INSTRUCTIONS
FOR THE STATEMENT OF HEALTH FORM AND THE AUTHORIZATION FORM THAT FOLLOW THIS SECTION

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 enrollment 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
y our Employ er/Benefits Administrator if the Life Insurance amounts were not provided or to confirm the Life
Insurance amounts.

2. Complete the Statement of Health form and sign w here indicated by an arrow . Metropolitan Life Insurance Company

3. Sign the Authorization form where indicated by an arrow. P.O. Box 4377

4. After completion, make a copy of both completed forms for y our records and FAX, MAIL or EMAIL the original ‘ Scranton, PA 18505-9940

forms to the address at the right. Emailed forms mustbe printed and signed before they are scanned and FAX: 1-570-558-8643

submitted. Email:
For questions, call MetLife at 1-800-638-6420, prompt 1 (Statement of Health Unit) or email us at metlife_underwriting@edmgroup.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 be a
phy sical examination, paramedical exam, or an Attending Phy sician Report. Correspondence will be sent within ten day s by MetLife or our approv ed 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.
L]
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 #
The Hospital Authority of Valdosta and Lowndes County, GA 0000230160
Street Address City State Zip Code
PO Box 1727 Valdosta GA 31603

INSURANCE INFORMATION (To be Completed by the Recordkeeper) Enroliment year

[ Group Life: Indicate amount subject to medical underwriting $

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, Last) Relationship to Employee ] Male
O Self [ Spouse/Domestic Partner [ Child | [J Female
Street Address City State Zip Code
Date of Birth (MM/DD/YYYY) | Daytme 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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A MetlLife

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 beinﬂ requested. HealthInformation is required for the ProposedInsured only. For questions5through 11u, for “yes” answers,

please provide full detailsin Section 2.

Your name Employee’sName
Employee’s Social Security/Identification #

<
(0]
w

1. Yourheight __ feet __inches Your weight pounds

2. Areyounow on adiet prescribed by a physician or other health care provider? If“yes” indicate type
3. Areyounow pregnant? If‘yes,” whatis your due date (month/day/year)?
If “yes”, provide Physician’s name Telephone: ( ) -

Are you now, or have youin the past 2 years, used tobacco in any form?

Inthe past5 years, 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 fo discontinue, the use of alcohol or prescribed or non-prescribed drugs?

6. Inthe past5 years, have you beenconvicted ofdriving while intoxicated or under the influe nce of alcohol and/or any drug?

If “yes’, specify "date(s) ofconviction(s) (month/day/year)

7. Have you had any application for life, accidental death and dismemberment or disability insurance [ declined [ postponed

O withdrawn [ rated [J modified or [ issued other than as applied for? Indicate reason

Are you now receiving or applying for any disability benefits, including workers’ compensation?

9. Haveyou been Hospitalized as defined below (notincluding well-baby delivery) in the past 90 days?

Hospitalized means admission for inpatient care in a hospital; rece%gt of care in a hospice facility, intermediate care facility, or long
term care facility; or receipt of the following treatment wherever performed: chemotherapy, radiation therapy, or dialysis.

10. Forresidents of all states except CT, please answer the following question: Haveyou ever beendiagnosedor treated by a
physician or other health care providerfor Acquired Immunodeficiency Syndrome (AIDS), AIDS Related Complex (ARC) orthe
Human Immunodeficiency Virus (HIV) infection?

For CTresidents, please answer thefollowing question: To the bestof your knowledge and belief, have you ever been
diagnosed or treated by a physician or other health care ﬁroviderfqr 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 tumors? Indicate type

anemia, leukemia or other blood disorder? Indicate type

diabetes? Your age at diagnosis? [ Checkif insulin reated
asthma, COPD, emphysema or other lung disease? Indicate type
ulcers, stomach, hepatiis or other liver disorder? Indicate type
coliis, Crohn'’s, diverticulitis 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 faigue syndrome or fibromyalgia? Indicate type
muliiple sclerosis, ALS or muscular dystrophy? Indicate type
lupus, scleroderma, auto immune disease or conneciive fissue disorder?
arthriis? [ osteoarthris [ rheumatoid [ other/type
back, neck, knee, spinal, joint or other musculoskeletal disorder? Indicate type
carpaltunnel syndrome?

kidney, urinary tractor 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 completing the Personal Physician and Prescription Informafion on the nextpage, please providefulldetails in Section 2 for “yes” answers

to questions 5 through 11u.
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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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A MetlLife

Metropolitan Life Insurance Company, New York, NY 10166

Personal PhysicianInformation

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 medicatons? [ Yes [ No

If yes, list the medications.

Medication: Condiion/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):

[J Checkhere if you are attaching another sheetfor any additional medications.

SECTION 2

MetLife may contact you for additional or missing information.

| Please providefull defails-belowTor each “Yes™ answerio questions 5 through TTuin Section 1. Tryou need more space fo provide full defails,
attach a separate sheet with the information and sign and date it Delays in processing your application ma/1 occur if complete details are not provided.

O

eck here if you are atiaching another sheet

Your name

Your Date of Birth __/ _/

Employee’sName

Question Number Condition/Diagnosis

Please list any medication prescribed that you did not already identify in
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
Telephone: () -

State Zip Code

Question Number Condition/Diagnosis

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

Telephone: ()

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 ZipCode

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 wiill be returned to you.
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A MetlLife

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 Condition/Diagnosis

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

Trealing 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 signing this Statement of Health form, please read the warning for the state where you reside and for the state where the confract under which you
are applyir}grfor coveragewasissued. o ] ) o

Alabama, Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhodelsland and West Virginia: Any personwho
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 to 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
attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civildamages. Any insurance company or agentof
an insurance 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 setiement or award payable frominsurance proceeds shallbe reported to
the Colorado Division ofInsurance 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 fles 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 o penalties under state law.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any
mﬁf[err]ially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulentinsurance act,
whichis a crime.

Maine, Tennessee and Washington: It is a crime to knowin?ly providefalse, incomplete or misleading information to an insurance companyfor
the purpose of defrauding the company. 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 whofiles an application containing any false or misleading information is subject to criminal and civil penalties.

New York (only applies 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 materiallh/ 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 not o exceed five
thousand dollars and the stated value of the claim for each such violation.

Oklahoma: WARNING: Any person whoknowingly, 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 guilty of a felony.

Puerto Rico: Anypersonwho 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 benefi, or fles 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 ($10,000); or
imprisoned for afixed term of three (3) years, or both. Ifaggravatin%circumstances exist, the fixed jail term may be increased to a maximum offive (5)
years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years.

Veémortuatt:e llAny person who knowingly presents a false statement in an application for insurance may be guilty of a criminal ofense and subjectto penaltes
under state law.

Virginia: Anypersonwho, with the intent to defraud or knowing that he is facilitang a fraud against an insurer, submits an application or files 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 informaton, or conceals for the purpose of misleading, 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.
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A MetlLife

Metropolitan Life Insurance Company, New York, NY 10166

DECLARATIONS AND SIGNATURES

By signing below, | acknowledge:

1. I'have read this Statement of Health form and declare that all information | have given, including any health information, is true and complete to the best
of my knowledge and belief. | understand that this information will be used by Met.ife to determine insurability.

2. | have read 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 isage 18 or over, the child must sign this Statement of Health. Ifthe child is under age 18, a Personal Representatve for
the child must sign, and indicatethe legal relationship between the Personal Representativeandthe proposedinsured. A Personal Representatve
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

Hore Signature of Personal Representative Print Name 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 w ill be returned to you.
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AUTHORIZATION

This Authorizationis in connectionwithan enrolimentin group insurance and information required for underwriting and claim purposes forthe
proposed insured(s) ("employee", spouse, and/or any other person(s) named below). Underwriting means classification of individuals for
determination ofinsurability and/ or rates, based upon physician health reports, prescription drug history, laboratory test results,and other
fa(ithors_. Notwithstanding any prior restriction placed oninformation, records or data by a proposed insured, each proposedinsured hereby
authorizes:

¢  Any medical pracitioner, facility or related entity; any insurer; MIB Group, Inc (“MIB”); any employer; any group policyholder, contractholder or benefit
plan administrator; any pharmacy or pharmacy related service organization; any consumer reporing agency; or any govemmentagency o give
Metropolitan Life Insurance Company (“MetLife”) or any third party acting on MetLife's behalf in this regard:
¢ 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 prescrib ed, medical test
results and sexually ransmitied diseases;

¢ information, records and data about the proposed insured related to alcohol and dru%abuse and treatment, including information and data records
and data related to alcohol and drug abuse protected by Federal Regulaions 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 Immunodefciency 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 enties covered by GINA

Tite Il from requesting or requiring geneticinformation of an individual or family member of the individual, exceptas specifically allowed by tis law. To

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

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 reproduciive 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 willbe valid. Revocation may be the basis for denying coverageor benefits. Ifthe proposed insured does notsign this Authorization, that

erson's enrolimentfor group insurance cannotbe processed.
y signingbelow, each proposed insured acknowledges his or her understanding that:

o Allorpartofthe information, records and data that MetLife receives pursuantto 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 this authorization is in force, we may use the information we receive under this authorization to improve our underwring and claims processes

enerally.

. edical %formation, records and data that may have been subjectto federal and state laws or regulations, including federal rules issued by Health and
Human Services, seting 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
Met.ife, may no longer be covered by those laws or regulations.

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

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

. @.pr}gtocopy ofthis formis as valid as the original form. Each proposed insured (or his/herauthorized representative) has a rightto receive a copy of

is form.

| authorize MetLife, or its 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 ofBirth

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 Representative and the proposedinsured. A Persona Representatve for
the child is a person who has the right o control the child’s health care, usually a parent, legal guardian, or a person appointed by a court.

Sign
Here

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

Relationship of Personal Representative
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