
MetropolitanLife InsuranceCompany

Statementof HealthFor EnrollmentFor Employeeor DependentGroup Insurance

Instructionsfor CompletingStatementof HealthFormSOH2000

A separateStatementof Healthformis requiredfor eachapplicantrequestinginsurance.

Informationto beCompletedbyEmployer
· CompleteEmployerName,CustomerNumber,SOHReportingLocation(ifapplicable),EmployerAddress
· CompleteEmployeeName,SocialSecurityNumber
· SelectTypeof Insurance.IfLifeInsurance,entertheadditionalamountofinsurance
· EnterEnrollmentYearoryearof requestedincrease(usuallycurrentyear)forreportingpurposesonly

Informationto beCompletedbyApplicant
Theapplicantmustcompleteall informationlocatedintheboxesatthetop:

· RelationshipofApplicanttoEmployee,ApplicantName,Sex,DateofBirth
. Address

· DaytimeTelephoneNumber,E-mailAddress,StateofBirth,CountryofBirth

MedicalInformation- mustbecompleted.
· CompleteQuestion1.
. Check"Yes"or"No"forQuestions2-6 (allparts).
· CompleteQuestion7.
· Completethedetailssectionatthebottomofthefirstpageifanyofthequestions2-6wereanswered"Yes."

Theemployeemustalwayssignanddatehis/herform.

Anydependentover18yearsof agerequestinginsurancemustsignanddatehis/herform.

Upon completion of the Applicant Information, detach the Consumer Privacy Notice and retain for
your records. Make a copy of the completed form for your records and return the completed 2.page form to
your employer.

Forinquiries,contact1-800-638-6420,prompt1 (Statementof HealthUnit).
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