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SUBMISSION INSTRUCTIONS 

After completion, make a copy for your records and return the original to 
MetLife Administration, P.O. Box 14593, Lexington, KY  40512-4593 

Fax MetLife at 
1-888-505-7446 Page 1 of 2 EF-XDP-V001S-NW (07/16) 

Metropolitan Life Insurance Company, New York, NY 

ENROLLMENT • CHANGE FORM 

GROUP CUSTOMER INFORMATION  (To be Completed by the Recordkeeper) 

Name of Group Customer/Employer Group Customer # Division Class Dept Code 

Date of Hire (MM/DD/YYYY) Coverage Effective Date (MM/DD/YYYY) 

Original COBRA Effective Date if applicable (MM/DD/YYYY) COBRA Termination Date if applicable (MM/DD/YYYY) 

YOUR ENROLLMENT INFORMATION  (To be Completed by the Employee in blue or black ink) 

Name (First, Middle, Last) Social Security # 

     –          –    

 Male 

 Female 

 Single 

 Married 

Address (Street, City, State, Zip Code) Date of Birth (MM/DD/YYYY) 

 Employee 

 Retiree 

Job Title:  Hours Worked Per Week:  

 New Enrollment    Change in Enrollment      COBRA Continuation     If due to a Qualifying Event, enter date (MM/DD/YYYY)  

I have read my enrollment materials and I request coverage for the benefits for which I am or may become eligible.  I understand the amounts 
of insurance I request must comply with and are limited by the plan design described in my enrollment materials. 

Vision Insurance 

Select your level of coverage 

 Employee Only 

 Employee + One Dependent (Spouse 1  or Child) 

 Employee + Two or More Dependents (Spouse 1  and Children) 

Dependent Information 

If you are applying for coverage for your Spouse and/or Child(ren), please provide the information requested below: 

Name of your Spouse (First, Middle, Last)  Date of Birth (MM/DD/YYYY) 

 Male  Female 

Name(s) of your Child(ren) (First, Middle, Last) Date of Birth (MM/DD/YYYY) 

 Male  Female 

 Male  Female 

 Male  Female 

 Male  Female 

 Check here if you need more lines.  Provide the additional information on a separate piece of paper and return it with your enrollment form. 

1 For California, Vermont and Washington State residents, Spouse includes your registered Domestic Partner if you and your Domestic Partner are 
registered as domestic partners, civil union partners or reciprocal beneficiaries with a government agency or office where such registration is available. 

Town of Chelmsford
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DECLARATIONS AND SIGNATURE 

By signing below, I acknowledge: 

1. I have read this enrollment form and declare that all information I have given is true and complete to the best of my knowledge and belief.

2. I declare that I am actively at work on the date I am enrolling.

3. I understand that if I do not enroll for vision coverage during the initial enrollment period, I cannot enroll for such coverage until the next annual enrollment
period.

4. I authorize my employer to deduct the required contributions from my earnings for my coverage. This authorization applies to such coverage until I rescind
it in writing.

5. I affirmatively decline coverage for any benefits for which I am eligible which I do not request on this enrollment form.

6. I have read the applicable Fraud Warning(s) provided in this enrollment form.

Signature of Employee Print Name Date Signed (MM/DD/YYYY) 

Sign 

Here 
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