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Metropolitan Life Insurance Company, New York, NY 10166

ENROLLMENT CHANGE FORM

GROUP CUSTOMER INFORMATION (To be Completed by the Recordkeeper)

Name of Group Customer/Employer Group Customer #| Report# Sub Code Branch
Old Dominion University Research Foundation 104994
Date of Hire (MM/DD/YYYY) Coverage Effective Date (MM/DD/YYYY)

YOUR ENROLLMENT INFORMATION (To be Completed by the Employee)

Name (First, Middle, Last) Social Security # [ Male
- - L] Female
Address (Street, City, State, Zip Code) Date of Birth (MM/DD/YYYY)
Phone # Email Address ] New Enrollment ] Change in Enroliment
If due to a Qualifying Event, enter event date (MM/DD/YYYY)

| have read my enrollm

GEF13-1

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)

SUBMISSION INSTRUCTIONS
After completion, make a copy for your recordsand return the original to your Employer.
Old Dominion University Research Foundation
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Metropolitan Life Insurance Company, New York, NY 10166

BENEFICIARY DESIGNATION FOR EMPLOYEE INSURANCE

| designate the following person(s) as primary beneficiary(ies) for any amountpayable upon my death for the MetLife insurance coverage applied for in this
enrollment form. With such designation any previous designation of a beneficiary for such coverage is hereby revoked.

| understand | have the right to change this designation at any time. 1also understand that unless otherwise specified in the group insurance certificate,
insurance due upon the death of a Dependent is payable to the Employee.

[ Checkif you need more space for additional beneficiaries and attach a separate page. Include all beneficiary information, and sign/date the page.
FullName (First, Middle, Last) Social Security # Date of Birth (Mo./Day/Yr.) | Relationship Share %
Address (Street, City, State, Zip) Phone #

FullName (First, Middle, Last) Social Security # Date of Birth (Mo./Day/Yr.) | Relationship Share %
Address (Street, City, State, Zip) Phone #

FullName (First, Middle, Last) Social Security # Date of Birth (Mo./Day/Yr.) | Relationship Share %
Address (Street, City, State, Zip) Phone #

Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: | 100%
If all the primary beneficiary(ies) die before me, | designate as contingent beneficiary(ies):

FullName (First, Middle, Last) Social Security # Date of Birth (Mo./Day/Yr.) [Relationship Share %
Address (Street, City, State, Zip) Phone #

FuTName (First, Miadie, Lasy) Social Securty # Date of Birth (Mo./Day/YT,) | Relationsnip Share %
Address (Street, City, State, Zip) Phone #

Payment will be made in equal shares or all to the survivor unless otherwise indicated. TOTAL: | 100%

DECLARATIONS AND SIGNATURE

By signing below, | acknowledge:

1. | have read this enroliment form and declare that allinformation | have given is true and complete to the best of my knowled ge and belief.

2. | declare that | am actively at work on the date | am enrolling and, if | am enrolling for any contributory life insurance, that | was actively at work for at least
20 hours during the 7 calendar days preceding my date of enrollment. | understand that if | am not actively at work on the scheduled effective date of
insurance, such insurance will not take effect until | return to active work.

3. lunderstand that, o

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)
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