
5
C

O
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R
A

G
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FO

R
M

ATIO
N

TYP
E

 O
F M

E
D

IC
A

L C
O

VE
R

A
G

E

■
 

■
 

■
 I decline coverage for m

yself
■

 
■

 
■

 I decline coverage for m
y dependents

R
eason:

■■■
 covered under another plan

■■■
 O

ther: _________________
(see sections 7

&
8

)

2

■
 

■
 

■
 E

m
ployee O

nly

■
 

■
 

■
 E

m
ployee P

lus S
pouse

■
 

■
 

■
 E

m
ployee P

lus O
ne D

ependent

■
 

■
 

■
 E

m
ployee P

lus C
hild(ren)

■
 

■
 

■
 E

m
ployee P

lus Fam
ily

W
H

O
 S

H
O

U
LD

B
E

 C
O

VE
R

E
D

3

S
M

E
nrollm

ent A
pplication and C

hange Form
P

LE
A

S
E

 R
E

A
D

 IN
S

TR
U

C
TIO

N
S

 O
N

 R
E

VE
R

S
E

 S
ID

E
.

■
 

■
 

■
 N

ew
 C

overage     ■
 

■
 

■
 R

equest for C
hange

■■■
A

dd S
pouse/C

hild (com
plete S

ec. 5
)

■■■
Term

inate S
pouse/C

hild (com
plete S

ec. 5
)

■■■
A

ddress (enter above)

■■■
N

am
e C

hange (com
plete S

ec. 5
)

■■■
Term

inate A
ll C

overage – R
eason

_________________________________________

TYP
E

 O
F C

H
A

N
G

E

D
ate of H

ire
D

ate S
ubm

itted
H

ealth/C
hange E

ff. D
ate

P
olicy N

um
ber

G
R

P
/S

U
B

G
R

P
/B

N
FT G

R
P

P
lan Variation/S

ub
R

eporting C
ode/B

ranch
E

m
ployer S

ignature

TO
 B

E
 C

O
M

P
LE

TE
D

 B
Y E

M
P

LO
YE

R

A
U

TH
O

R
IZATIO

N
O

n behalf of m
yself and anyone enrolled on or added to this form

 (“U
s”), I authorize any health care professional or entity to give U

nited H
ealthCare and its affiliates (and the em

ployer)
or any of their designees, any and all records or inform

ation pertaining to m
edical history or services rendered to U

s for any adm
inistrative purpose, including evaluation of an application

or a claim
, and for any analytical or research purposes. I also authorize on behalf of U

s the use of a Social Security N
um

ber for purpose of identification. I understand and agree that
any om

issions or incorrect statem
ents m

ade on this application m
ay invalidate m

y and/or m
y dependents’ coverage. I further understand that coverage w

ill becom
e effective only on

the date specified by the Insurer or Plan Adm
inistrator after it has been approved by the Insurer or Plan Adm

inistrator and after the full prem
ium

 has been paid. B
y signing this form

,
I hereby certify that all the inform

ation provided is true and correct.

If m
y em

ployees plan is a contributory plan, I direct m
y em

ployer to deduct the am
ount of any required contribution from

 m
y pay. I can cancel this direction in w

riting at any tim
e.

N
OTICE OF EN

ROLLM
EN

T RIGH
TS

I understand that if I and/or m
y dependents, if any, waive coverage and desire to participate in the plan at a later date, coverage m

ay be subject to treatm
ent as a late enrollee. I further

understand that if I decline enrollm
ent  for m

yself or m
y dependents (including m

y spouse) because of other health coverage, I m
ay in the future be able to enroll m

yself or m
y dependents

in this plan, provided that I request enrollm
ent within 30 days after such coverage ends. In addition, if a new dependent relationship form

s as a result of m
arriage, birth, adoption or

placem
ent for adoption, I m

ay be able to enroll m
yself and m

y dependents provided that I request enrollm
ent within 30 days after such m

arriage, birth, adoption, or placem
ent for

adoption.

H
ealth Insurance or m

edical services benefits provided or adm
inistered by U

nited H
ealthCare Insurance Com

pany, M
inneapolis, M

N
.

X Signature
Date

O
TH

E
R

 IN
S

U
R

A
N

C
E

O
n the day your coverage begins, w

ill you, your spouse, or any of your dependents be covered
under any other M

edical H
ealth plan or policy including another U

nited H
ealthC

are plan
or M

edicare?
....................................................................................................■

 
■

 
■

 Y    ■
 

■
 

■
 N

Is another person legally responsible for coverage for your children?
......................■

 
■

 
■

 Y    ■
 

■
 

■
 N

If you answ
ered yes to either of the questions above, please com

plete the follow
ing:

P
erson’s N

am
e w

ith O
ther H

ealth P
lan

S
ocial S

ecurity N
um

ber

D
ate of B

irth                        S
ex            O

ther C
om

pany’s N
am

e and P
hone N

um
ber

O
ther C

om
pany’s P

olicy N
um

ber and E
ffective D

ate

M
edicare N

um
ber

P
art A

 E
ffective D

ate
P

art B
 E

ffective D
ate

1
1

5
-1

1
2

5
    1

0
/9

7

E
M

P
LO

YE
E

 IN
FO

R
M

ATIO
N

1

4

68

7

*N
ote: If you are declining coverage

for yourself or your dependents,
because of coverage under other
health coverage, you are required
to com

plete this section. Your failure
to do so m

ay cause you or your
dependents to be considered a late
enrollee if you enroll in this plan at
a later date.

■■■
R

einstatem
ent – R

eason

_________________________________________

■■■
Surviving Spouse – Form

er Em
ployee SSN

_________________________________________

■■■
COBRA Continuee – Form

er Em
ployee SSN

_________________________________________

■■■
O

ther 
____________________________________

 Last N
am

e
First N
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e

M
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  S
ex

■
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D

ate of B
irth

S
ocial S

ecurity N
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   M

arital S
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■
 

■
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 S

ingle

■
 

■
 

■
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ale
■
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 M
arried

 H
om

e A
ddress

C
ity

S
tate

Zip C
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H
om

e P
hone N

um
ber

(           )

 E
m

ployer N
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e
D
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 S
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 R
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(           )

D
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irth
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edical
Full-Tim

e
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am
e

First N
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e
M

I
  Zip C

ode
(M

M
/D

D
/YY)

S
ex

Insurance
Disabled

Student Over 19?

E
m

ployee

S
pouse

C
hild 1

C
hild 2

C
hild 3

(A
)A

dd
(T)

Term
(C

)C
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■
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ptions/P
P
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)
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■

 
■

 M
anaged Indem

nity
(3

)
■

 
■

 
■

 C
hoice P

lus/O
pen A

ccess
(2

)
■

 
■

 
■

 Indem
nity P

lan 
(4

)



E
nrollm

ent A
pplication and C

hange Form
IN

S
TR

U
C

TIO
N

S

U
se this form

 and follow
 the instructions for each section below

. P
lease m

ake sure that all applicable fields are com
pletely and accurately filled out.

C
heck appropriate box to indicate if you are enrolling for the first tim

e or m
aking a change.

S
E

C
TIO

N
 1

..................C
om

plete all inform
ation.

S
E

C
TIO

N
 2

..................C
heck the coverage plan you w

ould like (B
e sure to check w

ith your em
ployer to see w

hich plans are being offered).

S
E

C
TIO

N
 3

..................S
elect w

ho should be covered on the plans.

S
E

C
TIO

N
 4

..................C
om

plete this section if you are m
aking a change. S

elect the box w
hich indicates the type of change you are m

aking.

S
E

C
TIO

N
 5

..................Fill in the appropriate action code for com
pleting this form

:
A

=
To add a dependent to your benefit plan

T
=

To term
inate your or a dependent’s coverage

C
=

To change inform
ation about yourself or a dependent

P
rint your full nam

e and the nam
es of your covered dependents, if any. If any m

em
ber listed has another health plan, check

the box m
arked O

ther Insurance and com
plete S

ection 6
. P

rovide the zip code, date of birth, and sex for each dependent
and check the appropriate boxes indicating if a dependent is disabled or a full-tim

e student. (If you have m
ore than 4

dependents, please attach an additional enrollm
ent form

.)

S
E

C
TIO

N
 6

..................This section m
ust be com

pleted for all new
 enrollm

ents or coverage changes.

S
E

C
TIO

N
 7

..................The em
ployee m

ust sign and date this form
 in order for it to be processed.

S
E

C
TIO

N
 8

..................This section is to be com
pleted by the em

ployer’s benefit representative.

1
1

5
-1

1
2

5
  1

0
/9

7
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