O NEW COVERAGE
[ REQUEST FOR CHANGE

Enroliment Application and Change Form

PLEASE READ INSTRUCTIONS ON REVERSE SIDE. PLEASE PRINT CLEARLY.
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OTHER INSURANCE

On the day your coverage begins, will any family members, including those not listed above, be
covered by any other heaith benefit plan, health or dental insurance, Medicare or Medicaid? L1y [J N
Is another person legally responsible for coverage for your children?
If you answered yes 1o either of the questions above, please complete the Tallowing:

AUTHORIZATION

OvyOn

Person's Narne with Other Health Plan

_ Sovial Security Number
)

understand and agree that any

Date of Birth _ Sex

— Other Company’s Name ant Phone Numbsr

plan, pt
adoptio

Other Company’s Policy Number and Effective Dafe

Medicare Nurmber _ Part A Effective Date

Part B Effective Dale

understand that if

X Signature

On behalf of myself and anyone enralled on or added to this form (‘Us”), | authorize any health care professional or entity to give The United HealthCare Insurance Company and its affiiates
nd the employer) or any of their dasignees (“United HealthCare"), any and all records or information pertaining to medical history or services rendered to Us for any administrative purpose,
including evaluation of an application or a claim, and for any analytical or research purposes. | also authorize on behalf of Us the use of & Social Security Number for purpose of identification. |

isSi lication may invalidate my and/or my dependent's coverage. | further understand that coverage will become
effective only on the date specified by the Insurer or Plan Administrator after it has been approved by the Insurer or Plan Administrator and after the full premium has been paid. By signing this
form, | hereby certify that all the information provided is true and correct,

If my employer's plan is a contributory plan, | direct my employer to deduct the amount of any required contribution from my pay. | can cancel this direction in writing st any time,
NQTICE OF ENROLLMENT RIGHTS

that if | and/or my dependents, if any, waive coverage and desire to participate in the plan at a later date, coverage may be subject to treatment as a late enrallee, | further
lecfine enrollment for myself or dependents (including my spouse) because of other health coverage, | may in the future be able to enroll _.:Rmm_q or my dependents in this

or incorrect made on this

 may be able to enroll myself and my dependents provided that 1 request enroliment within 30 days after such marriage, birth, adoption, or placement for adoption,
Health insurance or medical services benefits provided or administered by The United HealthCare Insurance Company, Hartford, CT.
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