
Metropolitan Life Insurance Company, New York, NY 

City of Tallahassee
ENROLLMENT FORM FOR GROUP BENEFITS
SECTION TO BE COMPLETED BY EMPLOYER

Name of Employer (Please Print)
City of Tallahassee

Group Report No.
98015

Sub Division
0001

Branch
0001

Employer’s Street Address
300 South Adams Stret

City
Tallahassee

State
FL

Zip Code
32301

Employee Work Location 

Date of Hire (Mo./Day/Yr.) Employee Base Annual Salary 
$

Employee’s Occupation Coverage Effective Date (Mo./Day/Yr.)

Work Status: New Hire Active Retired Disabled
Rehire On Layoff/Leave of Absence
Late Enrollee (Statement of Health Required)

Hours Worked Per Week Hourly Paid
Salaried

Full−Time
Part−Time

Reason for Enrollment: New Coverage New Hire First Time Eligible Late Enrollee (Statement of Health Required)
Change in Coverage Amount Requested Change in Enrollment Other Than Coverage Amount

Non−Medical Issue Amount for Life 
Benefits, if available: 

Insurance Amount Not Requiring 
Medical Underwriting 

Insurance Amount Requiring 
Medical Underwriting 

Plan Maximum 

For Employee:
Optional Life: Coverage Amount of $30,000 up 

to $100,000 

NOTE: Amounts exceeding 
$130,000 require a Statement 
of Health form. $200,000 

For Dependents:
Dependent Spouse: Coverage Amount of $15,000 up 

to $50,000 N/A $50,000 

Dependent Child(ren): Coverage Amount of $5,000 N/A $5,000 

Signature of Employer Print Name Date (Mo./Day/Yr.)

SECTION TO BE COMPLETED BY EMPLOYEE 
Name (print) First Middle Last Social Security No. Date of Birth (Mo./Day/Yr.) Male

Female

Address Street City State Zip Code Marital Single Married

Status: Widowed Divorced

E­mail Address Phone No.(include area code)
(            )            −

COVERAGE REQUEST DATA: EMPLOYEE COVERAGES

I have received and read a copy of my employer’s current announcement of the group plan.

I request the following coverages:

Optional Life $30,000 $50,000 $80,000 $100,000 $130,000 $150,000 $180,000 $200,000

Voluntary Accidental Death & Dismemberment (VAD&D) (Please complete the VAD&D section below)

I wish to decline any coverage not checked above for which I may be eligible.  For Life coverage, I understand that I will be required to submit evidence 
of my good health satisfactory to MetLife if I request this coverage after my initial period for enrollment has expired. 

Voluntary Accidental Death & Dismemberment (VAD&D)
I understand my VAD&D benefit plan described in the announcement.  I want to be covered under the group plan for which I am or may become eligible.

VAD&D Coverage Options:  Employee Only Family Protection Plan Plus
VAD&D Scheduled Plan Design: You may elect benefit payments from $25,000 to $150,000 in $25,000 increments.  Your total employee coverage 
cannot exceed $150,000 or 5 times your base annual salary.  Coverage requested:  $______________________________

ENROLL2000 Please Retain A Copy Of The Fully Completed Form For Your Records  
And Return The Original To Your Employer 

(Continued on Following Page) 
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ENROLLMENT FORM FOR GROUP BENEFITS (Continued)
SECTION TO BE COMPLETED BY EMPLOYEE (Continued)

COVERAGE REQUEST DATA: DEPENDENT COVERAGES

I have received and read a copy of my employer’s current announcement of the group plan.

I request the following coverages:

Dependent Life Spouse/Child(ren)
Spouse Amount (select one coverage amount): * $15,000 $25,000 $40,000 $50,000
Child Amount (select one coverage amount): * $5,000

* Amounts will be subject to state limit requirements, if applicable.

Name(s) of eligible dependent(s) for whom coverage is requested (if additional space is needed, attach a separate sheet of paper, signed and dated)
Date of Birth (Mo./Day/Yr.) Social Security No.

Spouse:     
Child(ren):  

I wish to decline any coverage not checked above for which I may be eligible.  I understand that I will be required to submit evidence of my dependents’ 
good health satisfactory to MetLife if I request this coverage after my initial period for enrollment has expired. 
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DESIGNATION OF BENEFICIARY FOR EMPLOYEE LIFE BENEFITS
(The Dependent Life Benefits are Payable to the Employee)

Employee  Signature:  

ENROLL2000 (Continued on Following Page) 
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ENROLLMENT FORM FOR GROUP BENEFITS (Continued)
DECLARATION SECTION
TO BE COMPLETED BY THE EMPLOYEE  

The Proposed Insured signing below declares that all the information given in this 
enrollment form is true and complete to the best of his/her knowledge and belief.  
The Proposed Insured understands that this information will be used by MetLife to 
determine his or her insurability.

For the Employee Proposed Insured:

I declare that I am actively at work on the date of this enrollment form and, for 
any contributory life insurance only, I have been actively at work for at least 20 
hours during the 7 calendar days preceding that date.  I understand that if I am 
not so actively at work on the Effective Date of my contributory life insurance only, 
such insurance will not take effect until MetLife receives evidence of my good 
health satisfactory to MetLife. 

For the Dependent Proposed Insured(s):

I understand that, on the date a dependent insurance benefit is scheduled to take 
effect, I must not be confined at home under a physician’s care, receiving or 
applying for disability benefits from any source, or Hospitalized.  If I do not meet 
this requirement on such date, my insurance will take effect on the date I am no 
longer confined, receiving or applying for disability benefits from any source, or 
Hospitalized.

Hospitalized means admission for inpatient care in a hospital; receipt of care in a 
hospice facility; an intermediate care facility, or a long term care facility, or receipt 
of chemotherapy, radiation therapy, or dialysis, wherever performed.

For the Accelerated Benefits Option

I understand that my Life Benefit includes an Accelerated Benefits Option under 
which a terminally ill insured can accelerate a portion of his or her life insurance 
amount. I also understand that receipt of accelerated benefits may affect 
eligibility for public assistance and that an interest and expense charge may be 
deducted from the accelerated payment.

For Benefit Increases Requested After Initial Enrollment Period Expires

I understand that if I have not elected the maximum life benefits for which I or my 
dependent(s) are eligible, I or my dependent(s) may be required to submit 
evidence of good health satisfactory to MetLife if I want to increase such benefits 
after my initial enrollment period has expired.  I also understand that coverage 
will not take effect, or it will be limited, until I receive notice that MetLife has 
approved the benefit increase.

For Payroll Deduction Authorization By the Employee 

I authorize my employer to deduct the required contributions from my pay for the 
coverage requested in this enrollment form.  This authorization applies to such 
coverage until I rescind it in writing.

Fraud Warning:

If you are applying for insurance under a policy issued in one of the following 
states, or if you reside in one of the following states, note the following applicable 
warning:

New York [only applies to Accident and Health Benefits
(AD&D/Disability/Dental)]:  Any person who knowingly and with intent to 

defraud any insurance company or other person files an application for 
insurance containing any materially false information, or conceals for the 
purpose of misleading, information concerning any fact material thereto, 
commits a fraudulent insurance act, which is a crime, and shall also be 
subject to a civil penalty not to exceed five thousand dollars and the stated 
value of the claim for each such violation.

Florida: Any person who knowingly and with intent to injure, defraud or 
deceive any insurer files a statement of claim or an application containing 
any false, incomplete or misleading information is guilty of a felony of the 
third degree.

Kansas and Massachusetts: Any person who knowingly and with intent to 
defraud any insurance company or other person files an application for 
insurance containing any materially false information or conceals, for the 
purpose of misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, and may subject such person to 
criminal and civil penalties.

New Jersey: Any person who includes any false or misleading information 
on an application for an insurance policy is subject to criminal and civil 
penalties.

Oklahoma: Any person who knowingly, and with intent to injure, defraud or 
deceive any insurer, makes any claim for the proceeds of an insurance 
policy containing any false, incomplete or misleading information is guilty 
of a felony.

Oregon: Any person who knowingly and with intent to defraud any 
insurance company or other person files an application for insurance 
containing any materially false information or conceals, for the purpose of 
misleading, information concerning any fact material thereto may be guilty 
of insurance fraud, and may be subject to criminal and civil penalties.

Virginia: Any person who, with the intent to defraud or knowing that he is 
facilitating a fraud against an insurer, submits an application containing a 
false or deceptive statement may have violated state law.

If you are applying for coverage under a self−funded plan or insurance under a 
policy issued in any state other than those listed above, or if you reside in any 
state other than those states listed above, note the following warning:

Any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance or a statement of 
claim containing any materially false information or conceals, for the 
purpose of misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime and subjects such 
person to criminal and civil penalties.

Signature: The employee must sign in all cases.

Employee  Signature Date (Mo./Day/Yr.)

ENROLL2000
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0HWURSROLWDQ�/LIH�,QVXUDQFH�&RPSDQ\
&RQVXPHU�3ULYDF\�1RWLFH

7KDQN�\RX�IRU�UHTXHVWLQJ�LQVXUDQFH�IURP�0HWURSROLWDQ�/LIH�,QVXUDQFH�&RPSDQ\��³0HW/LIH´���7KLV�QRWLFH�UHIHUV�WR�0HW/LIH�DV�³ZH�´�³XV�´�RU�³RXU�´��:H�ZLOO�HYDOXDWH�\RXU
UHTXHVW�IRU�LQVXUDQFH��HQUROOPHQW�IRUP�DQG��LI�DSSOLFDEOH��VWDWHPHQW�RI�KHDOWK�IRUP��WR�VHH�LI�\RX�DQG�DQ\�RWKHU�SHUVRQ�SURSRVHG�IRU�LQVXUDQFH��HDFK�UHIHUUHG�WR�DV
³\RX´�RU�³\RXU´��DUH�HOLJLEOH�IRU�WKH�LQVXUDQFH�UHTXHVWHG���:H�UHYLHZ�DOO�WKH�LQIRUPDWLRQ�SURYLGHG�LQ�\RXU�UHTXHVW�IRU�LQVXUDQFH�DQG�ZH�PD\�WKHQ�FRQILUP�RU�DGG�WR�WKLV
LQIRUPDWLRQ�LQ�ZD\V�H[SODLQHG�EHORZ���0HW/LIH�DQG�HDFK�PHPEHU�RI�WKH�0HW/LIH�IDPLO\�RI�FRPSDQLHV��HDFK�DQ�³$IILOLDWH´��VWURQJO\�EHOLHYH�LQ�SURWHFWLQJ�WKH�VHFXULW\�DQG
FRQILGHQWLDOLW\�RI�LQIRUPDWLRQ�ZH�FROOHFW�DERXW�\RX���7KLV�QRWLFH�GHVFULEHV�RXU�SULYDF\�SROLF\�DQG�KRZ�ZH�WUHDW�WKH�LQIRUPDWLRQ�ZH�FROOHFW�DERXW�\RX��³,QIRUPDWLRQ´��
&RQVXPHU�3ULYDF\�1RWLFH
:K\�:H�&ROOHFW�DQG�+RZ�:H�8VH�,QIRUPDWLRQ��:H�FROOHFW�DQG�XVH
,QIRUPDWLRQ�IRU�SXUSRVHV�RI�RXU�LQVXUDQFH�DQG�RWKHU�EXVLQHVV�UHODWLRQVKLSV
ZLWK�\RX���7KHVH�EXVLQHVV�SXUSRVHV�LQFOXGH�HYDOXDWLQJ�D�UHTXHVW�IRU�RXU
LQVXUDQFH�RU�RWKHU�SURGXFWV�RU�VHUYLFHV��HYDOXDWLQJ�EHQHILW�FODLPV�
DGPLQLVWHULQJ�RXU�SURGXFWV�RU�VHUYLFHV��DQG�SURFHVVLQJ�WUDQVDFWLRQV
UHTXHVWHG�E\�\RX�� :H�PD\�DOVR�XVH�,QIRUPDWLRQ�WR�RIIHU�\RX�RWKHU�SURGXFWV
RU�VHUYLFHV�ZH�SURYLGH�
+RZ�:H�&ROOHFW�,QIRUPDWLRQ��,I�ZH�QHHG�WR�YHULI\�RU�REWDLQ�DGGLWLRQDO
,QIRUPDWLRQ�LQ�FRQQHFWLRQ�ZLWK�D�UHTXHVW�IRU�RXU�SURGXFWV�RU�VHUYLFHV�RU�D
FODLP�IRU�EHQHILWV��ZH�PD\�GR�VR�WKURXJK�WKLUG�SDUWLHV�VXFK�DV�DGXOW�IDPLO\
PHPEHUV��HPSOR\HUV��RWKHU�LQVXUHUV��FRQVXPHU�UHSRUWLQJ�DJHQFLHV�
SK\VLFLDQV��KRVSLWDOV�DQG�RWKHU�PHGLFDO�SHUVRQQHO���,QIRUPDWLRQ�FROOHFWHG
PD\�UHODWH�WR�\RXU�ILQDQFHV��HPSOR\PHQW��KHDOWK��DYRFDWLRQV�RU�RWKHU
SHUVRQDO�FKDUDFWHULVWLFV��DV�ZHOO�DV�WR�WUDQVDFWLRQV�ZLWK�XV�RU�ZLWK�RWKHUV�
LQFOXGLQJ�RXU�$IILOLDWHV���,I�ZH�UHTXLUHG�\RX�WR�VLJQ�DQ�DXWKRUL]DWLRQ�WR�FROOHFW
DQG�GLVFORVH�LQIRUPDWLRQ��³$XWKRUL]DWLRQ´��LQ�FRQQHFWLRQ�ZLWK�\RXU�UHTXHVW�IRU
LQVXUDQFH��ZH�PD\�DOVR�REWDLQ�,QIRUPDWLRQ�DERXW�\RX�LQ�DFFRUGDQFH�ZLWK�WKH
VLJQHG�$XWKRUL]DWLRQ���)RU�LQVWDQFH��ZH�PD\�
• DVN�\RX�WR�KDYH�D�PHGLFDO�HYDOXDWLRQ��RU
• DVN�SK\VLFLDQV��KRVSLWDOV��RU�RWKHU�PHGLFDO�FDUH�SURYLGHUV�WR�FRQILUP�RU

DGG�WR�WKH�PHGLFDO�GDWD�\RX�KDYH�JLYHQ�XV�
+RZ�:H�3URWHFW�,QIRUPDWLRQ��:H�WUHDW�,QIRUPDWLRQ�LQ�D�FRQILGHQWLDO
PDQQHU���2XU�HPSOR\HHV�DUH�UHTXLUHG�WR�SURWHFW�WKH�FRQILGHQWLDOLW\�RI
,QIRUPDWLRQ���(PSOR\HHV�PD\�DFFHVV�,QIRUPDWLRQ�RQO\�ZKHQ�WKHUH�LV�DQ
DSSURSULDWH�UHDVRQ�WR�GR�VR��VXFK�DV�WR�DGPLQLVWHU�RU�RIIHU�RXU�SURGXFWV�RU
VHUYLFHV��:H�DOVR�PDLQWDLQ�SK\VLFDO��HOHFWURQLF�DQG�SURFHGXUDO�VDIHJXDUGV�WR
SURWHFW�,QIRUPDWLRQ��7KHVH�VDIHJXDUGV�FRPSO\�ZLWK�DOO�DSSOLFDEOH�ODZV�
(PSOR\HHV�DUH�UHTXLUHG�WR�FRPSO\�ZLWK�RXU�HVWDEOLVKHG�SROLFLHV�
,QIRUPDWLRQ�'LVFORVXUH��:H�PD\�GLVFORVH�DQ\�,QIRUPDWLRQ�ZKHQ ZH�EHOLHYH
LW�QHFHVVDU\�IRU�WKH�FRQGXFW�RI�RXU�EXVLQHVV��RU�ZKHUH�GLVFORVXUH�LV�UHTXLUHG
E\�ODZ���)RU�H[DPSOH��,QIRUPDWLRQ�PD\�EH�GLVFORVHG�WR�RWKHUV�WR�HQDEOH�WKHP
WR�SURYLGH�EXVLQHVV�VHUYLFHV�IRU�XV��VXFK�DV�KHOSLQJ�XV�WR�HYDOXDWH�UHTXHVWV
IRU�LQVXUDQFH�RU�EHQHILWV��DQG�DVVLVWLQJ�XV�LQ�SURFHVVLQJ�D�WUDQVDFWLRQ
UHTXHVWHG�E\�\RX��,QIRUPDWLRQ�PD\�DOVR�EH�GLVFORVHG�IRU�DXGLW�RU�UHVHDUFK
SXUSRVHV��RU�WR�ODZ�HQIRUFHPHQW�DQG�UHJXODWRU\�DJHQFLHV��IRU�H[DPSOH��WR
KHOS�XV�SUHYHQW�IUDXG���,QIRUPDWLRQ�PD\�EH�GLVFORVHG�WR�$IILOLDWHV�DV�ZHOO�DV
WR�RWKHUV�WKDW�DUH�RXWVLGH�RI�WKH�0HW/LIH�IDPLO\�RI�FRPSDQLHV��VXFK�DV
FRPSDQLHV�WKDW�SURFHVV�GDWD�IRU�XV��FRPSDQLHV�WKDW�SURYLGH�JHQHUDO
DGPLQLVWUDWLYH�VHUYLFHV�IRU�XV��RWKHU�LQVXUHUV��DQG�FRQVXPHU�UHSRUWLQJ
DJHQFLHV��2XU�$IILOLDWHV�LQFOXGH�ILQDQFLDO�VHUYLFHV�FRPSDQLHV�VXFK�DV�OLIH�DQG
SURSHUW\�DQG�FDVXDOW\�LQVXUHUV��VHFXULWLHV�ILUPV��EURNHU�GHDOHUV�DQG�ILQDQFLDO
DGYLVRUV�DQG�PD\�DOVR�LQFOXGH�FRPSDQLHV�WKDW�DUH�QRW�ILQDQFLDO�VHUYLFHV
FRPSDQLHV��:H�PD\�PDNH�RWKHU�GLVFORVXUHV�RI�,QIRUPDWLRQ�DV�SHUPLWWHG�E\
ODZ�
,QIRUPDWLRQ�PD\�EH�VKDUHG�ZLWK�RXU�$IILOLDWHV�VR�WKDW�WKH\�PD\�RIIHU�\RX
SURGXFWV�RU�VHUYLFHV�IURP�WKH�0HW/LIH�IDPLO\�RI�FRPSDQLHV���:H�PD\�DOVR
SURYLGH�,QIRUPDWLRQ�WR�RWKHUV�RXWVLGH�RI�WKH�0HW/LIH�IDPLO\�RI�FRPSDQLHV
VXFK�DV��L��FRPSDQLHV�ZH�HQJDJH�WR�DVVLVW�XV�LQ�RIIHULQJ�RXU�SURGXFWV�DQG
VHUYLFHV�WR�\RX��DQG��LL��ILQDQFLDO�VHUYLFHV�FRPSDQLHV�ZLWK�ZKLFK�ZH�KDYH�D
MRLQW�PDUNHWLQJ�DJUHHPHQW��IRU�H[DPSOH��DQ�DJUHHPHQW�ZLWK�DQRWKHU�LQVXUHU
WR�HQDEOH�XV�WR�RIIHU�FHUWDLQ�RI�WKDW�LQVXUHU¶V�SURGXFWV��,I�ZH�HQWHU�LQWR�VXFK�D

MRLQW�PDUNHWLQJ�DJUHHPHQW��WKH�DJUHHPHQW�ZLOO�SURYLGH�IRU�WKH�SURWHFWLRQ�RI
WKH�FRQILGHQWLDOLW\�RI�\RXU�,QIRUPDWLRQ���:H�GR�QRW�PDNH�DQ\�RWKHU
GLVFORVXUHV�RI�,QIRUPDWLRQ�WR�RWKHU�FRPSDQLHV�ZKR�PD\�ZDQW�WR�VHOO�WKHLU
SURGXFWV�RU�VHUYLFHV�WR�\RX���)RU�H[DPSOH��ZH�ZLOO�QRW�VHOO�\RXU�QDPH�DQG
DGGUHVV�WR�D�FDWDORJXH�FRPSDQ\���:H�PD\�GLVFORVH�DQ\�,QIRUPDWLRQ��RWKHU
WKDQ�D�FRQVXPHU�UHSRUW�RU�KHDOWK�,QIRUPDWLRQ��IRU�WKH�SXUSRVHV�GHVFULEHG�LQ
WKLV�SDUDJUDSK�
$FFHVV�WR�DQG�&RUUHFWLRQ�RI�,QIRUPDWLRQ��*HQHUDOO\��XSRQ�\RXU�ZULWWHQ
UHTXHVW�WR�XV��ZH�ZLOO�PDNH�,QIRUPDWLRQ�DYDLODEOH�IRU�\RXU�UHYLHZ���0HGLFDO
,QIRUPDWLRQ�ZLOO�JHQHUDOO\�EH�GLVFORVHG�WKURXJK�WKH�OLFHQVHG�SK\VLFLDQ�\RX
FKRRVH�RU�DV�RWKHUZLVH�UHTXLUHG�E\�ODZ���,QIRUPDWLRQ�FROOHFWHG�LQ�FRQQHFWLRQ
ZLWK��RU�LQ�DQWLFLSDWLRQ�RI��DQ\�FODLP�RU�OHJDO�SURFHHGLQJ�ZLOO�QRW�EH�PDGH
DYDLODEOH�� ,I�\RX�QRWLI\�XV�WKDW�DQ\�RI�WKH�,QIRUPDWLRQ�LV�LQFRUUHFW��ZH�ZLOO
UHYLHZ�LW���,I�ZH�DJUHH��ZH�ZLOO�FRUUHFW�RXU�UHFRUGV���,I�ZH�GR�QRW�DJUHH��\RX
PD\�VXEPLW�D�VKRUW�VWDWHPHQW�RI�GLVSXWH��ZKLFK�ZH�ZLOO�LQFOXGH�LQ�DQ\�IXWXUH
GLVFORVXUH�RI�,QIRUPDWLRQ�
&RQVXPHU�5HSRUWV��,W�LV�FRPPRQ�IRU�DQ�LQVXUDQFH�FRPSDQ\�WR�DVN�D
FRQVXPHU�UHSRUWLQJ�DJHQF\�WR�FRQILUP�DQG�DGG�WR�WKH�,QIRUPDWLRQ�SURYLGHG�LQ
D�UHTXHVW�IRU�LQVXUDQFH���6XFK�DJHQFLHV�DUH�LQGHSHQGHQW�DQG�LPSDUWLDO�
&RQVXPHU�UHSRUWV�PD\�UHIOHFW�\RXU�PRGH�RI�OLYLQJ��FKDUDFWHU��JHQHUDO
UHSXWDWLRQ��SHUVRQDO�FKDUDFWHULVWLFV��FUHGLW�ZRUWKLQHVV�DQG�FUHGLW�VWDQGLQJ�
,QIRUPDWLRQ�RQ�\RXU�SDVW�DQG�SUHVHQW�HPSOR\PHQW��MRE�GXWLHV��GULYLQJ�UHFRUG�
KHDOWK�KLVWRU\��XVH�RI�DOFRKRO�DQG�GUXJV��ILQDQFHV��KD]DUGRXV�VSRUW�DFWLYLWLHV�
DQG�PDULWDO�VWDWXV�PD\�EH�LQFOXGHG��DV�ZHOO�DV�RWKHU�,QIRUPDWLRQ���7KH
,QIRUPDWLRQ�ZH�JHW�ZLOO�EH�XVHG�RQO\�IRU�EXVLQHVV�SXUSRVHV�UHODWHG�WR�WKH
LQVXUDQFH�\RX�KDYH�UHTXHVWHG��7KH�,QIRUPDWLRQ�PD\�EH�NHSW�E\�WKH�DJHQF\
DQG�ODWHU�JLYHQ�WR�RWKHUV�DV�SHUPLWWHG�E\�WKH�)HGHUDO�)DLU�&UHGLW�5HSRUWLQJ
$FW�DQG�DQ\�DSSOLFDEOH�VWDWH�ODZ�
8SRQ�\RXU�UHTXHVW��ZH�ZLOO�WHOO�\RX�ZKHWKHU�ZH�UHTXHVWHG�D�FRQVXPHU�UHSRUW
LQ�FRQQHFWLRQ�ZLWK�\RXU�UHTXHVW�IRU�LQVXUDQFH��,I�VXFK�D�UHSRUW�ZDV�UHTXHVWHG�
ZH�ZLOO�SURYLGH�\RX�ZLWK�WKH�QDPH��DGGUHVV�DQG�WHOHSKRQH�QXPEHU�RI�WKH
FRQVXPHU�UHSRUWLQJ�DJHQF\�WKDW�SURYLGHG�WKH�UHSRUW�WR�XV���<RX�PD\�FRQWDFW
WKDW�DJHQF\�WR�LQVSHFW�RU�REWDLQ�D�FRS\�RI�WKDW�UHSRUW�

7KLV�QRWLFH�LV�UHTXLUHG�E\�ODZ�
)XUWKHU�,QIRUPDWLRQ��7KLV�QRWLFH�LV�D�JHQHUDO�GHVFULSWLRQ�RI�0HW/LIH¶V
LQIRUPDWLRQ�SUDFWLFHV���:H�WUHDW�,QIRUPDWLRQ�LQ�DFFRUGDQFH�ZLWK�DOO�DSSOLFDEOH
ODZV���6XFK�ODZV�PD\�SURYLGH�\RX�ZLWK�DGGLWLRQDO�ULJKWV���)RU�DGGLWLRQDO
LQIRUPDWLRQ�UHJDUGLQJ�RXU�SULYDF\�SROLF\��\RX�PD\�ZULWH�WR�0HW/LIH��3�2��%R[
������$XURUD��,OOLQRLV�������������


