
Metropolitan Life lnsurance Company 
200 Park Avenue, New York, New York 101 66-01 88 

CERTIFICATE OF INSURANCE 

Metropolitan Life lnsurance Company ("MetLife"), a stock company, certifies that You are insured for the 
benefits described in this certificate, subject to the provisions of this certificate. This certificate is issued to 
You under the Group Policy and it includes the terms and provisions of the Group Policy that describe Your 
insurance. PLEASE READ THlS CERTIFICATE CAREFULLY. 

This certificate is part of the Group Policy. The Group Policy is a contract between MetLife and the Employer 
and may be changed or ended without Your consent or notice to You. 

Employer: H. & S. Swansons' Tool Company 

Group Policy Number: TM 05594093-G 

Type of Insurance: Disability Income Insurance: Short Term 
Benefits 

MetLife Toll Free Number(s): 
For General Information 1-800-275-4638 

PLEASE AFFIX THE STICKER 
SHOWING THE EMPLOYEE'S 
NAME AND EFFECTIVE DATE 
IN THlS SPACE 

THE GROUP INSURANCE POLICY PROVIDING COVERAGE UNDER THlS 
CERTIFICATE WAS ISSUED IN A JURISDICTION OTHER THAN MARYLAND AND 
MAY NOT PROVIDE ALL THE BENEFITS REQUIRED BY MARYLAND LAW. 

THlS CERTIFICATE ONLY DESCRIBES DISABILITY INSURANCE. 

WE ARE REQUIRED BY STATE LAW TO INCLUDE THE NOTICE(S) SECTION WHICH FOLLOWS THlS 
PAGE. PLEASE READ THE(SE) NOTICE(S) CAREFULLY. 

All Active Full Time Managers, CNC Programmers, 
Supervisors, Excluding General Managers, Night 

Shift Supervisors, Shop Supervisors and 
Manufacturing Engineers 
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For Texas Residents: Para Residentes de Texas: 

IMPORTANT NOTICE AVlSO IMPORTANTE 

To obtain information or make a complaint: Para obtener informacion o para someter una 
queja: 

You may call MetLife's toll free telephone number Usted puede llamar al numero de telefono gratis de 
for information or to make a complaint at MetLife para informacion o para someter una queja 

al 

1-800-275-4638 1-800-275-4638 

You may contact the Texas Department of Puede comunicarse con el Departmento de 
Insurance to obtain information on companies, Seguros de Texas para obtener informacion acerca 
coverages, rights or complaints at de companias, coberturas, derechos o quejas a1 

You may write the Texas Department of Insurance Puede escribir al Departmento de Seguros de 
P.O. Box 149104 Texas 
Austin, TX 78714-9104 P.O. Box 149104 
Fax # (51 2) 475-1 771 Austin, TX 78714-91 04 

Fax # (512) 475-1771 

PREMIUM OR CLAIM DISPUTES: Should You DISPUTAS SOBRE PRIMAS 0 RECLAMOS: Si 
have a dispute concerning Your premium or about tiene una disputa concerniente a su prima o a un 
a claim You should contact MetLife first. If the reclamo, debe comunicarse con MetLife primero. 
dispute is not resolved, You may contact the Texas Si no se resuelve la disputa, puede entonces 
Department of Insurance. comunicarse con el departamento (TDI). 

ATTACH THIS NOTICE TO YOUR CERTIFICATE: UNA ESTE AVlSO A SU CERTIFICADO: 
This notice is for information only and does not Este aviso es solo para proposito de informacion y 
become a part or condition of the attached no se convierte en parte o condicion del 
document. documento adjunto. 
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NOTICE FOR RESIDENTS OF ARKANSAS 

If You have a question concerning Your coverage or a claim, first contact the Policyholder or group account 
administrator. If, after doing so, You still have a concern, You may call the toll free telephone number shown 
on the Certificate Face Page. 

If You are still concerned after contacting both the Policyholder and MetLife, You should feel free to contact: 

Arkansas Insurance Department 
Consumer Services Division 

1200 West Third 
Little Rock, Arkansas 72204-1 904 

1-800-852-5494 
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NOTICE FOR RESIDENTS OF CALIFORNIA 

IMPORTANT NOTICE 

TO OBTAIN ADDITIONAL INFORMATION, OR TO MAKE A COMPLAINT, CONTACT: 

METROPOLITAN LIFE INSURANCE COMPANY 
200 PARK AVENUE 

NEW YORK, NY 10166 
ATTN: CORPORATE CONSUMER RELATIONS DEPARTMENT 

1-800-275-4638 

IF, AFTER CONTACTING METLIFE REGARDING A COMPLAINT, YOU FEEL THAT A SATISFACTORY 
RESOLUTION HAS NOT BEEN REACHED, YOU MAY FILE A COMPLAINT WITH THE CALIFORNIA 
INSURANCE DEPARTMENT AT: 

DEPARTMENT OF INSURANCE 
300 SOUTH SPRING STREET 

LOS ANGELES, CA 90013 
1-800-927-4357 (within California) 

1-21 3-897-8921 (outside California) 
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NOTICE FOR RESIDENTS OF CONNECTICUT 

MANDATORY REHABILITATION 

This certificate contains a mandatory rehabilitation provision, which may require you to participate in 
vocational training or physical therapy when appropriate. 
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NOTICE FOR RESIDENTS OF GEORGIA 

IMPORTANT NOTICE 

The  laws of the  s ta te  of Georgia prohibit insurers from unfairly discriminating against any person based upon 
his or her status a s  a victim of family violence. 



NOTICE FOR RESIDENTS OF ILLINOIS 

IMPORTANT NOTICE 

To make a complaint to MetLife, you may write to: 

Metropolitan Life lnsurance Company 
200 Park Avenue 

New York, New York 10166 

The address of the Illinois Department of lnsurance is: 

Illinois Department of lnsurance 
Public Services Division 
Springfield, lllinois 62767 
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NOTICE FOR RESIDENTS OF MASSACHUSETTS 

CONTINUATION OF DISABILITY INCOME INSURANCE 

1. If Your Disability lncome lnsurance ends due to a Plant Closing or Covered Partial Closing, such 
insurance will be continued for 90 days after the date it ends. 

2. If Your Disability lncome lnsurance ends because: 

You cease to be in an Eligible Class; or 
Your employment terminates 

for any reason other than a Plant Closing or Covered Partial Closing, such insurance will continue for 31 days 
after the date it ends. 

Continuation of Your Disability lncome lnsurance under the CONTINUATION WTH PREMIUM PAYMENT 
subsection will end before the end of continuation periods shown above if You become covered for similar 
benefits under another plan. 

Plant Closing and Covered Partial Closing have the meaning set forth in Massachusetts Annotated Laws, 
Chapter 151A, Section 71A. 
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NOTICE FOR RESIDENTS OF UTAH 

NOTICE TO POLICYHOLDERS 

Insurance companies licensed to sell life insurance, health insurance, or annuities in the State of Utah are 
required by law to be members of an organization called the Utah Life and Health Insurance Guaranty 
Association ("ULHIGA). If an insurance company that is licensed to sell insurance in Utah becomes insolvent 
(bankrupt), and is unable to pay claims to its policyholders, the law requires ULHIGA to pay some of the 
insurance company's claims. The purpose of this notice is to briefly describe some of the benefits and 
limitations provided to Utah insureds by ULHIGA. 

PEOPLE ENTITLED TO COVERAGE 

You must be a Utah resident. 

You must have insurance coverage under an individual or group policy. 

POLICIES COVERED 

ULHIGA provides coverage for certain life, health and annuity insurance policies. 

EXCLUSIONS AND LIMITATIONS 

Several kinds of insurance policies are specifically excluded from coverage. There are also a number of 
limitations to coverage. The following are not covered by ULHIGA: 

Coverage through an HMO. 

Coverage by insurance companies not licensed in Utah. 

Self-funded and self-insured coverage provided by an employer that is only administered by an 
insurance company. 

Policies protected by another state's Guaranty Association. 

Policies where the insurance company does not guarantee the benefits. 

Policies where the policyholder bears the risk under the policy. 

Re-insurance contracts. 

Annuity policies that are not issued to and owned by an individual, unless the annuity policy is 
issued to a pension benefit plan that is covered. 

Policies issued to pension benefit plans protected by the Federal Pension Benefit Guaranty 
Corporation. 

Policies issued to entities that are not members of the ULHIGA, including health plans, fraternal 
benefit societies, state pooling plans and mutual assessment companies. 

GCERT2000 
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NOTICE FOR RESIDENTS OF UTAH 

LIMITS ON AMOUNT OF COVERAGE 

Caps are placed on the amount ULHIGA will pay. These caps apply even if you are insured by more than one 
policy issued by the insolvent company. The maximum ULHIGA will pay is the amount of your coverage or 
$500,000 -whichever is lower. Other caps also apply: 

$100,000 in net cash surrender values. 

$500,000 in life insurance death benefits (including cash surrender values) 

$500,000 in health insurance benefits. 

$200,000 in annuity benefits - if the annuity is issued to and owned by an individual or the 
annuity is ~ssued to a pension plan covering government employees. 

$5,000,000 in annuity benefits to the contract holder of annuities issued to pension plans 
covered by the law. (Other limitations apply). 

Interest rates on some policies may be adjusted downward. 

DISCLAIMER 

PLEASE READ CAREFULLY: 

COVERAGE FROM ULHIGA MAY BE UNAVAILABLE UNDER THlS 
POLICY. OR, IF AVAILABLE, IT MAY BE SUBJECT TO SUBSTANTIAL LIMITATIONS OR 
EXCLUSIONS. THE DESCRIPTION OF COVERAGES CONTAINED IN THlS DOCUMENT 
IS AN OVERVIEW. IT IS NOT A COMPLETE DESCRIPTION. YOU CANNOT RELY ON 
THlS DOCUMENT AS A DESCRIPTION OF COVERAGE. FOR A COMPLETE 
DESCRIPTION OF COVERAGE, CONSULT THE UTAH CODE, TITLE 31A, CHAPTER 28. 

COVERAGE IS CONDITIONED ON CONTINUED RESIDENCY IN THE 
STATE OF UTAH. 

THE PROTECTION THAT MAY BE PROVIDED BY ULHIGA IS NOT A 
SUBSTITUTE FOR CONSUMERS' CARE IN SELECTING AN INSURANCE COMPANY 
THAT IS WELL-MANAGED AND FINANCIALLY STABLE. 

INSURANCE COMPANIES AND INSURANCE AGENTS ARE REQUIRED BY 
LAW TO GIVE YOU THlS NOTICE. THE LAW DOES, HOWEVER, PROHIBIT THEM FROM 
USING THE EXISTENCE OF ULHIGA AS AN INDUCEMENT TO SELL YOU INSURANCE. 

THE ADDRESS OF ULHIGA, AND THE INSURANCE DEPARTMENT ARE 
PROVIDED BELOW. 

Utah Life and Health lnsurance 
Guaranty Association 
955 E. Pioneer Rd. 
Draper, Utah 841 14 

Utah lnsurance Department 
State Office Building, Room 31 10 

Salt Lake City, Utah 841 14 



NOTICE FOR RESIDENTS OF VIRGINIA 

Virginia residents please be advised of the following: 

IMPORTANT INFORMATION REGARDING YOUR INSURANCE 

In the event you need to contact someone about this insurance for any reason, please 
contact your agent. If no agent was involved in the sale of this insurance, or if you have 
additional questions, you my contact the insurance company issuing this insurance at the 
following address and telephone number: 

METROPOLITAN LlFE INSURANCE COMPANY 
200 PARK AVENUE 

NEWYORK, NEW YORK 10166 
ATTN: CORPORATE CUSTOMER RELATIONS DEPARTMENT 

1-800-275-4638 

If you have been unable to contact or obtain satisfaction from the company or the agent, you 
may contact the Virginia State Corporation Commission's Bureau of lnsurance at: 

VIRGINIA STATE CORPORATION COMMISSION 
BUREAUOFINSURANCE 

LIFE AND HEALTH DIVISION 
P.O. BOX 1157 

RICHMOND, VA 23219 

Written correspondence is preferable so that a record of your inquiry is maintained. When 
contacting your agent, company or the Bureau of lnsurance, have your policy number 
available. 



NOTICE FOR RESIDENTS OF WISCONSIN 

Wisconsin residents please be advised of the following: 

KEEP THIS NOTICE WlTH YOUR INSURANCE PAPERS 

PROBLEMS WITH YOUR INSURANCE? - If you are having problems with your insurance company or 
agent, do not hesitate to contact the insurance company or agent to resolve your problem. 

Metropolitan Life lnsurance Company 
Customer Service 

1 821 0 Crane Nest Drive 
Tampa, FL 33647 
1-800-275-4638 

You can also contact the OFFICE OF THE COMMISSlONER OF INSURANCE, a state agency which 
enforces Wisconsin's insurance laws, and file a complaint. You can contact the OFFICE OF THE 
COMMISSIONER OF INSURANCE by contacting: 

Office of the Commissioner of lnsurance 
Complaints Depariment 

P.O. Box 7873 
Madison, WI 53707-7873 

1-800-236-8517 outside of Madison or 266-0103 in Madison. 
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NOTICE FOR RESIDENTS OF ALL STATES 
FRAUD WARNING 

If You have applied 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: 

For Residents of New York - only applies to Accident and Health Insurance (AD&DIDisability) 

Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance or 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 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. 

For Residents of 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. 

For Residents of Kansas and Massachusetts 
. 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, and may subject such person to criminal and civil penalties. 

For Residents of New Jersey 
Any person who includes any false or misleading information on an application for an insurance policy or who 
knowingly files a statement of claim containing any false or misleading information is subject to criminal and 
civil penalties. 

For Residents of 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. 

For Residents of 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. 

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

For Residents of All Other States 
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. 

GCERT2000 
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NOTICE FOR RESIDENTS OF ALL STATES 

WORKERS' COMPENSATION 

This certificate does not replace or affect any requirement for coverage by workers' compensation insurance. 

MANDATORY DlSABlLlN INCOME BENEFIT LAWS 

For Residents of California, Hawaii, New Jersey, New York, Rhode Island and Puerto Rico 
This certificate does not affect any requirement for any government mandated temporary disability income 
benefits law. 
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