Enroliment Application/Change/Cancellation Request lJJ] UnitedHealthcare

Illinois
| CHOOSE TO ENROLL IN:
ClEnroll | o Address Change P OSPLAN
ClCancel | CIName Change HDHP/HSA PLAN
[1Change | DateofChange __ /_ /_ -

ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application, 1) please review all sections and confirm the
employee completed the appropriate information, 2) complete the information in this section and 3) provide your signature and today’s
date. If the employee is waiving coverage, do not submit the application but retain it for your records.

Company Name Group # Department # o
Plan Variation Reporting Code Benefit Level/Class Code, if applicable
Medical Vision Medical Vision Life/AD&D Suppl. Life
Dental Life Dental Life Spouse Life Suppl. AD&D
O New Enroliment/Additions: (Check one} O Cancellations: Last Date of Employment__ /__ /
Date ofHire __/__/__ Requested Date of Coverage _ / /[ Requested Effective Date of Cancellation__/__ [/
: O Cancel all coverage
OO New Hire [ Status Change (PT to FT) X .
[IReturn from Leave/Layoff IF:‘lCanc?l a|I1I Ilslfed below — Section B
OBirth  OMarriage [ Adoption Degson. fe e; or|1e) . .
O Court ordered dependent eath [I1Emp oyee Terminated [ Divorce
O Other (describe) O Moved out of service area
C1COBRA/State Continuation start date stop date SDeﬁendent reached dependent max age
O Annual Open Enrollment Requested Effective Date of Enrollment ___ /. / Other {describe)
Employee Type [lUnion O Salaried OActive CO0COBRA/State Cont. | #Hours worked per week
CINon-union ClHourly O Retire Date
Signature Date =
Employer Position _ Phone Number
A. Employee Information
Last Name First Name MI | Social Security Number
Ll d=1 =] ] ]
Address ‘ Apt# City State Zip Code Home Phone
! Cell Phone
Date of Birth Sex Marital Status [Single [Divorced CIMarried COWidowed
/ / LM LIF Language Preference, if not English Work Phane
Email Address Race — Check all that apply {Optional)?
- - CIAmerican Indian/Alaska Native ClAsian [Black/African-American
Tosetest-paperless delivery complete and sign the enrollment [ClHispanic/Latino CINative Hawaiian/Pacific Islander CIWhite
form and provide ddress. Check here to receive your .
. - O 0ther—Please specify
Required Plan Communications by mai
Primary-Physician' PrimaryBentist! a
Physician First & Last Name ———_ _ Dentist First & LastName _— —— -
o# - - _|IDF_ o e

'IMPORTANT: Please see employer representative as some plans require a Primary Physician {Primary Care) and/or a Primary Care Dentist
(PCD) selection.

2Data collected will be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being and
not for eligibility or claim payment determination.

Coverage Provided by “UnitedHealthcare and Affiliates”:

Medical coverage provided by UnitedHealthcare Insurance Company, UnitedHealthcare Insurance Company of lllinais, UnitedHealthcare of
lllinais, Inc., UnitedHealthcare Insurance Company of the River Valley, or UnitedHealthcare Plan of the River Valley, Inc.
Bantalcoveragesrovided-bvlnitedHealthestalnsitance-Comaan

Vision coverage provided by Uni'EedHeaIthcare Insurance Company
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B. Family Information

List All Enrolling/Changing/Cancelling (Attach sheet if necessary)

Check Relationship? | Last Name First Name

appropriate
box Spouse

Ml Date of Birth

Om OF /

Sex

/
ol {)D;Tn;gftlc Social Security Number 'Wnl /
CCancel Name: =
Clchange == e \ -
Race—Check [JAmerican Indian/Alaska Native O Asian CIBlack/African-American | Primary Care Denti
?g tgztngﬂﬁly OHispanic/Latino O Native Hawaiian/Pacific Islander CI1White Name: S
P [10ther—Please specify D .
Check | Relationship? | Last Name First Name Ml | Sex Date of Birth
g(p»;:ropnate Dependent Om OF / /
ClEnroll Social Security Number
O cancel
O Change ‘ \ |_| | \_‘ I I | N

Race—Check [JAmerican Indian/Alaska Native [JAsian [JBlack/African-American

I anarwa/
Name:

E’(']' f?ig;aaf)g'v Ol Hispanic/Latino [C1Native Hawaiian/Pacific Islander C1White -

) O 0ther—Please specify - . \LW
Check | Relationship® | Last Name First Name MI | Sex Date of Birth
gggroprlate Dependent OM OF / /

O Enroll Social Security Number F‘w-’»a;a&hysician1
[ Cancel Name:
L Change ==

Race—Check [JAmerican Indian/Alaska Native [C1Asian OO Black/African-American

Prlmaryw \
Name:

?(l)' tgm’)g'v CHispanic/Latino CINative Hawaiian/Pacific Islander CWhite
P O 0ther—Please specify
Check | Relationship? | Last Name First Name MI | Sex Date of Birth
gggropnate Dependent Owm OF / /
CIEnrall Social Security Number W :
Ol Cancel Name: s
Dlchange L= L= ] jme > -

Race—Check CJAmerican Indian/Alaska Native [1Asian [1Black/African-American
?g “t‘iztn‘;?ﬁ'y OHispanic/Latino CINative Hawaiian/Pacific Islander C1White
P O 0ther—Please specify

e

Primary W

IMPORTANT: Please see employer representative as some plans require a Primary Physician (Primary Care) and/or a Primary Care

Dentist {PCD) selection.

2For some cases, such as Qualified Medical Child Support, additional documentation may be required. Please see employer representative

far more information.

3Data collected will be used only to help communicate with enrollees and inform them of specific programs to enhance their well-being

and not for eligibility or claim payment determination.

C. Product Selection

Please check the box for each coverage in which you or your dependents are enrolling.
If your employer offers a choice of plans, indicate which plan you are selecting. Indicate the doltg%amount
~Term

selected for the Life and Accidental Death & Dismemberment {AD&D), Supplemental Life, Disability
(STD), and Long-Term Disability (LTD) plans. Benefit offerings are dependent upon empttyer selection.
Person \@al Dental Vision Basic Life/AD&D ,Strpﬁfe/AD&D Voluntary AD&D
Employee o ~Ng_ O 0s_ . |Os as
Spouse/Domestic Partner O O O Ty _|Os os
Dependent O O as - as s
Person STD STDM‘__ LTD Buy Up Salary $ Required only if
Employee O O O T~ Life, STD, or LTD based on salary

Life Insurance Beneficiary Full Ng[us'gn‘d/Address {if applying for Life Insurance with UnitedHeaIM

Relationship

Primary

S%undary/
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D. Other Medical Coverage Information This section must be completed. (Attach sheet if necessary.)

On the day this coverage begins, will you, your spouse or any of your dependents be covered under any other medical health plan or policy,
including another UnitedHealthcare plan or Medicare? [IYES (continue completing this section) CINO (skip the rest of this section)

Name of other carrier

Other Group Medical Coverage Information Type Effective Date | End Date Name and date of birth of policyholder
(only list those covered by other plan) (B/S/F)* for other coverage

Spouse Name:

Dependent Name:

Dependent Name:

Dependent Name:

*B.Enter 'B' when this dependent s covered under both you and your spouse’s insurance plan (married)
S.Enter 'S’ if you are the parent awarded custody of this dependent and no other individual is required to pay for this dependent’s medical expenses.
F. Enter ‘F'if this dependent is covered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.

Medicare — Employee Information: If enrolled in Medicare, please attach a copy of your Medicare ID card.

O Enrolled in Part A: Effective Date _ Clineligible for Part A* O Not Enrolled in Part A {chose not to enroli)
[dEnrolled in Part B: Effective Date O Ineligible for Part B* O Not Enrclled in Part B (chose not to enroll)
[IEnrolled in Part D: Effective Date O Ineligible for Part D* CINot Enrolled in Part D (chose notto enroll)

Reason for Medicare eligibility: L1 0ver 65 OKidney Disease [ODisabled [IDisabled but actively at work

Medicare — Spouse/Dependent Name:

CEnrolled in Part A: Effective Date ___Olneligible for Part A* O Not Enrolled in Part A {chose not to enroll)
O Enrolled in Part B: Effective Date ___[lneligible for Part B* CINot Enrolled in Part B (chose not to enrall}
OEnrolled in Part D: Effective Date Oineligible for Part D* O Net Enrolled in Part D (chose not to enroll)
Reason for Medicare eligibility: (1 Over 65 OKidney Disease [Disabled [Disabled but actively at work

*Only check “Ineligible” if you have received documentation from your Social Security benefits that indicate that you are not eligible for Medicare.

E. Waiver of Coverage Declining coverage due to existence of ather coverage: | | understand that by waiving coverage at this time,

I decline coverage for: O Spouse’s Employer’s Plan O Individual Plan | will not be allowed to participate unless | qualify at

O Mvself [I Covered by Medicare I Medicaid a special enrollment period or as a late enrolleg, if
WSE applicable, or at the next open enroliment period.

Ol Spouse DC[.)BRAfrom Prior Employer - L1VA Eligibility | acknowledge that | have received the “Important

O Dependent Children OTri-Care Information” statement

CIMyself and all [ 1{we) have no other coverage at this time which is included Employee Initials | Date
dependents O Other with this form.

Your enroliment in the plan is expressly conditioned upon your acceptance of all terms and conditions contained in this enrollment
application. If you do not agree to the following terms and conditions, you may not complete your enroliment.

TERMS AND CONDITIONS

As a condition of my and/or my dependents’ participation in the plan, and in consideration for the privileges that come from participation in
the plan, | hereby agree for myself and/or for my dependents as follows:

I recognize and understand that the plan contracts with physicians and other providers that make up the plan network. | recagnize that all
physicians and other providers that participate in the plan network are subjectto credentialing under applicable State regulations and
pursuantto the plan’s network credentialing process. | understand that such credentialing includes a review of pravider education, training
and licensure. However, by participating in the plan [ hereby acknowledge and accept that the plan is not a provider of medical services, and
| am aware that obtaining or not obtaining medical care involves significant risks such as serious injury and even death. | acknowledge that
the credentialing of physicians and other providers does not in any way reduce this risk. | agree to assume all risks and responsibility for,
and hold the plan harmless from, any and all claims for damages, including personal injury or death, medical expenses, disability, lost wages,
and loss of earning capacity which may be incurred or associated with medical treatment obtained through a participating physician or other
provider. | recognize that all physicians and other providers that participate in the plan network are independent contractors and not the
plan‘s employees or agents and are solely responsible for any malpractice, adverse outcomes, or any other claims arising from medical
treatment rendered to me and my dependents. | HEREBY AGREE THAT THE PLAN IS NOT RESPONSIBLE NOR LIABLE FOR ANY ADVICE,
COURSE OF TREATMENT, DIAGNOSIS 0R ANY OTHER INFORMATION, SERVICES OR PRODUCTS THAT | OR MY DEPENDENTS OBTAIN
THROUGH A PARTICIPATING NETWORK PHYSICIAN OR OTHER PROVIDER.

{continued on next page)
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F. Signature (Continued)

I recognize and understand that the plan does not recommend, endorse or make any representation about the appropriateness or suitability
of any specific tests, products, procedures, treatments, services, or opinions. | recognize that the plan, plan documents, and any health and
wellness information provided by the plan, are not intended or implied to be a substitute for professional medical advice, diagnasis or
treatment. | agree to confirm any medical information obtained from or through the plan with other sources, and will review all information
regarding any medical condition or treatment with my physician. | HEREBY AGREE TO NEVER BISREGARD PROFESSIONAL MEDICAL ADVICE
OR DELAY SEEKING MEDICAL TREATMENT BECAUSE OF SOMETHING | HAVE READ OR ACCESSED THROUGH THE PLAN.

1 confirm that the information [ have provided on this form is complete and accurate.

1 understand that the health benefit plan that | have selected provides reimbursement for certain medical costs, which are more fully
described in the current Certificate of Coverage. | understand there may be instances where treatment decisions made by my physician or
me or medical expenses which | have incurred may not be covered by my health benefit plan.

| understand thatinformation collected in connection with administration of the benefit plan may be used to bring to 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 thatit is no longer individually identifiable and use it for commercial and other purposes.

| acknowledge that | have received the “Important Information” statement which is included at the end of this form.

Date Employee Signature for all applying and waiving Spouse Signature (if applying for coverage)

IMPORTANT INFORMATION

In order to make choices about your health care coverage and treatment, we believe that it is important for you to understand how your plan
operates and how it may affect you. In an ever-changing environment, the information can never be complete and we urge you to contact us
if, after enrollment, your Certificate of Coverage or other materials do not answer your questions. Further information is available at
www.myuhc.com or at the toll-free Customer Care number located on the back of your identification card or on other plan materials.

1. We do not provide health care services or make treatment decisions. We help finance and/or administer the health benefit plan in which
you are enrolled. 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 provider make those decisions.

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

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

4. We contract with networks of physicians and other providers. Our credentialing process confirms public information about the providers’
licenses and other credentials, but does not assure the quality of the services provided.

5. Physicians and other providers in our netwaorks are independent contractors and are not our employees or agents. We do not control nor
do we have a right to control your provider’s treatment or plan.

6. 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 to talk to
your provider about these arrangements.

7. We encourage physicians and other providers to talk with you about care you or your provider think might be valuable.

8. We will use individually identifiable information about you as permitted by law, including in our cperations and in our research. We will
use anonymous data for commercial purposes including research.

Statement of affirmation and authorization to obtain and disclose information in connection with eligibility for coverage.

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

| {we) authorize all providers of health services or supplies and any of their representatives to give the following to the HMO/insurance
company(ies): any available information about the health history, condition, or treatment of any persons named in this request. | (we)
authorize the HMO/insurance company(ies) to use this information to determine eligibility for health coverage and eligibility for benefits
under an existing policy.

1 {we) also authorize the HMO/insurance company(ies) to give thisinformation to its (their) representatives or to any other organization for
the reason notified above. | {we) agree that this authorization is valid for 30 months from the date below. | {we) know that | {we) have the
right to ask for and to receive a copy of this authorization.

| understand that the Certificate of Coverage and other documents, notices, and communications regarding my health benefit plan may be
transmitted electronically.

| {we) have not given the agent or any other persons any health information notincluded on the Request for Coverage. | {(we) understand
that the HMO/insurance company(ies) is not bound by any statements | (we) have made to any agent or to any other persons, if those
statements are not written or printed on this Request for Coverage and any attachments.
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