AUTHORIZATION

This Authorization is in connection with an enroliment in group insurance and information required for underwriting and claim purposes for the
proposed insured(s)("member", spouse, and any other person(s) named below). Underwriting means classification of individuals for
determination of insurability and / or rates, based upon physician health reports, prescription drug history, laboratory test results, and other
factors. Notwithstanding any prior restriction placed on information, records or data by a proposed insured, each proposed insured hereby
authorizes:

¢  Any medical practitioner, facility or related entity; any insurer; MIB, Group Inc. ("MIB"); any employer; any group policyholder, contract holder or benefit
plan administrator; any pharmacy or pharmacy related service organization; any consumer reporting agency; or any government agency to give
Metropolitan Life Insurance Company (“MetLife”) or any third party acting on MetLife's behalf in this regard:

e personal information and data about the proposed insured including employment and occupational information;
medical information, records and data about the proposed insured including information, records and data about drugs prescribed, medical test
results and sexually transmitted diseases;

e information, records and data about the proposed insured related to alcohol and drug abuse and treatment, including information and data records
and data related to alcohol and drug abuse protected by Federal Regulations 42 CFR part 2;

o information, records and data about the proposed insured relating to Acquired Immunodeficiency Syndrome (AIDS) or AIDS related conditions
including, where permitted by applicable law, Human Immunodeficiency Virus (HIV) test results;

o information, records and data about the proposed insured relating to mental illness, except psychotherapy notes; and

e motor vehicle reports.

Note to All Health Care Providers: The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA

Title Il from requesting or requiring genetic information of an individual or family member of the individual, except as specifically allowed by this law. To

comply with this law, we are asking that you not provide any genetic information when responding to this request for medical information. 'Genetic

information' as defined by GINA, includes an individual's family medical history, the results of an individual's or family member's genetic tests, the fact that an
individual or an individual's family member sought or received genetic services, and genetic information 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 reproductive 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 time. To revoke the authorization, the proposed insured must write to MetLife at P.O. Box 14069,

Lexington, KY 40512-4069, and inform MetLife that this Authorization is revoked. Any action taken before MetLife receives the proposed insured's

revocation will be valid. Revocation may be the basis for denying coverage or benefits. If the proposed insured does not sign this Authorization, that

person's enrollment for group insurance cannot be processed.

By signing below, each proposed insured acknowledges his or her understanding that:

o Allor part of the information, records and data that MetLife receives pursuant to this authorization may be disclosed to MIB. Such information may also
be disclosed to and used by any reinsurer, employee, affiliate or independent contractor who performs a business service for MetLife on the insurance
applied for or on existing insurance with MetLife, or disclosed as otherwise required or permitted by applicable laws.

o  While this authorization is in force, we may use the information we receive under this authorization to improve our underwriting and claims processes
generally.

o Medical information, records and data that may have been subject to federal and state laws or regulations, including federal rules issued by Health and
Human Services, setting 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 part 2, once disclosed to MetLife or upon redisclosure by
MetLife, may no longer be covered by those laws or regulations.

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

o Information obtained pursuant to this authorization about a proposed insured may be used, to the extent permitted by applicable law, to determine the
insurability of other family members.

e A photocopy of this form is as valid as the original form. Each proposed insured (or his/her authorized representative) has a right to receive a copy of
this form.

o lauthorize MetLife, or its reinsurers, to make a brief report of my personal health information to MIB.



Check all that apply:

Enroll: Add |:| Drop [] ChangeD . Metlife

Dependents: DependentS: Plan: Metropolitan Life Insurance Company, New York, NY 10166
ENROLLMENT « CHANGE FORM Requested Effective Date:
GROUP CUSTOMER INFORMATION (To be Completed by the Recordkeeper) ‘
Name of Customer Group Customer #
California Association of REALTORS® 5726225
Date of Membership (MM/DD/YYYY) Coverage Effective Date (MM/DD/YYYY) To be completed by Administrator
YOUR ENROLLMENT INFORMATION (To be Completed by the Member) ‘
Name (First, Middle, Last) Social Security # [ Male
] Female
Address (Street, City, State, Zip Code) Date of Birth (MM/DD/YYYY)
Phone # Email Address CA Real Estate License# [ New Enrollment
[C] Change in Enrollment

I have read my enrollment materials and | request coverage for the benefits for which | am or may become eligible. | understand that
contributions are required for the benefits | select below.

The following disclosure is required by New Mexico law: This type of plan is NOT considered "minimum essential coverage" under the Affordable
Care Act and therefore does NOT satisfy the individual mandate that you have health insurance coverage. If you do not have other health
insurance coverage, you may be subject to a federal tax penalty.

Dental Insurance

First select your option Then select your level of coverage
[ Choice Plan ] Member Only [ Member + Spouse/Domestic Partner ' + Child(ren)
[JSelect Plan ] Member + Child(ren)
[Jvalue Plan [C] Member + Spouse/Domestic Partner !
Vision Insurance
First select your option Then select your level of coverage
[C] Enhanced Plan ] Member Only ] Member + Spouse/Domestic Partner !
[ Basic Plan ] Member + Child(ren) ] Member + Spouse/Domestic Partner  + Child(ren)

' Domestic Partner 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. It also includes your non-registered Domestic Partner if
you and your Domestic Partner have either a substantial interest in the other engendered by love and affection; or a lawful and substantial economic
interest in the continued life, health or bodily safety of each other, as distinguished from an interest which would arise only by, or would be enhanced in
value by, the death, disablement or injury of the other person. By enrolling such Domestic Partner for coverage and signing this enroliment form, you are
attesting to such relationship.

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: GEF09-1 applies to residents of Montana;
GEF02-1

ADM applies to residents of North Dakota and Utah)

SUBMISSION INSTRUCTIONS

After completion, make a copy for your records. If you have questions, please contact:
RealCare Insurance Marketing, 548 Market St., PMB 91266, San Francisco, CA 94104
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pat
Highlight


N MetLife

Metropolitan Life Insurance Company, New York, NY 10166

Dependent Information
If you are applying for coverage for your Spouse/Domestic Partner and/or Child(ren), please provide the information requested below:
Name of your Spouse/Domestic Partner (First, Middle, Last) Date of Birth (MM/DD/YYYY) Gender Coverage(s)

I Male [ Dental
[] Female [ Vvision

Name(s) of your Child(ren) (First, Middle, Last) Date of Birth (MM/DD/YYYY) Gender Coverage(s)
I Male ] Dental
[C] Female [ Vvision

[ male [C] Dental
[C] Female [] Vision

I Male [ Dental
] Female [ Vision

[ Male [l Dental
[ Female [] Vision

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

GEF02-1

ADM

(The form number above applies to residents of all states except as follows: GEF09-1 applies to residents of Montana;
GEF02-1

ADM applies to residents of North Dakota and Utah)

FRAUD WARNING \

Before signing this enrollment form, please read the warning for the state where you reside and for the state where the contract under which you are
applying for coverage was issued.

For your protection California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent information to obtain
or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
GEF09-1a

(The form number above applies to residents of all states except as follows: GEF09-1 applies to residents of Montana;

GEF09-1
FW applies to residents of North Dakota and Utah)

DECLARATIONS AND SIGNATURE ‘

By signing below, | acknowledge:

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

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

3. lunderstand that if | do not enroll for dental coverage during the initial enrollment period, a waiting period may be required before | can enroll for such
coverage after the initial enroliment period has expired. | understand that if | do not enroll for vision coverage during the initial enrollment period, | cannot
enroll for such coverage until the next annual enroliment period.

4. | have read the applicable Fraud Warning(s) provided in this enrollment form.

=

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

GEF09-1a

(The form number above applies to residents of all states except as follows: GEF09-1 applies to residents of Montana;
GEF09-1

DEC applies to residents of North Dakota and Utah)

California Association of REALTORS®
Page 2 of 2 EF-ST211M-CA (05/23)



X APPLICATION CHECKLIST

m——
MARKETING 13

e Remember to answer all questions and sign the application(s) for the plan(s) you are choosing.
e  Submit initial month’s premium payment (even if you are selecting the Automatic Premium Payment option). Include
premiums/fees for all applicable insurance plans (medical, dental, vision, and life insurance).

If you are enrolling with Anthem Blue Cross, you may be required to send two months of premium with your application.
After your initial payment you will pay a single monthly premium. Please check with your agent, or call RealCare to confirm
the minimum payment due with your application.

e  Make your check payable to RealCare Insurance Trust Account (R.I.T.A.).

e If you are choosing the Automatic Premium Payment method, enclose check for your first premium payment PLUS a voided
check or bank document with routing/account numbers. Complete the form below and return to RealCare with your initial
premium check.

e Include proof of eligibility if you are a new C.A.R. member or W-2 employee of a C.A.R. member. If you are enrolling outside
of open enrollment, you must have a qualifying event. Please refer to the General Guidelines “Special Enrollment Provision”
section to review a list of qualifying events.

e Have questions or need assistance? Call 1-800-939-8088

Submit Completed Application: Submit Initial Payment:

Mail To: v" As a check, mailed with application

548 Market St., PMB 91266 v" Via Automatic Premium Payment, using the form below
San Francisco, CA 94104 ¥v' Via ACH or Credit Card through ePay

o This link is only for C.A.R. medical, dental and vision plans or C.A.R. life and AD&D insurance. Do not
make payments using this link for any other policies you may have with RealCare Insurance
Marketing, Inc.

o ePayPolicy will assess a transaction fee of 3.25% of the amount charged to the credit card or a $3.00

Email to: Rc-Enrollment@nfp.com transaction fee per ACH payment. Transaction fees assessed by ePayPolicy will not be refunded.

o Acceptance of payment by ePay is not a guarantee of coverage

Fax To: 707) 939-8450

MONTHLY CHECKING/SAVINGS ACCOUNT AUTOMATIC PREMIUM PAYMENT AUTHORIZATION

As a convenience to me, | request and authorize RealCare Insurance Marketing, Inc. to initiate debits (and/or corrections to previous
debits) from my account with the financial institution indicated for payment of my C.A.R health care dues and/or insurance premiumes,
adjustments and administration fees due. | agree that your rights in respect to each such debit shall be the same as if it were a check
signed by an authorized signer on the bank account. This authority is to remain in effect until revoked by me by providing RealCare
Insurance Marketing, Inc. a 10-day advance written notice. | agree that RealCare shall be fully protected in honoring any such debit. |
further agree that if any such debit be dishonored, whether with or without cause and whether intentionally or inadvertently, RealCare
Insurance Marketing, Inc. shall be under no liability whatsoever even though such dishonor results in forfeiture of health care or
insurance coverage.

If  am enrolled in an Anthem Blue Cross plan, payments will be debited from my account on the first of the month prior to the month
of coverage. If | am enrolled in a Kaiser plan or only enrolled in a dental, vision, and/or life insurance plan, payments will be debited
from my account on the first of the month of coverage. If any such debits are dishonored, | agree to make payment to RealCare Insurance
Trust Account (RITA) by cashier’s check or money order before the end of the 30-day grace period in order to keep my health care and/or
insurance coverage in force. | authorize any changes in premium and administration fees to be debited unless | notify RealCare Insurance
Marketing, Inc. to terminate my health care and/or insurance coverage.

C.A.R. Health & Life Insurance Plans Account Information
C.A.R. Member/Employee Name:
Phone: Email Address:
Banking Information
Name of Bank or Financial Institution: [CIChecking Account
Name on Bank Account: [Isavings Account
Bank Routing Number: Account Number:

Authorized Signature

Date:

Signature of Authorized Signer on Above Bank Account
(As it appears in the financial institution’s records)



https://realcarelifeandhealth.epaypolicy.com/

A MetLife

Metropolitan Life Insurance Company, New York, NY

MIB PRE NOTICE

Information regarding your insurability will be treated as confidential. Metropolitan Life
Insurance Company (“MetLife”) or its reinsurers may, however, make a brief report thereon to
MIB, LLC (MIB) a not-for-profit membership organization of insurance companies, which
operates an information exchange on behalf of its Members. If you apply to another MIB
Member company for life or health insurance coverage, or a claim for benefits is submitted to
such a company. MIB, upon request, will supply such company with the information in its file.

Upon receipt of the request from you MIB will arrange disclosure of any information it may
have in your file. Please contact MIB at 866-692-6901. If you question the accuracy of
information in MIB’s file, you may contact MIB and seek a correction in accordance with the
procedures set forth in the federal Fair Credit Reporting Act. @ The address of MIB’s
information office is 50 Braintree Hill Park, Suite 400 Braintree, MA 02184-8734.

MetLife, or its reinsurers, may also release information in its file to other insurance companies
to whom you may apply for life or health insurance, or to whom a claim for benefits may be
submitted. Information for consumers about MIB may be obtained on its website at
www.mib.com.

MIB Pre Notice 08/2022


http://www.mib.com/

A MetLife

Delaware American Life Insurance Company Metropolitan Life Insurance Company

MetLife Legal Plans, Inc. Metropolitan Tower Life Insurance Company
MetLife Legal Plans of Florida, Inc. SafeGuard Health Plans, Inc.
MetLife Health Plans, Inc. SafeHealth Life Insurance Company

Our Privacy Notice

We know that you buy our products and services because you trust us. This notice explains how we protect
your privacy and treat your personal information. It applies to current and former customers. “Personal
information” as used here means anything we know about you personally.

SECTION 1: Plan Sponsors and Group Insurance Contract Holders

This privacy notice is for individuals who apply for or obtain our products and services under an employee
benefit plan, group insurance or annuity contract, or as an executive benefit. In this notice, “you” refers to these
individuals.

SECTION 2: Protecting Your Information

We take important steps to protect your personal information. We treat it as confidential. We tell our employees
to take care in handling it. We limit access to those who need it to perform their jobs. Our outside service
providers must also protect it, and use it only to meet our business needs. We also take steps to protect our
systems from unauthorized access. We comply with all laws that apply to us.

SECTION 3: Collecting Your Information

We typically collect your name, address, age, and other relevant information. We may also collect information
about any business you have with us, our affiliates, or other companies. Our affiliates include life, car, and
home insurers. They also include a legal plans company and a securities broker-dealer. In the future, we may
also have affiliates in other businesses.

SECTION 4: How We Get Your Information

We get your personal information mostly from you. We may also use outside sources to help ensure our
records are correct and complete. These sources may include consumer reporting agencies, employers, other
financial institutions, adult relatives, and others. These sources may give us reports or share what they know
with others. We don’t control the accuracy of information outside sources give us. If you want to make any
changes to information we receive from others about you, you must contact those sources.

We may ask for medical information. The Authorization that you sign when you request insurance permits these
sources to tell us about you. We may also, at our expense:

» Ask for a medical exam + Ask for blood and urine tests
» Ask health care providers to give us health data, including information about alcohol or drug abuse

We may also ask a consumer reporting agency for a “consumer report” about you (or anyone else to be
insured). Consumer reports may tell us about a lot of things, including information about:

* Reputation * Driving record * Finances
* Work and work history * Hobbies and dangerous activities

The information may be kept by the consumer reporting agency and later given to others as permitted by law.
The agency will give you a copy of the report it provides to us, if you ask the agency and can provide adequate
identification. If you write to us and we have asked for a consumer report about you, we will tell you so and give
you the name, address and phone number of the consumer reporting agency.

Another source of information is MIB, Inc. (“MIB”). It is a not-for-profit membership organization of insurance
companies which operates an information exchange on behalf of its Members. We, or our reinsurers, may make
a brief report to MIB. If you apply to another MIB Member company for life or health insurance coverage, or a
claim for benefits is submitted, MIB, upon request, will supply such company with the information in its file.
Upon receipt of a request from you MIB will arrange disclosure of any information it may have in your file.
Please contact MIB at 866-692-6901. If you question the accuracy of information in MIB’s file, you may contact
MIB and seek a correction in accordance with the procedures set forth in the federal Fair Credit Reporting Act.
You may do so by writing to MIB, Inc., 50 Braintree Hill, Suite 400, Braintree, MA 02184-8734 or go to MIB
website at www.mib.com.

CPN-Initial Enr/fSOH and SBR (03/20) CPN-SBR
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SECTION 5: Using Your Information

We collect your personal information to help us decide if you're eligible for our products or services. We may
also need it to verify identities to help deter fraud, money laundering, or other crimes. How we use this
information depends on what products and services you have or want from us. It also depends on what laws
apply to those products and services. For example, we may also use your information to:

» administer your products and services » process claims and other transactions
» perform business research » confirm or correct your information
* market new products to you * help us run our business

» comply with applicable laws

SECTION 6: Sharing Your Information With Others
We may share your personal information with others with your consent, by agreement, or as permitted or
required by law. We may share your personal information without your consent if permitted or required by law.
For example, we may share your information with businesses hired to carry out services for us. We may also
share it with our affiliated or unaffiliated business partners through joint marketing agreements. In those
situations, we share your information to jointly offer you products and services or have others offer you products
and services we endorse or sponsor. Before sharing your information with any affiliate or joint marketing partner
for their own marketing purposes, however, we will first notify you and give you an opportunity to opt out.
Other reasons we may share your information include:
» doing what a court, law enforcement, or government agency requires us to do (for example, complying
with search warrants or subpoenas)
+ telling another company what we know about you if we are selling or merging any part of our business
» giving information to a governmental agency so it can decide if you are eligible for public benefits
+ giving your information to someone with a legal interest in your assets (for example, a creditor with a
lien on your account)
 giving your information to your health care provider
» having a peer review organization evaluate your information, if you have health coverage with us
+ those listed in our “Using Your Information” section above

SECTION 7: HIPAA

We will not share your health information with any other company — even one of our affiliates — for their own
marketing purposes. The Health Insurance Portability and Accountability Act (“HIPAA”) protects your
information if you request or purchase dental, vision, long-term care and/or medical insurance from us. HIPAA
limits our ability to use and disclose the information that we obtain as a result of your request or purchase of
insurance. Information about your rights under HIPAA will be provided to you with any dental, vision, long-term
care or medical coverage issued to you.

You may obtain a copy of our HIPAA Privacy Notice by visiting our website at www.MetLife.com. For additional
information about your rights under HIPAA; or to have a HIPAA Privacy Notice mailed to you, contact us at
HIPAAprivacyAmericasUS@metlife.com, or call us at telephone number (212) 578-0299.

SECTION 8: Accessing and Correcting Your Information

You may ask us for a copy of the personal information we have about you. We will provide it as long as it is
reasonably locatable and retrievable. You must make your request in writing listing the account or policy
numbers with the information you want to access. For legal reasons, we may not show you privileged
information relating to a claim or lawsuit, unless required by law.

If you tell us that what we know about you is incorrect, we will review it. If we agree, we will update our records.
Otherwise, you may dispute our findings in writing, and we will include your statement whenever we give your
disputed information to anyone outside MetLife.

SECTION 9: Questions
We want you to understand how we protect your privacy. If you have any questions or want more information
about this notice, please contact us. A detailed notice shall be furnished to you upon request. When you write,
include your name, address, and policy or account number.
Send privacy questions to: MetLife Privacy Office

P. O. Box 489

Warwick, Rl 02887-9954

privacy@metlife.com

We may revise this privacy notice. If we make any material changes, we will notify you as required by law. We
provide this privacy notice to you on behalf of the MetLife companies listed at the top of the first page.

CPN-Initial Enr/fSOH and SBR (03/20) CPN-SBR
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