Social Security number |Relation to employee
[ IFemale
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First name ‘Middle name Last name

Date of birth (mm/dd/yyyy) |Social Security number |Relation to employee

Sex []Male
[]Female

Be sure to include premium from the date continuation begins through the present month.(see page 3 for your
Total Monthly Cost)

Amount enclosed

Make your check payable to (Company name)

and deliver or mail it to the address shown in Section 5.

E Signature Date (mm/dd/yyyy)

SECTION 3: Refusal statement

(] I hereby WAIVE my rights to continue [_] Group Dental and/or [] Group Vision coverage under Federal
Law (COBRA)

E Signature of of Employee (for Group Dental) Date (mm/dd/yyyy)
E Signature of Child (18 or older) Date (mm/dd/yyyy)
E Signature of Employee (for Group Vision) Date (mm/dd/yyyy)
E Signature of of Child (18 or older) Date (mm/dd/yyyy)

SECTION 4: How to submit this form

Return this signed form to

SECTION 5: For completion by Employer or Plan administrator

Employer name ‘Attn:
Employer address City State ZIP code
Date of qualifying event (mm/dd/yyyy) Customer number
Qualified beneficiary — First name Middle name Last name
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Qualifying event (check one)

» 18 Month period maximum — Employee only P 36 Month period maximum — Spouse/Child(ren)
[] Termination of employment [] Divorce or legal separation
] Reduction of hours [] Death of employee

[] Child ceasing to be Dependent under plan
[ ] Employee eligible for Medicare

Date coverage will end if continuance is not elected (mm/dd/yyyy)|Last day to elect coverage (mm/dd/yyyy)

Cost

The premium includes both the employee and employer contributions under the plan, and is based on the
current plan. Coverage and rates are both subject to change. Payment is to be sent to the Employer at the
above address by the 1st of each month.

Fill in below the total charge for which the qualified beneficiary is responsible. Subject to the terms of the plan,
medical, dental and vision coverage may each be elected independently.

Only those coverages that were in effect at the time the qualifying event occurred can be continued. And, only
those persons actually insured on the date the qualifying even occurred can be continued. New eligible
dependents may be added in accordance with the provisions of the group plan.

i Multiple rate Family rate
Single rate (two or more qualified (three or more qualified
(one qualified Beneficiary) Beneficiaries) Beneficiaries)

Dental

Vision

Total cost

to qualified

Beneficiary

Signature of authorized Representative of employer |Date notice provided to qualified
Beneficiary (mm/dd/yyyy)
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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 espaiiol. Para recibir
ayuda, lldmenos 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 al espafiol, marque la casilla correspondiente a esta oracion, y envie por correo el
documento junto con este formulario a:
Metropolitan Life Insurance Company
PO Box 14587
Lexington, KY 40512
Por favor, indique a quién y a donde debe enviarse el documento traducido.
NOMBRE
DIRECCION
[ aMEEEE. CUESLROERE, CUESRBESAAROEXY , RTSTREARBE O HER, NEHY
SEREANIDF LAURRTE (08 ) |, = 1-800-942-0854, MEESHE |, FRE MR IRHAR1-800-927-4357
FUNERRE S MetLife XA S BAR | SEAIBILRRRRTMSIE |, WX HERLR —HEBEFE
Metropolitan Life Insurance Company
PO Box 14587
Lexington, KY 40512
FEARBZE XK ANSE Ritbit,
A
ik
Udwp pupquuiyuljub Swnuynpynibitp: 2kq upudwnpdh huykipkih pupgquiwihs, nph ogunipyjudp upnn kp huykpking
Jupnu hwunwpnpelpp: Zupgkph nhypmud quiquhwpkp dtq Qbp ID pupinh Ypu tpdws hinwpinuwhwdwpny Yud 1-800-942-
0854: Unwk] dwipudwub nknkjuunynipjut hwdwp quuquhwptp Ywih$npuhwih Uwyuwhnjugpujut Huywpunudtion 1-
800-927-4357 htnwjunuwhwdwpny:
whuntprthwanfnig 1 grmsegunsynunipns SudprmsananinmfERaGthmanies 1 upnitew yugidunti mutweit
DeunSBiONsIURHAUUSITNS § Muiwe 1-800-942-0854 4 w{NGtgwuigwigin MugIRme HammanURisEmG@d (CA
Dept. of Insurance) tyiaie 1-800-927-4357 4

Kev pab txhais lus tsis kom them nqi. 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 1-800-942-0854. Yog xav kom pab lwm yam hu rau lub CA Hauv Paus Iv-
saws-las ntawm 1-800-927-4357.
MEOERY—ER BREBVCARECXEERS LIFTELICENTEEY Y—EADFAECHL0A . HEFHFED ID H— FICEE#HS
NTVBES . (3 1-800-942-0854 AHEIELS N, SHBEIRBEHNRBEGIHEE. NUIAIL 7 MERIZFT 1-800-927-4357 FTHREALEHELE
AN
T8 89 A&, S FAE 5ol & gol=d = AFyrt Efo] FastAd, A8kl ID k=l ol W s 1-800-942-
0854 & A 334 A Q. ThE E&o] WR3IAH, d3hH 3 1-800-927-4357 & 7] £ o} B aroll dAgsle] FAAL.
BecnnatHble ycnyru ycTHoro nepesoaa. Bbl MoXeTe BOCNONb30BaTLCS yCNyramMu NEPEBOAYMKA, KOTOPbIN NPOYMTAET BaM [LOKYMEHTbI Ha PYCCKOM A3bIKE.
Yr06bl NONY4MTL MOMOLL, NO3BOHUTE HaM NO HOMEPY, YKa3aHHOMY Ha BalLeil MAEHTU(MKALMOHHOI KapTouKe, eCnu y Bac OHa eCTb, Nubo no Homepy 1-800-
942-0854. Ecnu Bam HyxHa noMoLLb B Apyrix BONpocax, NO3BOHUTE B ropayyio nuHmio flenapramenTa ctpaxoBatus (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 matulungan,
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 vy théng dich mién phi. Quy vj c6 thé tim mét thong dich vién va nho doc céc tai ligu ndy cho quy vi bang tiéng Viét. Dé
duwoc gj:l.]p d®, goi cho chung t6i tai s6 néu trén thé ID clia quy vi, néu cb, hoac 1-800-942-0854. D& dwoc gitip d& thém goi cho Ban
Béo Hiém CA tai sb 1-800-927-4357.
Ay e s sall 480 e Uy Jea) baebsall Ay jpadl AalL clatisall 36l 8 4add e Jseanll g aa jiay JuadV) eliSey ARSH Ay 5 Ciladd jh g0 Y
1-800-027-4357 4 M (e CA J gl lisaldl pusdy Josil chaebusall (a3 5l 5 1-800-942-0854 o8 5l Sl i sl sl iy yall
DA il OIS 5300l 7 530 sled Bk Slilainl ) 5y 25S il 50 dsllne (5 5 o S L5 Ar 1 skl 5 aa e )55 e Lad G Aad s s aag
A8 a5 1-800-927-4357 L silS Aay (i b sl ain) ) 51 3 580 et La 13 1-800-942-0854 o ladi s (3535 &2y 3em 12)
38 63 ST s sl se e gl S Sy g o Sl glas Taly 2 35 g gl 2 9SS Joolo e (63 0220 S P P X Sladst (63 e dudglaa Dy
05 I8 J6 byl Sl Conaiild el o 4y 1-800-927-4357 yas | anly 3de 30 STogS JS 4 1-800-942-0854 b pmio e desisy S
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Election form for continuation coverage available under federal law (COBRA) 
Things to know before you begin
•   Group dental insurance policies featuring the Preferred Dentist Program are underwritten by Metropolitan Life Insurance Company, New York, NY 10166.
•   Dental HMO plans in CA, FL and TX are available through a domestic company in the applicable state named SafeGuard Health Plans, Inc. The SafeGuard companies are part of the MetLife family of companies.
Be sure to complete ALL requested information.
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SECTION 1: Employee information (always complete this section)
SECTION 2: Election statement 
I understand I am responsible for paying the premium by the 1st of each month and providing
(Company name)
 with all required information.
Continue coverage for the following covered person checked below:
List below names of all qualified beneficiaries to be covered:
Sex
Sex
Sex
Sex
Be sure to include premium from the date continuation begins through the present month.(see page 3 for your Total Monthly Cost)
Make your check payable to
(Company name)
and deliver or mail it to the address shown in Section 5.
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Signature 
SECTION 3: Refusal statement 
coverage under Federal
Law (COBRA)
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Signature of of Employee (for Group Dental)
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Signature of Child (18 or older)
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Signature of Employee (for Group Vision)
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Signature of of Child (18 or older)
SECTION 4: How to submit this form
Return this signed form to
SECTION 5: For completion by Employer or Plan administrator
Qualifying event (check one)
u 18 Month period maximum – Employee only
u 36 Month period maximum – Spouse/Child(ren)
Cost
The premium includes both the employee and employer contributions under the plan, and is based on the current plan. Coverage and rates are both subject to change. Payment is to be sent to the Employer at the above address by the 1st of each month.
Fill in below the total charge for which the qualified beneficiary is responsible. Subject to the terms of the plan, medical, dental and vision coverage may each be elected independently.
Only those coverages that were in effect at the time the qualifying event occurred can be continued. And, only those persons actually insured on the date the qualifying even occurred can be continued. New eligible dependents may be added in accordance with the provisions of the group plan.
Single rate
(one qualified Beneficiary)
Multiple rate
(two or more qualified     Beneficiaries)
Family rate
(three or more qualified Beneficiaries)
Dental
Vision
Total cost
to qualified
Beneficiary
..\Desktop\Forms\2017\Feb\3 Feb\18330 Internal Rebranding Standards\Source\Files\Sign_Here_RGB.jpg
Signature of authorized Representative of employer
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