Fully Insured Key Account Groups ‘ UnitedHealtheare
Enroliment Application/Change/Cancellation Request g »vwenwmnsocommy

™

To speed enrollment process, please be thorough and fill out all sections that apply. T Earoll | O Address Change

if waiving medical coverage, please see Section E. i Cancel | T Name Change
! Change | Date of Change i

First Name M.L. Last Name Social Security #/Employee 1D #
Street Address Apt.#  City County State Zip Country
Hame Phang Work Phane How many hours do Coverage Types

7 . you work per week? fiMedical O Dental O Vision
Marital = Single 71 Divareed | Sex ©1 M | Birthdate Physician™ Physieian's D No. Ara you &
Status T Married O Widowed OF current patient?
niiyilatarm S ; Yes oNo
Depemdents to he enrolled, cancelled, changed: {Attach sheet if necessary)
Check Last N First N M. : Physician® Are you
appropriale il -u"s e Sex| Birthdate|Relztionship*” SF[”L; Time 1[_:“'“" e a Carrent
box Dependent Social Sacurity No. et YR Physician's I Number Patient?
C Enrall 1 Yes I No oM
3 Cancel ‘ 1\;1 School Name: oD g;(i%s
DChange [88#] | [ |=] [ I=f 3 [ | =R
o Enroh O Yes 0O No oM
0 Cancel r‘]ﬁl School Name: 3] g ﬁ%&
TOChange |S8#| | [ -] | {~f | | | oV
z Enroll O Yes O Nao CM|-
o Cancel l\él School Name: ob EKI%S
OChange {SS#) f | {-1 & §-1 | § {§ avy

*IMPOHTANT. Please use the UnitedHealtheare directory of providers to choose a Primary Physician {Primary Gare), for yourself and each ol your covered
dependents for UnitedHealthcare Select and Select Plus only (HMO enly). **Your employer may have guidelines that require [egal documentation from you
ior court ordered dependents or other infarmation in order to male other eligibility determinations. UnitedHealthcare does not require copies of legal
documents. Please see employer representative for more information about these yualifications. If depandent does not have legal residence, please
L provide address an separate sheet. **Student verification may be requested for Over Age

Depenidents upon presentment of a claim, or at any time.
*Plan offerings are dependent upon employer election.
o Madical Plan - I your employer affers you a choice of medical plans [Le. Chaice Plus POS, Optiens PPO},

please write your medical plan selection here:
O Dental Plan - If your employer oifers you a cheice of dental plans {i.e. Dental Mznaged tndemnity)

please write your dental plan selection here:
 Camprehensive Vision Plan

LIFE INSURANCE PRODUCTS
Salary § Flat Amount §
Owl Omo Oyr
0 Ufe/Accidental Death or Dismemberment T Supplemental Life
0 Spouse Life Insurance o Suppl, Accidental Death and Dismemberment
O Dependent Life Insurance 2 Critical llinass Relationship

This section must be completed)

life Baneficiary’s Full Nama and Address

........................................... DYES IND
[nsurance Company Mame {use extra paper if ngaded) Coverage Siart Date | Coverage Stop Date
Coverage typs: O Group Policy O Individual Policy O Medicare/Medicaid O Other
15 this coverage through your spouse’s Name, date of birth and Social Security # of policy holder
employer? 00 YES o NO Ifyes, please
provide employer’s name
Employee's relationship to policyholder Names of family members with other continuing medical coverage {Including Medicare)
Madicare effective date | Reasan for Medicare eligibility: Medicare Claim #
Parts ARB & Over 5 O Disabled O Kidney Diseass

775-8350 3405 continued on reverse



Applicant Name

“m’sm Govera ‘“? — (This section must be completed if declining medical coverage)

3 | decline to envoll for medical coverage Tor myself, my spouse, and my dependent children due to:
o Exisience of other health coverage = Spousal coverage o Diher Beason {Explain)
Check one of the above hoxes, then read and sign.

| understand that if | and/or my dependents, if 2ny, waive coverage and desire to participate in the plan at a fater date, coverage may be subjectto
treatment as a late enrollee and may apply at next open enroliment perod. | further understand that if | decline enroliment for myself or my depandents
{inciuding my spouse) because of other health coverage, | may in the future be able to enroll myself or my dependents in this plan, provided that | request
anrollment within 31 days after such coverage ends. In addition, if 2 new dependent relationship forms s a result of marriage, birth, adoption, or
placament for adoption, 1 may be able to enroll myself and my dependent provided that | reguest enrollment within 31 days after such marriags, birth,

adoption, or the date | become party to & suit in which the insured seeks to adopt the child. | have read and understand the "important
Infarmation”located on the beck of this form. .

X Employee Signature Data Sigred
{only sign if you are waiving coverage)

1At fec s

| confirm that the information [ have provided on this form is complate and acecurate.

| understand that the health benefit plan that | have selected provides reimbursemant for certain medical costs, which are more fully described inthe
current Cerificate of Coverage or Summary Plan Description. 1 understand there may be instances where treatment decisions made by my physician or
me or medieal expenses whiel | hava ingurred may not be covered by my health benefit plan.

1 understand that information collected in copnection with adminisiration of the benefit plan may he used to bring fo my attention health products or

services that might be valuable to me and otherwise as permitted by law, | understand that you may combine that information with other information so
that it is no longer individually identifizhie and use it for commercial and other purposes.

I ackrowledge that | have received the “Important Information” statement which is included on the back of this ferm,

Date Employee Signature Spouse Signature
{if possible} and applicable

ATTENTION EMPLBYER BEPRESENTATIVE: To ensure accurate pracessing of application, 1) plesse review ail sections and confitm employee
completed the apprapriate information. 2} Complete section 6. 3} Please provide your sigrature and today's date.

Company Name Group # Depariment #
Plan Variation Reporiing Cede Benefit Level/Class Code, if applicable
Medical Vision Medical Visian LifefAG&D Supgl. Life
Dental Life Dental Life Spouse Life Suppl. AD&D
UnitedHezltheare Overture Package {A-5) Dep. Life Critical lllness
O New Enroliment/Additions; {Check one) O Cancellations: Last Date of Employment___ f [
DateofHire ___/ /  Heguestad Bate of Coverage __ /[ Requested Effective Date of Cancellation __/ /|
3 New Hire O Status Change (PTto FT) O Cancel all coverage
O Return from LeavefLayoff 0 Cancet listed abave — Section B
O Birth & Marriage 2 Adaoption {attach tegal documentation) Reason: (check one}
O Court ordered dependent {attach documentation] O Death O Employee Terminated © Divorce
0 Other [describe) O Moved out of service area
0 COBRA/Continuation startdate stop date 0 Dependent reached student/dependant max age
O Annual Open Enrollment  Requested Eifective Date of Enrollment ___ /[ __/ o Dther [describe}
OUnion O Non-union Ci Salaried T Hourly | 0 Active O Betire Date
Signature Date
Employer Position Phane Number

275-1350  3/05



Employee Enrollment for Additional Dependents UnitedHealthcare

Eﬂ} A UnstrgHealt Groun Compary

Employee Name gsn_ | | -l -1l
Last Name First Name Wi Full Time | *Physician Tobhacco
Secial Security Number Sex| Relalionship |Birthdate [Height [Weight | Studeat | {First and Last Name) sed
M o Yes O Yes
bl -1 1= 11t |F O No 0 No
M O Y&s D Yes
Ll l-1 ¢ -t 111 |F o No 01 No
M [t Yes OYes
L L l-1 bt y-r 1t ] IF 2 Ko 0 No
M O Yes B Yes
L= b d-1 1 b1 iF tiNo o No
v 3 Yes O Yes
E -1 1 1-1 1 1 & tF G No 3 No
M O Yes o Yes
-t bt b lF & No o No
M O Yes o Yes
I N A B O No O No
M O Yes i Yes
[ S O T T I F O o O No
M O Yas O Yes
Lt 1-0 1 4-1 1 14 LF &1 No O No
M 0 Yes O Yes
T N A N T S I I F 0 No o No
M 1 Yes 0 Yes
I O No &1 No
M 0 Yas 0 Yes
L 1 (-t v vt |F o No [ No
M O Yes O Yes
Lt 1= J LF G No 0 No
M O Yes o1 Yes
PLol-0 b 111 g |F 0 Mo O No
M O Yas O Yes
L L=t 1 t-t 11 F £ fio 0 No
g O Yes O Yes
NN O No 1 No
it 1 Yes D Yes
I I S N T I T A S F 0 No o Na
M O Yes O Yes
Ll t-r 1 i-0 11 1F o No 0 No

Health information for dependents listed on this addendum, if required for enrollment, has been included in the Medical History section of the
Employse Enrollment Form.

Date Employee Signature Spouse Signature {if possible and applicahls)

100-5221 906



Applicant Name

In arder to make choices abaut your health care coverage and treatment, we believe that it is impartant for yau to understand how your
plan operates and how it may affect you. In an ever-changing envirsnment, the information can never be complete and we urge you io
contact us if the information in your Summary Plan Description, Certificate of Coverage or other materials do not answer your questions.
Further information is available at www.[xxx].com, 1-800-[xxx-xxxx] ar iname of employer/agent contact.

1. We do not provide medical services or male freatment decisions. We help finance and/or administer the health benefit plan in which
you are enrolied. That means:

* We make decisions about whether the health benefit plan you chose will reimburse you for care that you may receive.
= We do not decide what care you need or will receive. You and your physician make those decisions.

2. We may enter into arrangements where anbther entity carries out some of our duties, but those entifies must operate consistently
with our commitment to your pian,

3. We may use individually identifiable information aboat you to identify for you {and you alone) procedures, products ar services that you
may find valuable.

4. We contract with networks of physicians and other providers. Our credentialing grocess eosfirms public infarmation about the
providers” licenses and other credentials, but does not assure the guality of the services provided.

5. Physicians and other praviders in our networles are independent contractors and are not our eimpioyees or agents. We do nat control
nor do we have a right to control your physician's treatmant or plan,

B. We may enter into agreements with your physician or other provider to share in the cost savings that our approach may generate,
We encourage providers in our network to disclose the nature of those arrangements with you. If they do not, we encourage you io
talk to your physician about these arrangements.

1. We encourage physicians to talk with you about medical gare you or your physician think might be valuable.

8. We will use individually identifiahle information about you as permitted by law, including in our operations and in our research, We
will use anonymous data far commercial purposes including research.

| {we) request the indicated group madical coverage for myself and, if the plan provides, far my dependents. | authorize any required
premium contributions to be deducted from earnings.

I {we) authorize alf providers of health services or supplies and any of their representstives to give the following to the HMO/insurance
company(ies}): any available information about the medical history, condition or treatment of any person named in this requast. | {we)

autharize the HMGfinsurance company(ies) to use this information to determine eligibility for medical caverage and eligibility for benefits
under an existing policy.

I {we) also authorize the HMO/insuranice companylies) to give this infarmation 1o its {their) representatives or to any other arganization for
the reasan notified above. | {we) agree that this authorization is valid for 30 months from the date of this form. 1 {we) know that | {we)
have the right to ask for and to receive a copy of this authorfzation.

| understand that the Certficate of Caverage or Summary Plan Description and other documents, notices and eommunications regarding
my health benefit plan may be transmitted eleciranically.

I twe) have not given the agent or any other persans any health information not includad on the ﬁequest for Medical Coverage. | (wa)
understand that the HMO/insurance companylies) is not bound by any statements | {we} have made to any agent or to any other persons,
if those statements are not writien or printed on this Request for Medical Caverage and any attachments.

Group Medical insurance provided by or through:
United HealthCare Insurance Company/UnitedHealthcare of Texas, Inc.

275-1350 /05



