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Employee Enroliment Form UnitedHealthcare Insurance Company
UnitedHealthcare of California

To speed the enraliment process, please be thorough and
fill out all sections that apply. — h Tgh _mid_Llsc> _PPO

To Be Completed by Employer Requested Effective Date of Coverage/Date of Change __[__ /| _
Group Name: - : : DBA {if applicable):
’ Product Group # Plan Variation # Reporting Code

Date of Hire . Medical
Position/Title . Dental
Hours Worked per Week Vision

I‘Reasonﬂfor Application gano_yee g‘l’f _(Che%a&l thﬁ "fpplly:)l Relired Cancellations: Last Date of Employment _/_/__
[ New Group Plan-I1 New Hire O Hztx?;le a Sgllgn O Otl;):r- nion[J Retire Requested Effective Date of Cancellation _/_/__
I Life EventDate_/_/ CJAnnual O Earl {Reﬁre o "y [ Cancel all coverage

[J Status Change____ Open -2y [ Cance! all listed below ~ Section B (family informaton)

Enroliment. | O COBRA 1 Cal COBRA ODeath [ Employee Terminated [ Divorce
1 Dependent Addelete O Late Startdate /| Enddate__/_/ "1 Moved out of service area
g g::fe Name/Addres Enrollee gg;f{gf g“j’::gyy::g E:I’:::: e [ Dependent reached max age
[ Rehire Begin dete || End date__|_|___ I Other (fiescnbe\
A Stovee Info A Complete all sections. If you are waiving all coverage, please
i complete only Sections Aand F.
Last Name " | First Name M | Social Security Number Home Phone
. Work Phone
Address Apt.# - City . State 2P E-mail address .
Date of Birth |Sex | Marital Status ) Have you or your dependents ever been a Prefered Language: .
Om |OSingle OMarried CiDivorce UnitedHealthcare member? OYesCONo - |[JEnglish CISpanish CChinese ClVietnamese-
OF |CWidowed [ClDomestic Pariner [CIKorean CIOther

Primary Care Physician® Name: Primary Care Dentist® Name,

Address i _ ID# )

1Y S IR DO N T A I O Existing Patient TIYes OINo Existing Pafient '[Yes [INo -

Have you used tobacco within the past 12 months? CYes [INo ) T

Complete all sections for all family members.

W B. Family Information
Chack Name (Last, First, MI) ’ . Sex| Relationship” Birth Date Used tobacco
Sggrop{iate ‘ oM Spouse/ within the last
3 Enrol Social Security Number ' ) OF|  Domestic /. |12months?
T Partner. O YesCINo

| Preferred Language: [J English 1 Spanish [ Chinese

[ Cancel [Address (if different from Employee)®
[J Vietnamese 1 Korean [ Other,

. |0 Change
Primary Care Physician” Name: . | Primary Care Dentist® Name
Address ID#
157 S N N TN O A S A - Existing Patient [lYes CINo Existing Patient OYes [ONo

mary Care Physician for yourself and each of your covered dependents for products '
a Primary Care Dentist for yourself and each of your covered dependens for
m Employee. (4) For court-ordered dependent, legal documentation must
unmarried, chiefly dependent upon subscriber/covered person
please attach a medica! certification of digability.

IMPORTANT: () Please use the UnitedHealthcare Provider Directory to select a Pri
vequiring a Prifmary Care Physician designation. (2) Please use the Dental Directory to select
products requiring a Primary Care Dentist designation. (3) Include address only if different frol
be attached. (6) If you answered “Yes" for Disabledand the dependent child is 26 years of age or older,
for support and is not able to be self-supporting because of a physically or mentally disabling injury, illness or condition,
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Subscriber Last, First Name _

SSN,

B. Family Information (cont.)

- Complete all sections for all family menibers. (Attéch sheet if necessary)

2{,’9%‘ ate Name (Last, First, MI) Sex | Relationship® Birth Date Used tobacco
Box . _ , OM|  Dependent . |within the fast
.- |Socil Security Number ofFf — [ |12 months?

Oenoll 1° 4 ) W 1 W | s [ Yes CINo

1 Cancel Addre§s (if different from Employee)

Permanently Disabled and age 26 or older® [l Yes' ‘CINo

1 Change}

| Prefemed Language: LI Engish LJ Spanish L] Chinese

[ Vietnamese an__[] Other

Primary Care Physician Name: Primary Care_Dentist? Name

Address __ i ID#

o# __f_ L L1t 1 1 | " Existing Patient DOYes ONo Existing Patient ‘TiYes [INo .
Check Name (Last, First, Mi) Sex | Relationship” . BithDate - |Used tobacco
Appropriate, - - s ithin the last
Box e OM|  Dependent Within the las

Social"Security Number OF i —do [ |12 months?
Ol |y W W | ‘ [ Yes CINo

[ Cancel | Address if different from Employee) _

Permanently Disabled and age 26 or oldg}“’ OYes [INo

(] Chéngen

Prefered Language: L Engish L] Spanish L1 Chinese

1 Vietnamese Korean _[7] Other
Primary Care.Physic}an"’ Name: - Primary Care Dentist® Name
Address _ . 1D# ——
Jwoe Existing Patient [OYes CONo Existing Patient OYes [INo ‘

gg:%pﬁme Name (Last, First, N]ll') = Sex { Relationship® Birth Date ‘tzlstﬁg] t?hl;a&cst:‘
Box Social Security Number ] S'QM Dependent /- [ |12'months?
Qe ) ) W W ] | : 10 YesEINo
3 Cancel [Address (if different from Employee) Permanently Disabled and age 26 or older” CIYes [ No
[ Change ' Prefered Language: L English L1 Spanish LJ Chinese

[ Vietnamese [J Korean [ Other

Primary Care Physician™ Name:

Address

Primary Care Dentist” Name

ID#

o#E Ll

Existing Patient CIYes [INo

Existing Patient

OYes [ONo
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.
[

Subscriber Last, First Name ] - SSN .

G. Authorization to Release Medical Information and Signature

| authorize UnitedHealthcare Insurance Company and its affiliates (“UnitedHealthcare and Affiliates”) to obtain, use and disclose my medical, claim or
benefit records, including any individually identifiable health information contained in these records. | understand these records may contain information
created by other persons or entities (including health care providers) as well as information regarding the use of drug, alcohol, HIV/AIDS, mental health
(other than psychotherapy notes), sexually transmitted disease and reproductive health services. | authorize any health care provider, pharmacy benefit
manager, other insurer or reinsurer, hospital, clinic or other medical facility, health care clearinghouse, and any of their affiliates, representatives or
business associates, who may be in possession of my confidential health information, to disclose my information to UnitedHealthcare and Affiliates. |
understand this authorization is voluntary and | may refuse to sign the authorization. My refusal may, however, affect my ability to enroll in the health
plan or receive benefits, if permitied by law. | understand | may revoke this authorization at any time by notifying my UnitedHealthcare and Affiliates
. representative in writing, except to the extent that action has already been taken in reliance on this authorization. As required by HIPAA, UnitedHealthcare
. and Affiliates also request that | acknowledge the following, which | do: | understand that information | authorize a person or entiy to-obtain and use may
be re-disclosed (with the exception of HIV/AIDS health information) and no longer protected by federal privacy regulations except as prohibited by state
law. This authorization, unless revoked earfier, expires 30 months after the date it is signed. ’ .

| understand that | am completing a health application and that each response must be complete and accurate. | (we) request the indicated group medical
coverage for myself and, if the plan provides, for my dependents. | authorize any required premium contributions to be deducted from eamings. | (we) have
not given the agent or any other persons any health information not included 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. UnitedHealthcare is only seeking'to collect information about the curfent healih status of those persons listed

" on the application. You should not include any genetic information, Please do not include any family medical history information related to genetic services
or genetic diseases.for which you believe you or your dependents may be at risk. ‘ .. :

Please maintain a copy o? this authorization for your records.

Employee Signature Employee Name (please print)  ~ . Date




