Enrollment Application and Change Form UnitedHealthcare

PLEASE READ INSTRUCTIONS ON REVERSE SIDE. A UnitedHealth Group Compary
P
{1 New Coverage [ Requestjor Change
1 EMPLOYEE INFORMATION
Last Name First Name M Sex [ Malg | Date of Birth Social Security Number Maritat £ Single [ Domestic
{J Female Status [ Married  Partner
Home Address City Staie Zip Code Home Phone Number
{ )
Employer Name Department : 7 Active Work Phone Numbez
[l Retired(Date _________} |1 ]
H TYPE OF MEDICAL COVERAGE E] wHoshou || TVPE OF CHANGE
O Choite BE COVERED ‘O Add Spouse/Child (complete Sec. 5) T Surviving Spouse — Former Employee SSN
[J Choice Plus 1 [C1 Emplayee Only {1 Terminate Spouse/Child {complete Sec. 5)
1 Employee Plus Spouse [0 Address (enter above) i1 COBRA Continuee — Former Employee SSN
(O declina coverage for myself *Note: If you are declining caverage far yaurself or 71 Employee Plus Childlren) | | 7] Name Change (complete Sec. 5)
(3| decline coverage for my dependents your depenients, hecause of caverage unier other [ Employee Plus Family | | ) Reinstatemant - Reasan 1 Other
Reason: [J covered under another glan heaith caverage, you are required to complete this
O] Other: sectipn. Your failure to do so may cause you or your
B ' —————  *dependents to be considered a late earolfee if you
{see sections GAT) emrofl in this plan at a later date.
H COVERAGE INFORMATION
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IC) Chy | Last Name . Fitst Mama M IMM/AGYY) Sex Insuranee Disalrled Dver 197
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6 | OTHER INSURANCE H AUTHORIZATION
Ori tie day your coverane begins, will you, your spouse, or any of your degendenis be coverad undar any other
health plan or golicy including arather United HealthvCare pfan, Medicare or Medicaid?, . ........C3Y ON :
| ther person legally responsible for poverags foryour children? .. ..o ol Y [N anatical or sgsgareh puposes. ¢ also 3 . y
5 anol p g <. P : q ¥ e N made on this app 1 may invalitata my and/or my depandents’ coverage. | further understand that coverage will become effective anly on tha date specifiod Ly the Insurar or Plan Al
If you answarad yes to either of the questions above, please complese the following: atter it has been approved by the lsurer or Flan Adminisimtor and atter the Tult premivm has iean paid. By signing this fonn, | heraby centity that al tha inlarwation provided is trus and comect.
Pezson's Nama with Othar Health Plan Social Security Number If vy employees plan is a contributary plen, §diect my emplover o deduet tie armoust of aoy mauired contiibution Trom iy pay. | can canzel 1his direcsion in vaiting at any

NOTICE GF ENAOLLMENT RIGHTS
o Py 5 Oher© oy TF Nomba | understani that if | andfor my dependents, it any, walve coverage ant dosire to participata in the plan ot o Eater dole, coverann may be subJect ie trantmant o5 a late earollee. |
e o3 Hirt EX ther Company's Name and Fhone Numbar . further undorstand that it | docking orroliment for mysoll or my depandeots {ineluding my spouse) bacause of otlar health coverage, | moy 1n tha future bo ahle to onroll mysall o
my dependesis In 1kis plan, provided that | request enroliment within 30 days sfier such covarage ands. In addition, if 1 new dopandent ratationship Inrms as o esolt of mardage,
hictfr, adoption or plagement ler ataption, § may be able to anral] myseti and my dependents provided thet | roquest earolimant within 30 days after such moerage, birth, adaption,

Other Company's Policy Number aad Effectiva Date or placemant far adogilan,
Medicara Numbar Part A Effective Date Part B Effective Date Heal wiancs or madival sarvices banefils provided or a tesed by Unitzd HealhCara Inswance Company, Minneapalis, MN.,
X Signatura Date
8| TO BE COMPLETED BY EMPLOYER

{Iate ol Hira Date Submitted Haaltiy/Change £, Date Palicy Number GRP/SUBGRP/BNFT GAP Plan Ya Repartiny Code/Branch Empluger Sigralure
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