A' Enrcliment Appl

ication and Change Form

[l HSA Health Plan

[ | Choice Plus Health Plan

UnitedHealthcare

N

-

EMPLOYEE INFORMATION

Last Name First Name. M Sex [0 Male Date of Birth Social Secwity Number - Marita] Status O Single
' [] Female ‘ O Married
Home Address City State Zip Code Haorme Phone Numbsr
|
Employer Name Division/Location OFT | Union O Hourly | 7] Active Work Phone Numbsr
OPT | [ONonunion| I Salary | 17 Retired (Rate 1« )
@5 WHOC SHOULD ih WAIVER OF COVERAGE: s TYPE OF CHANGE
BE COVERED £l I decline coverage for myself I Add Spouse/Child (complste Sec. 5) [J Reinstatement - Reason
3 Employse Only E11 decline coverage for my dependents G Terminate Spouse/Child (complets Sec. 5) ]
I Employsa Plus Spouse Reason: 1 covered under ancther plan {3 Address (enter above) O Surviving Spouse - Former Employee 88N
[1 Employee Plus Ore Dependent [ Othar: [ Name Change (compléte Sec. 5)
[2 Employee Plus Ghild(rsn) wote: IF (See sepunnsdam;} ; p . [3 Terminate All Coverags - Reason [0 COBRA Continues - Former Employee SSN
. \ oter you &ra declihing coverage for yourself or your
H Employse Plus Family dependents, because of coverage under ofher heaith coverags,
you are required to complete this sectfon. Your fallure to do so O Other
may cause you or your.depandents io be consldered a /ate | EFFECTIVE DATE:
enroliee IF you enroll in this pler at a later date.
2] COVERAGE INFORMATION
W Add : Social Date of Birth Other Full-Time
%E] E{;‘ Last Name First Name Kl Septrity # (MM/ZDIY Sex Insurance Disablad g&gf?g%
Empleyee ‘
Spouse ay
. ON
Ghild 1 M Ov oy Oy
OF N LN CIN.
Child 2 OMm Oy oy 0y
OF OxN Own N
Child 3 OmM oy Cly Oy
. [mYS N OnN 1N
JiE OTHER INSURANCE AUTHORIZATION

HealthCare plan, Medicare or Medicaid?,
15 another persen lagally responsibia for
If you answered yes to efther of the gue

On the day your coverage begins, will you, your spouse, or any of vour dependents
be covered under any cther hesith plan or pollsy Including anuthelrjk‘i{nitﬁd

coveraga for your chiidren?.
stions above, please complet

Peison's Name with Other Health Plan

Sogial Becurity Number

Bate of Birth Sex

Other Gompany's Name and Phone Number

Other Company's Palicy Number and Effective, Data

Medicare Number Part A

Effective Date Part B Effactive Date

ll_]n behall of mysell anyone enrolled ofi o added o this torm | Us"), | authorize &y NEAlN care professional or ity 10 give United HediACate and 1t afiiates (and

the employer) of any of thelr designees, any and all records or Information perfaining to medical history or services rendersd to Us for any administrative purpose,
Including evaiuation cf ar application or & claim, and for any analytical or research purposes. | also authorize on behzlf of Us the use of & Social Secrity Nimber for
purpose of Jdentification. | understand and agree that any omisslons or Incorrect statements made on this applicgtIun mady Invalidate my and/or my dependsnts’
coverage, | further understand that coverage will bacome effective only on tha date specified by the Insurer or Plan ‘Administrator after it has been approved by the
insurer or Plan Administrator and after the tull premium has been pald. By signing this fornt, | hereby certify thet all the information provided is true and correct,

If my empioyee's plan Is a contrbutory plan, { diract my employer to deduct the amount of any reqired contribution from my pay. | can cancel tis direstion Tn writing
at any tima, - NOTIGE (OF ENROLLMENT RIGHTS

{ understand that If | and/ar my dependent, IF any, welve coverage and desire to partlcipate In the plan at a later date, coverage may ba subject to treatment as 2 late
enrollen. | arther understand that if | decllne enrollment for myself or my dependants (including my spouse) becayse of other health coverage, | may In the future be
able fo enroll myseif or my dependents In s plan, provided that | request enraliment within 10 cays after such coverage ends. In addition, IF & new dependent
relationshlp forms as a result of manlage, birth, adoptlon, cr placement for adoption, | may be able o enroll myself and my dependents provided that | request
enrollment within 30 days after such marriage, birth, adoptlon, or placement for adoption.

Healtft Insurance or medlcal services benafits provided or sdminfstered by Unlted HeaithCare Insurance Comoany. Minneapois, Mi.

Date

Signature




