
IUOE LOCAL 399 VOLUNTARY DISABILITY INCOME INSURANCE ENROLLMENT FORM 

Group Benefit Associates 
1701 E. Lake Avenue
Suite 400
Glenview, IL 60025

Personal Information 

Last Name, First Name, Ml: 

Street Address: 

City: 

Home Phone: 

Email: 

Date of Birth: 

State: 

Gender: 

Telephone: 800-450-1271 
Fax: 773-427-6875 
Email: CustomerService@groupba.com 
www.groupba.com 

Social Security Number: 

Zip: 

Cell Phone: 

Union Number: 

MALE FEMALE 

Union Initiation Date: Hourly Wage Rate: 

$ 

Please Select Your Coverage Option(s): 

IUOE Local 399: 

D Both Short and Long Term Disability Income Insurance 

D Short Term Disability Income Insurance ONLY 

D Long Term Disability Income Insurance ONLY 

If you were initiated into your Local ninety {90} days or more prior to your enrollment, a medical questionnaire is 

required. Your enrollment must be approved by the insurance company before coverage can be offered. 

Both sides of form must be filled out completely in order to process the enrollment. 



IUOE LOCAL 399 VOLUNTARY DISABILITY INCOME INSURANCE ENROLLMENT FORM 

Telephone: 800-450-1271 
Fax: 773-427-6875 

Group Benefit Associates 
1701 E. Lake Avenue
Suite 400
Glenview, IL 60025

Email: CustomerService@groupba.com 
www.groupba.com 

Please Select a Payment Method: 

0 Checking Account Name on account as it appears on check: 

Bank Name: 

Routing Number (9 digits): 

Account Number: 

Ovisa Name as it appears on card: 

0 MasterCard Credit Card Number: 

"*We do not accept Expiration (MM/VY): 
Amex or Discover 

Card Security Code (last 3 digits on back of card): 

As a plan participant, I agree to notify Group Benefit Associates: 

• Within 30 days of any layoff and again within 30 days of my subsequent return to work
• Immediately when my payment method changes for the purpose of premium collection
• Immediately when my wage rate changes
• Within 1 year of my date of disability if I become disabled
• Within 30 days if I withdraw from the Union

I understand that failure to notify Group Benefit Associates in a timely manner of any of the above listed changes 

can affect my participation in the plan or the benefits I am eligible to receive under the plan. I am hereby enrolling 

in the Voluntary Group Disability Income Insurance Plan offered by Babbitt Municipalities, Inc. d.b.a. Group Benefit 

Associates. 

Your initial premium due will be collected within 5 business days of receipt of your enrollment. Subsequent 

premiums will be collected on the 15th of the month prior to the start of the next month. There will be NO 

invoicing of premium. 

You are authorizing Babbitt Municipalities d.b.a. Group Benefit Associates to collect your premium directly from 

your checking account or credit card. Please note that your monthly premium may change when the policy renews 

on its annual anniversary date, you make changes to the coverage including modifications to your insured wage 

rate, or your age bracket changes. 

All cancellation requests must be received in writing. 

Signature Date 

Both sides of form must be filled out completely in order to process the enrollment. 



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

Please complete all sections in their entirety and forward to Group Benefit Associates. Group Benefit Associates will forward your application to MetLife 
for consideration. You may mail, fax or email to: 

Group Benefit Associates 

1701 E. Lake Avenue

Suite 400

Glenview, IL 60025

Email: CustomerService@groupba.com 

Fax: 773-427-6875 

Telephone: 800-450-1271 

Note: Additional medical information may be required after MetLife's initial review of a completed Statement of Health form. The additional information requested may be a 
physical examination, paramedical exam, or an Attending Physician Report. Correspondence will be sent within ten days by MetLife or our approved vendor. Incomplete forms 
will be returned to you for completion. 
Some services in connection with your Statement of Health form may be performed by our affiliate, MetLife Global Operations Support Center Private Limited. This service 
arrangement in no way alters Metropolitan Life Insurance Company's obligations to you. Services will not be performed by our affiliate if prohibited by state or local law or by 
mutual agreement with the Group Customer. 

STATEMENT OF HEAL TH FORM 

Name of Group Customer/Employer/Association 
International Union of O eratin En ineers Local 399 
Street A dress 
c/o GSA. 1701 E. Lake Avenue, Suite 400 

INSURANCE INFORMATION 

Please select which coverage(s) you are requesting: 

Disability Income Insurance 
D Short Term Disability Benefits 
D Lon Term Disabili Benefits 

EMPLOYEE INFORMATION 

Name of Employee (First. Middle, Last) 

� Employee Date of Hire (MM/DD/YYYY) 

Street Address 

Date of Birth (MM/DD/YYYY) Daytime Phone# 

GEF02-1 
ADM 

City 
Glenview 

City 

Home Phone# 

MetLife 
Metropolitan Life Insurance Company, New York, NY 

Reporting location # 
N/A 

Zip ode 
60025

Enrollment year: 

Social Security# of Employee 

Employee's Basic Annual Earnings 
$ 

State Zip Code 

Email Address 

0Male 
D Female 

Please complete all sections of this form. Incomplete forms will be returned to you. 

Page 1 of 5 SOH-XDP400S-DE-HI-IL-NV-RI-WA (04/14) 












