Enrollment Application and Change Form UnitedHealthcare

PLEASE READ INSTRUCTIONS ON REVERSE SIDE.
1 New Coverage [] Requestfor Change

_E A UnitedHealth Group Company

EMPLOYEE INFORMATION
Last Name First Name MI Sex O Mate | Date of Birth Social Security Number Marital £ Single [ Domastic
[ Female Stajus £ Married  Partner
Home Address Ciy State Zip Code Homa Phane Number
| )
Employer Name Department 0 Activa Work Phong Number
(3 Retired (Date ) J
B TYPE OF MEDICAL COVERAGE [l wao sHouw | | TYPE OF CHANGE _
[ Choice BE COVERED O Add Spouse/Child (complete Sec. 5) O Surviving Spouse — Fermer Emplayee SSN
[ Choice Plus O Employee Only O Terminate Spouse/Child {complete Sec. 5)
[ Employee Plus Spouse {1 Address [enter above) 1 COBRA Continuee — Former Employee SSN
{01 dectine coverage for myseif *Note; If you are declining coverage far yourseif or O Emgployee Plus Childiren) | | 3 Name Change (comptete Sec. 5)
L1 dectine coverage for my depandents your dependents, because of coverage under other [ Emgloyee Plus Family {3 Reinstatement - Aeasan O Other
Aeason: [ coverad under another plan health coverage, you are required 1o complete this
(] Other: section. Your faifure to do so may cause you or your
———————————  dependents o he considered a late enrollee if you
{sea sectiuns 6&7) enrnif in this plan at a iater date.
H COVERAGE INFORMATION
1A Add
T Tem Date of Other
16) Chy | Last Name First Namna M IMMADBAY Insurance Disatiied Qver 197
Empinyee : o :
Spouss oM C3Y
OF N
Child 1 M oy oy oy
EF CIN N [N
Child 2 am oy oy oy
OdrF N N N
Child 3 O oy oy oy
CiF EIN N £IN
a OTHER INSURANCE 7 AUTHORIZATION
On the day your coverage begins, will you, your spouse, o any of your dependents be covered under any ather On bahalf uf wyself and snyone smallzd on or added to this fom {57, Fauthorize any beahh care professional or entity to give United HeafthCare and its affliates land the esployar) o any of thei
healtis plan or policy including arother Unitad HeaithCara plan, Medicare or Medicaid?. .........0Y OGN
Is another person legatly responsible for coverage for your childrea? . ... ... e 1Y OGN
It you answered yes to either of the guestions abevs, please comglese the following:
Person’s Name with Other Health Plan Sociat Security Number ' It my employees plan is o corwributory plan, | direct my emplayer ta decet the amo n drom my sy | can cascel this direction in writing at any time.
NOTICE OF ENROLLMENT RIGHTS
n " | und | that it | and/or my dependents, if any, waive caverage and ._m&a to E_an_uua T the plan ot a later tdate, coverage may be subject to trentment s a late enrolies, |
Date of Hirth Sex Oter Company's Name and Phona Number turther undarstand that il | doctine earallment for mysell ar my | Ty & ] buenuse of other lealth coverage, | moy fm ke fulure be able 1o enroll myself or
my dapendasts In _Em plan, provided 1hat | renuest cnrallment within 30 days altor sech coveraga ends. In nddition, i 0 new dupendont refationship forms os b result of montage,
e - birth, adopiion or pl Tor adoptian, | may lie obde 1o earoll mysell nad my depondonts providud that | reqeest annliment within 30 days alter such mariage, hin, adoption,
Other Cempany's Poficy Number and Effectiva Date ur placemant for adaption,
Medicare Number Part A Effactive Data Part B Effective Date Health fnsurance or medival services benolits provided or athministered by United HealthCare Insuranco na_dam_:_. gapolis, MN.
X Signintie Data
B TO BE COMPLETED BY EMPLOYER

Henl

‘Change Eff. Da Folicy Number

Datz el Hite

GAP/SUBGRP/BNFT GRF Plan Va

FRepariny Cods/Braneh Employer Sigrature
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Enrollment Application and Change Form
INSTRUCTIONS

Use this form and follow the instructions for each section below. Please make sure that all applicable fields are completely and accurately
filled out.

Check appropriate box to indicate if you are enrolling for the first time or making a change.

SECTION 1............Complete all information.
SECTIONZ............Check the coverage plan you would like {Be sure to check with your employer to see which plans are being offered).
SECTION3............ Select who should be covered on the plans. |
SECTION 4. ...........Complete this section if you are making a change. Select the box which indicates the type of change you are making.
SECTIONS........... Fillin the appropriate action code for completing this form:
A = To add a dependent to your benefit plan
T = To terminate your or a dependent’s coverage
C = Tochange information about yourself or a dependent
Print your full name and the names of your covered dependents, if any. if any member listed has another health plan,
check the box marked Other Insurance and complete Section 6. Provide the zip code, date of birth, and sex for each
dependent and check the appropriate boxes indicating if a dependent is disabled or a full-time student. {If you have
more than 4 dependents, please attach an additional enrollment form.)
SECTIONG............This section must be completed for all new enrollments or coverage changes.
SECTIONT7............The employee must sign and date this form in order for it to be processed.
SECTIONB . ...........This section is to be completed by the employer’s benefit representative.
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