Resources
Checklist

Colorado

Small Business
Case Submission Checklist

Case Submission Options

Format Expected Turnaround

Self-service
SAMx (Sales Automation Management)

uhceservices.com

co_sb_new_groups@uhc.com
Be sure to include customer
name in subject line.

CO Installation Department email

Required Documents

Same Day/24 Hours

2-4 Business Days
Once all required information is received.
Turnaround time may increase during
periods of high volume
(typically month end and fourth quarter).

Documents listed are required. Submitting a partial case will only delay installation, as we cannot move forward
until all information is received. Additional items may be required to complete installation.

[0 Benefit Selection Form
¢ Benefit Selection Form

0 Employer Application
* ER Application (All required fields are highlighted)

* Common Ownership (if applicable)

1 Copy of Binder check OR Direct Debit Form

¢ Direct Debit Form
Required for groups with 3 and fewer enrolling.

* *Please note: If you are submitting a binder check
write the policy # on the check and remit to:
UHS Premium Billing
PO Box 94017
Palatine, IL 60094-4017

[0 Sold UnitedHealthcare Quote This allows us
to confirm rates.

Select above hyperlinks to download documents.

O Tax Documents

* Tax Requirements

* Participation Certification
For groups with 10 or more eligible employees.

Employee Enroliment Information

¢ Universal Spreadsheet Template

Suggested for groups with 10 or more enrolling
subscribers to expedite installation process.

*Please note: SAM spreadsheet must still be used for case
submissions directly into SAM if using spreadsheet option for
enrollment. For the best user experience, use a modern
browser such as Chrome, Firefox, Safari or Edge

* Medical Enrollment Form (Required fields
are highlighted)

* Specialty Enrollment Form (if applicable) — CONTINUED

'JJ Il—{g;ﬁ%gcare



https://www.uhceservices.com/content/dam/uhctogether/central/colorado/case-submission-forms/co-tax-documentation.pdf
https://cosmallbusiness.uhc.com/content/dam/colorado-small-business/new-business/uhc-employer-forms/Participation%20Certification%20Form.pdf
https://cosmallbusiness.uhc.com/content/dam/colorado-small-business/new-business/uhc-employer-forms/CO%20SG%20ER%20App%20380-8486%2001-23%20UHCCO883976_000%20fillable.pdf
https://www.uhceservices.com/content/dam/uhctogether/central/colorado/case-submission-forms/colorado-common-ownership-certification-form.pdf
https://cosmallbusiness.uhc.com/content/dam/colorado-small-business/new-business/uhc-employer-forms/ACIS-PRIME%20SDD%20Authorization%20Form_FINAL.pdf
https://www.uhceservices.com/content/dam/uhctogether/central/colorado/case-submission-forms/universal-census-template_uhc-co-small-business.xlsx
https://cosmallbusiness.uhc.com/content/dam/colorado-small-business/new-business/uhc-employee-forms/Employee%20Application%201-100%20Colorado.pdf
https://www.uhceservices.com/content/dam/uhctogether/central/colorado/enrollment-applications/co_ee_enrollment_no_ci-app-hipp_380-10256_rev5-18.pdf
https://cosmallbusiness.uhc.com/content/dam/colorado-small-business/new-business/uhc-employer-forms/Product%20and%20Benefit%20Selection%20Form%20CO%202023.pdf
https://cosmallbusiness.uhc.com/content/dam/colorado-small-business/new-business/uhc-employer-forms/Product%20and%20Benefit%20Selection%20Form%20Colorado%202021.pdf
https://www.unitedeservices.com/uespublic/prelogin/login.jsp?TYPE=33554433&REALMOID=06-90d43bcb-e516-4f39-9d60-1dfefd61a801&GUID=&SMAUTHREASON=0&METHOD=GET&SMAGENTNAME=-SM-vssasDu0WZVvqyUU77o0VQznId6Qb%2f33vutFZ3z8sn1oJ4mD9ANN%2fSyBh6Seyhmv&TARGET=-SM-%2fuess

New Business Expectations

Late Submissions Cases received after the 20th of the month prior to effective date may not be installed by the
effective date.

Electronic Funds Transfer e Cases completed by the first of the month, EFT will be processed the 10th of the
(EFT)—Draft Schedule following month.

» Cases completed after the first of the month, EFT will be delayed.

Member Seeking Services Please remind members to schedule non-emergency services after they have received their
health plan ID cards whenever possible.

Prescriptions Please encourage members to fill their prescriptions the month prior to switching carriers to
ensure they have medications throughout the transition.

ID Cards e Cases completed prior to the 15th of the month:
Members should receive hard-copy ID cards by their effective date.

» Hard-copy ID cards arrive 7-10 business days after the policy number is released.

 Subscribers can download/print temporary ID cards by activating their myuhc.com®
account 24-72 hours after the policy number is released (on/after effective date).

@ Contact your local UnitedHealthcare
representative with any questions.

NOT FOR CONSUMER USE
°
Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. l I nlted
Health Plan coverage provided by or through UnitedHealthcare of Colorado, Inc.
n Facebook.com/UnitedHealthcare u Twitter.com/UHC Instagram.com/UnitedHealthcare E YouTube.com/UnitedHealthcare I I ealthcare®

MT-1175172.0 9/18 ©2018 United HealthCare Services, Inc. 18-8234





(DO NOT STAPLE) Required Fields

Employer Application for Small Business lﬂj UnitedHealthcare

Colorado
To avoid processing delays, please make sure you: 4 Submit most recent wage and tax information.
1 Answer all questions completely and accurately. 5 Include a deposit check for any required premiums.
2 Complete and submit the Product and Benefit Selection 6 DO NOT CANCEL YOUR EXISTING COVERAGE UNTIL
Form, if applicable. YOU RECEIVE WRITTEN NOTIFICATION OF APPROVAL.
3 Submit the most recent hilling statement listing those
currently insured and current status. Requested Effective Date

General Information
Group’s Legal Name

Group Name to appear on ID card (maximum 30 characters)

Street Address Tax ID
City State Zip Code Names of Owners/Partners (if applicable) | Internet access?
O Yes 0 No
Contact Person Email Address # of Years
in Business
Billing Address (If Different) Telephone Fax

Multi-Location Group*| # Locations | Address(es) (or list on additional sheet of paper)
O Yes 0 No

*1f the majority of your employees are not located in your state of application, UnitedHealthcare policies and/or state law may require that your
policy be written out of a different state and/or that your benefit plans vary.

Organization Type O Partnership 0 C-Corp O S-Corp OLLC OLLP O Sole Proprietor

O Other
Did you have any employees other than yourself and your spouse during the preceding calendar year? © Yes © No
Waiting Period for new hires O 1st of Policy Month following Date of Hire Waiting Period waived
Waiti iod f dical O 1st of Policy Month following O months O days of employment for initial enrollees
gofér?ge%%rr;%ot O cood o0 da ) O Date of Hire (no waiting period) O Yes T No

g y O ) months 0 days of employment following Date of Hire
Classes Excluded: @ None O Union T Hourly | Nature of Business Industry (SIC) Code
O Non-Management O Salary
Have Workers’ Comp | Workers’ Comp Carrier Name Names of Owners/Partners not covered by Workers’ Comp:
O Yes O No

Names of Persons currently on COBRA/Continuation, and/or Short/Long Term Disability:
O See Attached List & None

e Er o |
# Eligible Employees Medical Medical Medical
# Ineligible Employees Dental Dental Dental
Total # Employees Vision Vision Vision
# Hours per week Basic Life/AD&D Basic Life/AD&D Basic Life/AD&D
to be eligible™™ Dep Life Dep Life Dep Life
pe:"'v'v"e'g’k“tg’ feog“g%rl'é hours Supp Life/AD&D Supp Life/AD&D Supp Life/AD&D
hours. Supp Dep Life/AD&D Supp Dep Life/AD&D Supp Dep Life/AD&D
For Disability products the STD STD STD
Other Other Other

Coverage Provided by “UnitedHealthcare and Affiliates”:

Medical coverage provided by UnitedHealthcare Insurance Company or UnitedHealthcare of Colorado, Inc.

Dental coverage provided by UnitedHealthcare Insurance Company

Life, Short-Term Disability (STD), Long-Term Disability (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company

SG.ER.17.C0 2/18 Page 1 of 4 380-8486 3/18
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Group Name

General Information (continued)

Deductible Accumulation: Common Law
O Calendar Year (from Jan. 1st to Dec. 31st) O Yes
O Policy Year (from policy effective date to renewal date) O No
Plan Bien® (Bilingual materials and services for our Spanish speaking members at no additional charge) O Yes O No
O Yes Subject to ERISA? (Most private sector plans are ERISA plans)
0 No If No, please indicate appropriate category:
O Church (Additional information needed) O Federal Government
O Indian Tribe — Commercial Business O Non-Federal Government (State, Local or Tribal Gov.)
O Foreign Government/Foreign Embassy 0 Non-ERISA Other

UnitedHealthcare’s Leave of Absence (LOA) Policy; Eligibility for Medical Coverage

If the employee is on an employer approved leave of absence and the employer continues to pay required medical premiums, the coverage will
remain in force for: (1) No longer than 13 consecutive weeks for non-medical leaves (i.e. temporarily laid-off). (2) No longer than 26
consecutive weeks for a medical leave. Coverage may be extended for a longer period of time, if required by local, state or federal rules.

If the employee’s medical coverage terminates under this LOA policy, the employee may exercise the rights under any applicable Continuation
of Medical Coverage provision or the Conversion of Medical Benefits provision described in the Certificate of Coverage.

Do you continue medical coverage during a leave of absence (not including state continuation or COBRA coverage)?

___Yes, we continue medical coverage during an approved leave of absence for full time* employees (as defined on page 1).

__ No, we do not offer medical coverage during a leave of absence.

Consumer Driven Health Plan Options

Health Savings Account (if selected): Which bank will be used: © OptumBank O Other

Do you currently offer or intend to offer a Health Reimbursement Account (HRA) plan and/or comprehensive supplemental insurance
policy or funding arrangement in addition to this UnitedHealthcare medical plan?

Answers must be accurate whether purchased from UnitedHealthcare or any other insurer or third party administrator.

HRA O Yes T No

If yes, please identify type: O UnitedHealthcare HRA (any HRA design offered through UnitedHealthcare) © Other Administrator HRA
HRA plans administered by other insurers or third party administrators must comply with UnitedHealthcare HRA design standards.

Comprehensive Supplemental Insurance Policy or Funding Arrangement O Yes O No

If you answered "Yes" to either question above, you must choose from the list of UnitedHealthcare HRA-eligible medical plans as shown to you
by your broker or agent. Other plans are not eligible for pairing with these arrangements. Purchase of such arrangements at any point during
the duration of this policy will require you to notify UnitedHealthcare.

Questions Regarding Group Size

I COBRA Under federal law, if your group had 20 or more employees on your payroll on at least 50% of the group's working
days during a calendar year, you must provide employees with COBRA continuation effective January 1 of the next

O State Continuation | calendar year. If your group had fewer than 20 employees during a calendar year, you must provide State Continuation

effective January 1 of the next calendar year.

O Medicare Primary | Under federal law, if your group had 20 or more employees during 20 or more calendar weeks in the preceding calendar year,
7 Plan Primary the Health Plan is primary and Medicare is secondary. This statement does not set forth all rules governing group level Medicare
status. The Group should contact its legal and/or tax advisor(s) for information regarding other rules that may impact the
Group’s Medicare status. Under federal law it is the Group’s responsibility to accurately determine its Medicare status.

Enter the Prior Under Health Care Reform law, the number of employees means the average number of employees employed by the
Calendar Year company during the preceding calendar year. An employee is typically any person for which the company issues a W-2,
Average Total regardless of full-time, part-time or seasonal status or whether or not they have medical coverage.

E#]rglt())%g; To calculate the annual average, add all the monthly employee totals together, then divide by the number of months you were

in business last year (usually 12 months). When calculating the average, consider all months of the previous calendar year
regardless of whether you had coverage with us, had coverage with a previous carrier or were in business but did not offer
coverage. Use the number of employees at the end of the month as the "monthly value" to calculate the year average. If you
are a newly formed business, calculate your prior year average using only those months that you were in business. Use
whole numbers only (no decimals, fractions or ranges).

Page 2 of 4
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Group Name

Questions Regarding Group Size (continued)

Enter the Prior For purposes of determining your number of full-time equivalent employee count, the number of employees means the average

Calendar Year Full number of employees employed full-time (at least 30 hours/week in any given month), by the company on business days during
Time Equivalent the preceding calendar year.

Total Number of

Employees In addition to the number of full-time employees noted above, for any month otherwise determined, include for such month the

number of full-time employees divided by the aggregate number of hours of service of all employees who are not full-time
employees for the month by 120. Employers should exclude employees who were seasonal workers who worked 120 days or
fewer in the preceding calendar year.

O Yes Do you currently utilize the services of a Professional Employer Organization (PEO) or Employee Leasing Company (ELC),
O No Staff Leasing Company, HR Outsourcing Organization (HRO), or Administrative Services Organization (ASQ)?
“ Yes Is your group a Professional Employer Organization (PEQ) or Employee Leasing Company (ELC), or other such entity

that is a co-employer with your client(s) or client-site employee(s)?
= No If you answered Yes, then by signing this application you agree with the certification in this section.

| hereby certify that my company is a PEO, ELC or other such entity and that only those employees that are the corporate
employees of my company, and not my co-employees, are permitted to enroll in this group policy. If my group at any
point after | sign this application determines that the group will provide coverage to the co-employees under the group's
plan, | understand that UnitedHealthcare will not cover the co-employees under this group policy.

Does your group sponsor a plan that covers employees of more than one employer?

O Yes
= No If you answered Yes, then indicate which of the following most closely describes your plan:
O Professional Employer Organization (PEQ) O Governmental
O Multiple Employer Welfare Arrangement (MEWA) O Church
O Taft Hartley Union O Employer Association
O Yes Do you have common ownership with any other businesses? If you own multiple companies, or a parent-subsidiary
o No relationship exists between your company and another, this may indicate common ownership of businesses.

Current Carrier Information

Does the group currently have any coverage with UnitedHealthcare or has the group had any UnitedHealthcare coverage in the last 12 months?
O Yes O No If Yes, please provide policy number and Coverage Begin Date__ /_ / EndDate_ /__/___

Has this group been covered for major dental services for the previous 12 consecutive months? ©OYes © No

Initial Coverage
Name of Carrier +prior coverage inciudes individual or exchange | Begin Date Coverage End Date

Current Medical Carrier O None

Current Dental Carrier O None

Current Life Carrier O None

Current Disability Carrier | © None

Current Vision Carrier O None

Page 3 of 4
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Group Name

Important Information

| understand that the Certificate of Coverage or Summary Plan Description, and other documents, notices and communications regarding the
coverage indicated on this application may be transmitted electronically to me and to the Group’s employees. This consent remains in effect
until it is withdrawn. The Group may withdraw their consent at any time or request a document in a paper or non-electronic form.

| represent that, to the best of my knowledge, the information | have provided in this application — including information regarding qualified
beneficiaries and dependents who have elected continuation under COBRA or state continuation laws — is accurate and truthful. | understand
that UnitedHealthcare and Affiliates will rely on the information | provide in determining eligibility for coverage, setting premium rates, and
other purposes, and that any intentional misrepresentation, fraudulent statement, or omission that constitutes fraud may result in rescission of
the group policy, termination of coverage, increase in premiums retroactive to the policy date, or other consequences as permitted by law.

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of
defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any
insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a
policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or
award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies.

In some instances, we pay brokers and agents (referred to collectively as "producers") compensation for their services in connection with the
sale of our products, in compliance with applicable law. In certain states, we may pay "base commissions" based on factors such as product
type, amount of premium, group/company size and number of employees. These commissions, if applicable, are reflected in the premium rate.
In addition, we may pay bonuses pursuant to programs established to encourage the introduction of new products and provide incentives to
achieve production targets, persistency levels, growth goals or other objectives. Bonus expenses are not directly reflected in the premium rate
but are included as part of the general administrative expenses. Please note we also make payments from time to time to producers for
services other than those relating to the sale of policies (for example, compensation for services as a general agent or as a consultant).

Producer compensation may be subject to disclosure on Schedule A of the ERISA Form 5500 for customers governed by ERISA. We provide
Schedule A reports to our customers as required by applicable federal law. For specific information about the compensation payable with
respect to your particular policy, please contact your producer.

Group Authorized Signature Title Date

Producer Information (if applicable)

Writing Producer Name Writing Producer SSN Is the Producer appointed
with UHC? O Yes T No

All Payments to: CRID Code (for internal use) | Tax ID# If more than 1 Producer*,
Split %

Street Address City State Zip Code

Producer Phone # Producer Email Address Producer Fax Number

The contents of this application were fully explained during a meeting with the Producer Signature Date

Group submitting this application. Coverage, eligibility, pre-existing condition

limitations, the effect of misrepresentations, and termination provisions were discussed.

*1f more than one Producer, provide the second Producer's information on an additional sheet of paper.

UHC Sales Representative/Account Executive
Sales Representative or Account Executive (First & Last Name)

General Agent Information (if applicable)
General Agent Phone # Franchise Code

Street Address City State Zip Code

Page 4 of 4
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		Requested Eff Date: 

		Other Contribution for dep: 

		Group name on id card: 

		Tax ID: 

		Names of owners/partners: 

		Internet access: Off

		Email address: 

		# years in business: 

		Fax number: 

		Address of other loc: 

		Waiting period waived for initial enrollees: Off

		Nature of business: 

		SIC code: 

		Names not covered by WC: 

		Names currently on continuation,STD,LTD: 

		Medical Contribution: 

		Medical Contribution for dep: 

		Dental Contribution: 

		Dental Contribution for dep: 

		Vision Contribution: 

		Vision Contribution for dep: 

		Basic life Contribution: 

		Dep life Contribution: 

		Dep life Contribution for dep: 

		Supp life Contribution: 

		Supp dep life Contribution: 

		Supp dep life Contribution for dep: 

		STD Contribution: 

		LTD Contribution: 

		Other Contribution: 

		# Hours to be eligible: 

		Street address: 

		City: 

		State: 

		Zip code: 

		Contact person: 

		Billing address: 

		Telephone: 

		Multi-Loc group: Off

		# locations: 

		Org type: Off

		Other org type: 

		Other employees: Off

		Waiting period for new hires: Off

		# months/days of employment: 

		Months/employment: Off

		Days/employment: Off

		# months/days following doh: 

		Months/doh: Off

		Days/doh: Off

		Classes excluded - none: Off

		Classes excluded - Union: Off

		Classes excluded - hourly: Off

		Classes excluded - non-management: Off

		Classes excluded - salary: Off

		Have Workers' Comp: Off

		Workers' Comp carrier name: 

		See attached list: Off

		None on continuation,STD, LTD: Off

		# Eligible employees: 

		# Ineligible employees: 

		Total # employees: 

		Medical - applying for: 

		Medical - waiving for: 

		Dental - applying for: 

		Dental - waiving for: 

		Vision - applying for: 

		Vision - waiving for: 

		Basic life - applying for: 

		Basic life - waiving for: 

		Dep life - applying for: 

		Dep life - waiving for: 

		Supp life - applying for: 

		Supp life - waiving for: 

		Supp dep life - applying for: 

		Supp dep life - waiving for: 

		STD - applying for: 

		STD - waiving for: 

		LTD - applying for: 

		LTD - waiving for: 

		Other - applying for: 

		Other - waiving for: 

		Group legal name: 

		Non-ERISA Other type: 

		Common Law: Off

		Plan Bien: Off

		Church - no ERISA: Off

		Federal Govt: Off

		Indian tribe: Off

		Non-Fed Govt: Off

		Foreign Govt: Off

		Non-ERISA Other: Off

		Deductible Calendar Year: Off

		Deductible Policy Year: Off

		Subject to ERISA?: Off

		LOA medical coverage: Off

		ATNE: 

		HSA Bank: Off

		UHC HRA: Off

		HRA: Off

		Other Administrator HRA: Off

		Supp Ins or Funding Arrangement: Off

		Continuation: Off

		Medicare/Plan primary: Off

		Cvg end date - Vision: 

		FTE: 

		PEO: Off

		Governmental: Off

		MEWA: Off

		Church: Off

		Taft Hartley Union: Off

		Employer Assoc: Off

		Current cvg policy #: 

		Current cvg Begin MM: 

		Current cvg Begin DD: 

		Current cvg Begin Year: 

		Current cvg End MM: 

		Current cvg End DD: 

		Current cvg End Year: 

		Major dental: Off

		No current med carrier: Off

		Name of carrier - Medical: 

		Cvg begin date - Medical: 

		Cvg end date - Medical: 

		No current dental carrier: Off

		Name of carrier - Dental: 

		Cvg begin date - Dental: 

		Cvg end date - Dental: 

		No current Life carrier: Off

		Name of carrier - Life: 

		Cvg begin date - Life: 

		Cvg end date - Life: 

		No current disability carrier: Off

		Name of carrier - Disability: 

		Cvg begin date - Disability: 

		Cvg end date - Disability: 

		No current vision carrier: Off

		Name of carrier - Vision: 

		Cvg begin date - Vision: 

		Utilize PEO, ELC: Off

		Is your group a PEO, ELC: Off

		PEO/ATP: Off

		Common Ownership: Off

		Current coverage: Off

		GA zip code: 

		Title: 

		Group signature date: 

		Writing Producer name: 

		Producer SSN: 

		Producer with UHC: Off

		Commissions payable to: 

		CRID code: 

		Producer Tax ID: 

		Commission split: 

		Producer address: 

		Producer city: 

		Producer state: 

		Producer zip code: 

		Producer phone#: 

		Producer email address: 

		Producer fax number: 

		Producer signature date: 

		UHC Sale Rep Name: 

		General Agent: 

		GA phone#: 

		Franchise code: 

		GA address: 

		GA city: 

		GA state: 






Common Ownership Certification JJ UnitedHealthCaI‘@

Please complete, sign and submit the Common Ownership Certification.
Renewing Groups- complete and return even if you do not have multiple companies.

Please list all companies that are eligible to be included as part of a consolidated federal tax return (even if they don't file
a consolidated federal tax return) or who are part of a controlled group as defined under the Internal Revenue Code.

Customer Name:

Group Number (if renewal):

Primary Business Location:

Do you share ownership with any other businesses? Circle one: Yes / No
Business Name: Federal Tax ID #: # of Eligible: On This Policy:
1. Yes / No
2. Yes / No
3. Yes / No
4, Yes / No
5. Yes / No
6. Yes / No
7. Yes / No
8. Yes / No

| certify that my business applying for coverage with UnitedHealthcare is either: (1) eligible to file a consolidated federal
tax return or (2) meets the IRS test for being a controlled group under common control. | further certify there are no
other affiliated entities, other than the ones listed above, who are eligible to file a consolidated tax return or are part of
the controlled group. | represent that, to the best of my knowledge, the information | have provided is accurate and
truthful. | agree to notify UnitedHealthcare in the event of a change in any of the information that is the subject of this
certification. | understand that any misrepresentation or fraudulent statement may result in rescission of the group
policy, termination of coverage, an increase in premiums retroactive to the policy date, or other consequences as
permitted by law.

Name (please print) & Title: Signature: Date:







*Required fields highlighted for enrolling subscribers.

Division of Insurance

COLORADO UNIFORM EMPLOYEE APPLICATION FOR SMALL GROUP HEALTH BENEFIT PLANS

This form is designed for an employee’s initial application for coverage. Please contact your agent or the carrier to determine if this form should be used
in other situations once the group is enrolled with the carrier.

COVERAGE INFORMATION

Application Type: | [CINew Coverage [‘]change/Modification to Existing Policy [Jopen Enroliment  [_]Special Enroliment*

* Proof of eligibility for special enrollment will be required — information on eligibility for special enroliment periods is available at: www.dora.colorado.gov/DOI/HealthApp

EMPLOYER INFORMATION

Employee Name: ‘ Employer Name: ‘

Proposed Effective Date: ‘ Group Number (if known): |

EMPLOYEE INFORMATION

Employee Instructions: Please type or print using black or blue ink. Please fill out the entire application for each person for whom coverage is being sought.

First Name: ‘ Middle Initial: ‘ Last Name: |
Social Security #: ‘ Date of Birth: / / Current Age: ‘ Sex: | Om [JF
Address: ‘ City: ‘
County: | | State: | | Zip: |
Mailing Address (If different): ‘ City: ‘
County: | | State: | | Zip: |
Home Phone: ‘ | Email: | ‘ []Home ‘ [] work
What is your job title at your current employer? ‘ | Work Phone: ‘
What was your first day of employment? ‘ ‘ How many hours, on average, do you work each week? ‘
Are you (check one): ] single [] Married [] common Law* [] civil Union*

[] Designated Beneficiary* [] Legally Separated ] pivorced ] widow or Widower
* A common law, civil union, or designated beneficiary certification may be required by the carrier
Are you on COBRA or State Continuation? ‘ |:|Yes ‘ |:| No ‘ Start Date: | ‘ Stop Date: |

TYPE OF HEALTH COVERAGE

List all dependents (spouse/partner and child(ren)) applying for coverage. If you need additional space, please use a separate sheet of paper and attach it to this application
(please print your name and sign and date the additional sheet).

Please select the type of health insurance coverage for which you are applying: [JEmployee Only [ JEmployee & Family

DEPENDENT INFORMATION
(list all dependents to be covered)

Name (First, MI, Last) Sex Social Security Number Relationship Disabled (SE?DT/JE\?Y)
Ov O SPOUSE/PARTNER
Ow o Do | Clve
Ow O Dot | D
O O Do | Do

Uniform Employee Application CO SG 01 (Revised 05/30/2013)
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Employee Name: Employer Name:

TOBACCO USE

Please answer the following questions to the best of your knowledge. 45 CFR 147.102(a)(1)(iv) "For purposes of this section, tobacco use means use of
tobacco on average four or more times per week within no longer than the past 6 months. This includes all tobacco products, except that tobacco use does
not include religious or ceremonial use of tobacco. Further, tobacco use must be defined in terms of when a tobacco product was last used."

Has anyone named in this application used tobacco or smokeless tobacco during the past 6 months? If yes, provide the information requested below.

Name of Person Used Tobacco Products If Yes, check all that apply Duration Frequency
Cigarettes
|:| Yes D & .
N [Cchewing Tobacco
o
[ Pipe/Cigars
Cigarettes
|:| Yes D & )
N [Cchewing Tobacco
o
[ Pipe/Cigars
Cigarettes
|:| Yes D & )
N [Cchewing Tobacco
o
[ pipe/Cigars
Cigarettes
[ Yes [lcie i
N [Cchewing Tobacco
o
[ Pipe/Cigars

EMPLOYEE/DEPENDENT WAIVER OF COVERAGE *Please complete if waiving coverage only

Complete this section ONLY if you are not enrolling yourself or your spouse/partner or dependents. Waiver must be completed for all of your dependents to be
eligible for enrollment on this plan in the event of changing circumstances. | understand that | am eligible to apply for group health coverage through my employer.
| do NOT want, and hereby waive, group health coverage for:

) Birth Date
Name (Last, First, Ml) (Mo/Day/Year)

Employee

Spouse/Partner

Dependent 1

Dependent 2

Dependent 3

| am waiving group health coverage for myself and/or the dependents listed above because (check all that apply, copy of ID card may be required):

] I am covered under my spouse/partner’s group policy.

] My spouse/partner is covered under another plan (including this plan, if spouse/partner is also an employee).
] My dependents are covered under another plan.

] | wish to continue other coverage obtained through an Individual Plan or Medicare

] Other (Please explain):

WAIVER: | certify that | have been given the opportunity to apply for group health coverage and decline to enroll as indicated above, on behalf of myself, my
spouse/partner and my dependent child(ren). | understand that by signing this waiver, |, my spouse/partner, and my dependent child(ren) forfeit the right
to coverage. | was not pressured, forced or unfairly induced by my employer, the agent or the carrier(s) into waiving or declining the group health coverage.
Ifin the future | apply for coverage, |, my spouse/partner, or any of my dependent child(ren) may be treated as a late enrollee and subject to postponement
of coverage for up to 12 months.

| understand that if | am declining enroliment for myself, my spouse/partner, or my dependent child(ren) because of other health coverage, | may, in the
future, be able to enroll myself, my spouse/partner, or my dependent child(ren) in this plan, as required by law, provided that | request enrollment within
30 days after my other health coverage ends or a qualifying event occurs. If | do not request enrollment within 30 days of the above events, | understand that
| may not be able to enroll for coverage until my company’s Open Enrollment period. |understand that I can obtain information related to my enroliment
eligibility from my employer or small group health carrier.

Signature of Employee: Date Signed:

Uniform Employee Application CO SG 01 (Revised 05/15/2013) 2
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Employee Name: Employer Name:

MEDICARE INFORMATION

If you need to complete this section for more than one person, please use a separate sheet of paper and attach it to this application (please sign and date the
additional sheet). A copy of your ID card may be required.

Are you, your spouse/partner or your child(ren) covered by:

Medicare Part A? [ Jves [ ]No Medicare Part B? [_JYes [ ]No Medicare Part D? [ JYes [ |No
If “Yes,” reason for Medicare: [] 65+ Eff. Date [ IDisability Eff. Date
[] End-Stage Renal Disease (ESRD) Eff. Date [] Disability and ESRD Eff. Date

Name of person covered by Medicare:

CURRENT MEDICAL COVERAGE

Do you, your spouse/partner, or your dependent child(ren) listed in this application currently have health insurance coverage? [ _]Yes [_INo
Is the plan information listed below the same for your spouse/partner and all dependents? If yes, skip to next section. [Jyes [INo

Your information will help the small employer carrier(s) to coordinate benefits with any other group health coverage you may have.

Plan Name i inati
Carrier Name Effective Date of Termination Date of Type of
Name Carrier Ph Numb Group Number Coverage Coverage Coverage
arrier Fnone Number Subscriber ID# (MM/DD/YY) (MM/DD/YY) (See Key Below)
Type of Coverage Key: G = Group Comprehensive Major Medical; | = Individual Comprehensive Major Medical; MS = Medicare Supplement;

H = Hospital Coverage Only; V = Vision Coverage Only O=Other, please explain:

HEALTH PROVIDER OR PRODUCT SELECTION, IF APPLICABLE

Please select the type of coverage for which you are applying from the plans offered by your employer and issued by the carrier. This section should be
completed only if the small employer group insurance for which you are applying requires the selection of a primary care provider. A selection should be
made for each individual applying for such coverage and for each carrier from which insurance coverage is being sought. The provider information may be
listed in the provider materials that are supplied by each carrier to your employer. Use additional sheets if necessary.

Primary Care Physician Address: Is this your current
Covered Person’s Name Medical Plan Primary Care Physician Name: (optional) provider?

*If multiple plans offered *PCP Selection Required for:
by employer please Navigate, Charter and Nexus

include plan number above  Plan offerings.
*If you do not have a PCP and

would like us to select one for
you, please write "Auto Assign'
above.

*A full provider listing can be
found at: www.myuhc.com

Uniform Employee Application CO SG 01 (Revised 05/15/2013) 3
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Employee Name: Employer Name:

TERMS AND CONDITIONS

| acknowledge that | have read all sections of this Colorado Uniform Employee Application for Small Employer Group Health Coverage
(Application), and | certify on behalf of my eligible family dependents and myself that the answers contained in this Application are complete and
accurate to the best of my knowledge. | understand and agree that neither my employer nor any insurance agents have any authority to waive my
complete answer to any question, agree to insurability, alter any contract, or waive any Colorado small employer carrier’s other rights or
requirements.

| hereby apply for enrollment for myself and for my eligible family dependents listed. On behalf of my eligible family dependents and myself, |
agree to all of the terms and conditions of the group contract(s) with Colorado small employer carrier(s) under which | wish to enroll for coverage.
I have indicated in this Application, if required, what product(s) or provider(s) | have selected. | agree that no coverage will be effective until the
date specified by the Colorado small employer carrier(s) with whom [ enroll, after this application has been accepted by such carrier(s).

| understand and agree that any information obtained in connection with this Application will be used by Colorado small employer carrier(s) to
determine eligibility for coverage.

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance carrier for the purpose of defrauding or
attempting to defraud the carrier. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any insurance carrier or agent
of an insurance carrier who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

When applicable, | authorize my employer to deduct contributions from my earnings to be applied to the cost of coverage.

| agree to any applicable group contract provisions for the resolution of disagreements and disputes, including arbitration when required and as
allowed by law. Please refer to any arbitration provisions in the group contract(s).

I understand that | may request a copy of this Application. | agree that a photographic copy of this Application shall be as valid as the original. A

legible facsimile signature shall have the same force and effectiveness as the original. This document will become a part of the contract when
coverage is approved and issued.

Signature of Employee: Date Signed:

DISCLOSURES

COLORADO INSURANCE LAW REQUIRES ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY APPLICABLE HEALTH BENEFIT PLAN IT MARKETS
IN COLORADO TO ANY SMALL EMPLOYER THAT APPLIES FOR THE PLAN AND AGREES TO MAKE THE REQUIRED PREMIUM PAYMENTS, AND SATISFIES
THE OTHER PROVISIONS OF THE HEALTH BENEFIT PLAN.

This document is a publication of the Colorado Division of Insurance. If you have questions about the content of this document please contact our
offices at 303-894-7499 or visit our website at http://dora.colorado.gov/insurance. For questions regarding coverage or enrollment please see
your employer.

Uniform Employee Application CO SG 01 (Revised 05/15/2013) 4
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Employer eServices

Employer eServices Scheduled Direct Debit

Sign up for UnitedHealthcare’s Scheduled Direct
Debit and have your premium payments automatically Scheduled Direct Debit:

deducted from your bank account.
» Lets you pay your premium at the same

If you're looking for new and better ways to help organize, time each month.

streamline and generally make your job easier, there’s no
better place to start than with UnitedHealthcare’s Scheduled P Provides predictable cash outflow.

Direct Debit. » Gives you a consistent process for your

That's because Scheduled Direct Debit is a safe, convenient premium payment.

and automatic way to pay your monthly insurance premiums. S Bravices an aeeyEie e 6

All you do is sign up, then every month we automatically e P e s (el T g7e

deduct your premium from your company’s bank account. bell sitelisiney

Even better, Scheduled Direct Debit helps you better organize | Wl el nevier e U vy eloai

your payment records, streamlines your monthly invoice el e Invelee e 2 ded e algeln

payment process and frees you up to get on with the business ErewiiigsihenicaicloRaticnately

of your business.

Enroll today in UnitedHealthcare’s Scheduled Direct

Debit program. Just fill in the simple form on the Get organized_
reverse side and return it to us. Do it today. And give
yourself one less thing to worry about. Get streamlined.

Get UnitedHealthcare's
Scheduled Direct Debit.

UmtedHealthcare

Healing health care. Together."





Scheduled Direct Debit Authorization Form

Enroliment instructions

1. Complete the form below.

2. List all customer numbers and bill groups that you wish to have paid by automatic withdrawal.
3. Fax this form to the fax number on the bottom of the authorization form.

Statement of understanding
By executing this document in the space provided below, | hereby confirm that | am authorized to act on behalf of the employer/customer
(“Group”) described below and agree on behalf of Group to the following terms and conditions:

* Group authorizes UnitedHealthcare to debit the group checking (account # provided below) for all monthly charges for coverage.

» Group understands that it may take up to one month to set up Scheduled Direct Debit and consequently all overdue premiums should be
promptly paid in order to avoid receiving a delinquency letter and possible termination of your account during this initial set up period.

» Group understands and agrees that it will have sufficient funds in its account to cover the full premium invoice on the draft due date. If
necessary funds are not in your account on the draft due date, group coverage may be subject to termination proceedings consistent with
the terms stated in your UnitedHealthcare contract.

» Group agrees to promptly notify UntiedHealthcare of any change to the information provided

Authorization

Authorization is given to UnitedHealthcare to initiate debits (payments) to the financial institution indicated below. This financial institution
is authorized to debit the account. This authority is to remain in full force and effect until either a 30 day revocation notice is written

to UnitedHealthcare; it is cancelled by UnitedHealthcare under the conditions stated above; or upon termination of coverage with
UnitedHealthcare.

Determining your routing number

To determine your routing number, refer to your company check. The routing number is always 9 digits long and it

is enclosed by colons. The location of the routing number and account number on your company check varies depending
on your bank. For example:

Bank 1 Bank 2 Bank 3
N\ N\
YOUR NAME 0301 YOUR NAME 0301 YOUR NAME 0301
$ 4 $

YOUR BANK

123456789l 87654321)\0301

Routing # Account # Check #

pd

YOUR BANK

1234567891/ \0301 8765432

YOUR BANK

0301){Ii12345678913) 987654321

Routing # Check # Account #

100-8513 2/08 PRIME Employer © 2008 United HealthCare Services, Inc.

Check # Routing # Account #

If you are unsure what the routing number/transit number is, your bank can assist you.

I have read and agree to the terms and conditions outlined above.

Authorized signature and title of signatory

Date

Employer name/Customer name/Policy name

Employer email address

UnitedHealthcare customer number and bill group(s)

Name of your financial institution

Telephone number of financial institution

Routing/Transit Number (9 Digits)

Account Number (include all zeroes and omit spaces/special characters)

Mail to:  UnitedHealthcare — Duluth OR
Attn: Accounts Receivable
MN 015-2838

4316 Rice Lake Rd.
Duluth, MN 55811

Fax to: 1-218-279-6493

Attn: Accounts Receivable

Insurance coverage provided by or through United HealthCare Insurance Company or its affiliates. Administrative services
provided by United HealthCare Insurance Company, United HealthCare Services, Inc. or their affiliates. Health Plan coverage

provided by or through a UnitedHealthcare company.






Participation & Floor Certification w UnitedHealthcare
[Groups with 10+ Eligible Employees]

General Information

Group’s Legal Name

Street Address

Requested Effective Date

Floor Calculation (AL, AR, AZ, DC, GA, IA, IL, IN, KS, KY, LA, MI, MN, MO, MS, ND, NV, OH, SD, TN, UT, VA,

1 | Number of employees enrolling in UnitedHealthcare group medical policy

2 | Number of eligible (full time) employees

3 | Divide line 1 by line 2. This is your floor participation percentage. %

Participation Calculation (AK, CA, CO, CT, DE, FL, HI, ID, MA, MD, MT, NC, NE, NH, NJ, NM, NY, OK, OR,

PA, RI, SC, TX, VI, WA, WV, WI, WY)
1 | Number of eligible (full time) employees

2 | Number of eligible (full time) employees with a valid waiver reason

3 | Subtract line 2 from line 1. This is your total eligible count.

4 | Number of employees enrolling in UnitedHealthcare group medical policy

5 | Divide line 4 by line 3. This is your participation percentage.

%

Important Information

UnitedHealthcare reserves the right to review the applicant’s payroll/wage & tax records at any
time to confirm eligibility. UnitedHealthcare may request the applicant’'s most recent wage & tax
payroll records. The applicant agrees to furnish UnitedHealthcare with all information and
documentation which may be reasonably required with regard to eligibility for coverage.

Signature

By signing this form, | hereby certify, as a condition of eligibility, that the Group is in compliance
with the minimum participation requirements as expressed in the group policy. UnitedHealthcare
reserves the right to request and review payroll or other documentation confirming compliance. |
represent that the information | have provided is accurate and truthful. | understand that any
misrepresentation or fraudulent statement may result in rescission of the group policy, termination
of coverage, increase in premiums retroactive to the policy date, or other consequences as
permitted by law.

Group Authorized Signature Title Date

11/2015






Product and Benefit Selection Form
for Colorado Small Business

Effective Date:

w UnitedHealthcare

General Information

Group Name

Deductible Type

[ Calendar Year (from Jan. 1 to Dec. 31) 1 Policy Year (from policy effective date to renewal date)

Rating Type: [J Composite [1 Age Banded Missing Information: Contact:

eServices Access: Add to your eServices Profile? [ Yes [ No | If Yes, please provide username:

Please Indicate Medical Plan Selection

Network Only

Please select which medical plan(s) will be offered to employees.
Please Note: Groups with 2 or more enrolling employees are eligible for UnitedHealthcare Multi-Choice®

[0 Multi-Choice CO017
Network and Non-Network

UnitedHealthcare Choice Plus UnitedHealthcare Choice UnitedHealthcare Charter Direct*
O AT-MG 10/250/90% O AT-MD | 35/2500/70% O AT-NP 35/2000/70%
O AT-L8 10/500/90% UnitedHealthcare Choice Direct O AT-NN 30/2500/80%
O AX-BL 20/500/80% O AT-NU 30/2000/80% O AT-NJ 30/3000/80%
O AT-ME 25/1500/80% [ AT-NZ 35/2000/70% UnitedHealthcare Charter HSA*
0 AV-8H 25/2500/80% O AT-NV 30/3000/80% O Av-8L 3500/80%
O AT-MF 35/2000/60% UnitedHealthcare Navigate®* 0O AK-2K 5750/80%
0 AT-MC 35/2500/70% 0 AT-M5 40/3000/70% UnitedHealthcare NexusACO*
O AT-MB 35/3000/60% UnitedHealthcare Navigate Direct* O AT-N4 1500/80%
O Av-8J 5000/80% O AT-NO 20/1000/90% [ AT-N6 5000/80%
UnitedHealthcare Choice Plus Premier O AT-NK 30/2000/80%
D ATNT 20/1000/80% [ ATNL 80/2500/80% * Selection of a Navigate, Charter or
O AT-NR 30/3000/80% UnitedHealthcare Charter* NexusACO plan requires the member to
O AT-NQ 30/3500/80% [ AXEN 20/500/80% choose a PCP (Primary Care Provider).
UnitedHealthcare Choice Plus HSA 0 AT-M6 20/1500/80% PCP Elections: If PCPs are missing from
O AT-L9 2000/80% 0 AT-ND 2000/80% employee applications, do you want us to:
[0 AE-N3 2700/80% O AV-8K 25/2500/80% g ézt:t::ts;,gz E)CrZZuest from group
[0 AE-N4 3500/100% O AT-M8 40/3000/70%
OAV-8I 3500/80% O AT-NE 6000/80%
O AK-Z6 6000/100% O AV-8M 40/6500/70%
O AT-M4 6500/100%

Ancillary Plan Selection(s)

Dental: OYes [No [J Employer-Sponsored [ Voluntary Plan Code(s):
Vision: OYes [ No 1 Employer-Sponsored I Voluntary Plan Code(s):
Basic Life & AD&D Benefit Multiple of Salary: Billing Type:
Amount: O 1 X Annual Salary to $ O Paper Billing
O $15,OOO | $2O:OOO O 2X Annual Salary to$ ] Electronic B||||ng
[ $25,000 [ $50,000 (Maximum & Guarantee Issue 2-5 enrolled employee - $25,000; Which bank will be used?
[ $75,000 1 $100,000 6-19 enrolled employees — $50,000;

20-50 enrolled employees - $100,000) 0 Optum Bank®
Oother$

[ Other

Supplemental Life: [ Yes

JNo

Dependent Life Benefit Amount: [ Yes
0 Spouse $7,500 & Child (6 mo+) $3,750

JNo

[0 Spouse $4,000 & Child (6 mo+) $2,000 [ Spouse $2,000 & Child (6 mo+) $1,000

Long-Term Disability (LTD):

[ Yes

J No

Short-Term Disability (STD):

[ Yes

JNo

MT-980666.3 3/18 ©2018 United HealthCare Services, Inc. 18-7504
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		undefined_44: Off

		Dependent Life Benefit Amount: Off

		Spouse 7500  Child 6 mo 3750: Off

		Spouse 4000  Child 6 mo 2000: Off

		Spouse 2000  Child 6 mo 1000: Off

		LongTerm Disability LTD Yes No: 

		ShortTerm Disability STD Yes No: 

		2: 

		1: 

		Contact: 

		eServices username: 

		Calendar Year from Jan 1 to Dec 31: Off

		Composite: Off

		Age Banded: Off

		AT-MG: Off

		Other $$$: 

		Other: Off

		eServices: Off

		LTD: Off

		STD: Off

		undefined_40: Off

		PCP Auto Assign: Off

		PCP contact: Off

		Effective Date: 






Colorado Small Group New Business Wage and Tax Required Documents

As part of the group enrollment process, we require small groups enrolling in medical coverage submit tax
documentation to verify they meet eligibility requirements for healthcare coverage.

Required Tax Documents

Organization
Type

C-Corporation

Time in
Business
Less than 1year

Articles ofincorporation

IRS or Secretary of State letter indicating issued tax
ID number

Two-week payroll/quarterly wage and tax
statement (iffiled) for employees

Ownership Documents

1yearor more ® \Wage and tax statementor quarterly payroll (if ® Pages 1and 2 ofthe 1120 Form are required
prepared by a payroll company) for owners who are not listed on the wage
and tax statement.
® The Schedule G orthe 1125E Form (listingall
owners) must also be provided.
® |f the 1120 Form does not list all owners, a
letter from the owners’ lawyer or certified
public accountant (CPA)identifying all of
owners and their percentage of ownership is
acceptable.
S-Corporation Lessthan1lyear | e Articles ofincorporation, an IRS or Secretary of
State letterindicatingissued tax ID number
e Two-week payroll/quarterly wage and tax

statement (iffiled) for employees

1yearormore

® A wage andtax statement

OR

® Quarterly payroll (if prepared by a payroll

company)

A Schedule K-1 (Form 1120S)is required for all
owners/partners if one (or more of the owners)
is notindicated on the wage and taxstatement.

Sole
Proprietorship

Less than 1year

A business license

IRS or Secretary of State letter indicating issued tax
ID number (if available),

Two-week payroll/quarterly wage and tax
statement (iffiled) for all employees not listed on
the license

1yearormore

A wage and tax statementor quarterly payroll (if
prepared by a payroll company)

If the spouse ofa sole proprietorisan employee
and not listed on the wage and tax statement, a
current W2, two-week payroll, or Schedule SE
(Self-Employment) is required.

A Schedule Cis required ifthe sole proprietorship
isinthe businessofrenting personal property.

A Schedule Eis required ifthe sole proprietorship
isinthe business ofrenting commercial property.

® A Schedule Cis required for eligible owners if
not present on the wage and tax/payroll.

Partnership

Less than 1year

Partnership Agreement listing all partners

IRS or Secretary of State letter indicating issued tax
ID number (if available)

Two-week payroll/quarterly wage and tax
statement (iffiled) for employees

1yearormore

A wage and tax statementor quarterly payroll (if
prepared by a payroll company)is required for
employees otherthan the partnersin the group.
Schedule K-1 (Form 1065) required for all partners
if one or more of the owners are notindicated on
the wage and tax statement.

A Partnership Agreementisacceptable ifthe
Schedule K-1 has not been filed. Acopy of the filing
extensionis required at the time of submission.

UnitedHealthcare and affiliates reserve the right to request proof of ownership, additiona

any submission.

payroll or supporting tax documentation on





Organization
Type

Time in
Business

Required Tax Documents

Ownership Documents

Limited Liability
Company (LLC):

Less than 1 year

e LLC Agreement (signed by all parties)

e |RS or Secretary of State letterindicating issued tax
ID number

e Two-week payroll/quarterly wage and tax
statement (iffiled) for all employees (other than
those bound by the LLC Agreement)

1yearormore

e Awage andtaxstatementor quarterly payroll (if
prepared by a payroll company)

e A Schedule K-1 or Schedule Cis required for
all owners/partnersifone (or more) of the
owners is not showing on the wage and tax
statement.

Churches

Any

e 941 0r 940 Form

e Two-week payroll/quarterly payroll/quarterly wage
and tax statement (iffiled) for all employees of the
church.

e Religious orders (priests, nuns, monks, etc.) under
a vow of poverty must provide a group letterhead
signed by the director listing all eligible employees,
their salaries and hours worked.

Farms

Any

e Must file a Schedule F
e Two-week payroll/quarterly payroll/quarterly wage
and tax statement (iffiled) for all employees.

Non-Profit

Any

e 941 0r 940 Form
e Two-week payroll/quarterly payroll/quarterly wage
and tax statement (iffiled)

Notes:

e For directors, Form 990 may be provided
showing prior year full-time earnings as proof
of eligibility.

e For newly formed nonprofits, a 941 or 940
Form may not be available. Atwo-week
payroll/quarterly payroll/ quarterly wage and
tax statementisacceptable.

UnitedHealthcare and affiliates reserve the right to request proof of ownership, additional payroll or supporting tax documentation on

any submission.

Revised 5-10-18







Enrollment/Change Form

Group Dental Insurance, Vision Care Insurance, Basic Life and Basic AD&D Insurance,
Supplemental Life and Supplemental AD&D Insurance, Short Term Disability Insurance, and
Long Term Disability Insurance provided by:

UNITEDHEALTHCARE INSURANCE COMPANY
185 Asylum St.
Hartford, CT 06103-3408

w UnitedHealthcare

TO BE COMPLETED BY EMPLOYER

Employer Name:

Policy Number:

Employer Authorization:

Date of Hire:

Class:

Plan Variation/Reporting Code:

Plan:

Requested Effective Date of Coverage / Date of Change:

] Enroll [] Cancel []Change

. ] New Group Plan L] New Hire [ ] Annual Open Enrollment [ ] Address Change
(Rgﬁesé)kn the [] Name Change [] Employee Terminated [] Marriage ] Civil Union*
Appropriate [ Divorce [] Dissolution Of Civil Union [ Death - Deit
Boxes) [] Adoption/Legal Custody [ ] Court Ordered Dependent [] Cobra/State Continuation

[] Other: StartDate / /|  EndDate

EMPLOYEE INFORMATION

ss« - - Employer Assigned ID# Date of Birth:

Last Name: First Name: Middle Initial:

Address: City: State: Zip Code:

Home Phone: Work Phone: Email Address: Annual Salary:;
Sex: [ ] Male [] Female Marital Status: [_] Single [ ] Married [ ] Domestic Partner * [] Party to Civil Union*

Number of hours worked per week:

Employee Type (Check all that apply): [ ] Active [ ] Hourly [ ] Salary [ ] Union [ ] Non-union [ ] Retired [ ] Other

FAMILY INFORMATION

Dependents to be enrolled, cancelled, changed: (Attach additional sheet if necessary)

Check First Name MI Last Name
Appropriate (i different) Date of Birth Sex Relationship** Incapacitated***

Box Dependent Social Security Number or Assigned ID

] Enroll O [ ] Spouse

[] Change P CIF ] Domestic Partner* | Not Applicable

[ ] Cancel SSH__ - - __ — [ ] Civil Union*

] Enroll

E Change Sos P E :\:/I Dependent [ IYes [ INo
Cancel - Y S

] Enroll M

E Change - P CIF Dependent [lYes [INo
Cancel - S S

] Enroll O

E Change Sos P CIF Dependent [ IYes [ INo
Cancel - R —

] Enroll M

E Change - P CIF Dependent [lYes [INo
Cancel - Y S

*Domestic Partner or Civil Union coverage is determined by state law or as determined by your employer. Please contact your employer for confirmation.

** For court ordered Dependent(s), legal documentation must be attached. Please see an Employer representative for more information about the

qualifications for full-time student status. If Dependent(s) does not reside with enrollee, please provide address on separate sheet.

** Dependent is unmarried, financially dependent upon subscriber/covered person and is mentally or physically disabled. If answered “Yes” for
Incapacitated, please attach medical certification of disability.

SPECALL-ENROLL-ER-A (11/2013)

Printed in U.S.A.

Page 1
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BENEFIT ELECTIONS

Person Dental Vision STD LTD
Employee L] L] L] (] Buy-up L] (1 Buy-up
Spouse (or Domestic Partner) |[] ]
Dependent ] O]
[ ] Waive (if applicable) [ |Waive (if applicable) [ ] Waive (if applicable) [ Iwaive (if applicable)
Person Basic Life Basic AD&D Supplemental Life Supplemental AD&D
Employee mE mE L1$ HE _
Spouse (or Domestic Partner) |[]$ R s
Dependent s C1s HE
] Waive (if applicable) ] Waive (if applicable) [ ] Waive ] Waive
Have you used tobacco of any
kind in the past 12 months?
Employee? []Yes [ ]No
Spouse? [ ]Yes [INo
BENEFICIARY(IES) * Beneficiary(ies) to be designated at time of Enrollment.
Product Full Name % Address City State  Zip Relationship
Code
Primary
Life &
AD&D
Secondary/
Contingent

* Do not use to change a previously designated Beneficiary. For changes, use the Beneficiary Designation form available from the Employer.

AUTHORIZATION AND ACKNOWLEDGEMENT  [EoiulnliSq ofXS[o[gl=ls)

| hereby declare that all the statements made above are, to the best of my knowledge and belief, true and complete and that they are the basis on
which insurance requested by me may be issued.

If Dental and/or Vision product has been elected, | understand that the Dental and/or Vision benefit plan | have selected provides reimbursement for
certain Dental and/or Vision costs which are more fully described in the current Certificates of Coverage. | understand there may be instances where
treatment decisions made by my Dentist, provider or me for Dental and/or Vision expenses which | have incurred may not be covered by my Dental
and/or Vision benefit plan. The Certificates provide Dental and/or Vision benefits only. Review your Certificates carefully.

All statements made by me are: representations; and, not warranties. No statement made by me will be used to: contest the insurance provided by
the Policy, unless, it is contained in a written statement signed by me; and, a copy of the statement is furnished to me or my beneficiary.

| understand that by signing this form | am authorizing the necessary premium deductions from my salary or wages for the coverage(s) | have
selected. | acknowledge that | have read the applicable Fraud Warning Notices provided on next page.

Employee/Enrollee Signature: Date:

Page 2





FRAUD WARNING NOTICES Please review the notice that applies in your state.

For residents of Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly
presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison,
or any combination thereof.

For residents of California: UnitedHealthcare may terminate your coverage and/or deny any claim under the policy if it is determined that
you: knowingly, and with actual intent to deceive, presented false information in this application; and such statement was the basis for
UnitedHealthcare’s approval of your coverage under the policy.

For residents of Colorado: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company
for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a
settlement or award payable from insurance proceeds, shall be reported to the Colorado division of insurance within the Department of
Regulatory Agencies.

For residents of Connecticut: Any person who knowingly presents false information in an application for insurance or life settlement
contract is guilty of a crime and may be subject to fines and confinement in prison.

For residents of District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of
defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits
if false information materially related to a claim was provided by the applicant.

For residents of Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or
an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

For residents of Hawaii: For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a
loss or benefit is a crime punishable by fines or imprisonment, or both.

For residents of Kansas: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or
an application containing any false, incomplete, or misleading information may be guilty of fraud as determined by a court of law.

For residents of Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance containing any materially false information or conceals for the purpose of misleading, information concerning any
fact material thereto commits a fraudulent insurance act, which is a crime.

For residents of Maine: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the
purpose of defrauding the company. Penalties may include imprisonment, fines, or a denial of insurance benefits.

For residents of Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or
knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.

For residents of New Jersey: Any person who includes any false or misleading information on an application for an insurance policy is
subject to criminal and civil penalties.

For residents of New Mexico: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance, is guilty of a crime and may be subject to civil fines and criminal penalties.

For residents of New York: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

For residents of Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an
application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

For residents of Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim
for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.
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FRAUD WARNING NOTICES (cont.) Please review the notice that applies in your state.

For residents of Oregon: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance may be guilty of a crime and may be subject to fines and confinement in prison.

For residents of Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal
and civil penalties.

For residents of Vermont: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or
an application containing false, incomplete, or misleading information may be guilty of a crime.

For residents of Virginia: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, makes any claim for the
proceeds of an insurance policy containing false, incomplete, or misleading information may have violated state law.

For residents of Tennessee and Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an
insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.

For residents of all other states: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
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		EnrollmentChange Form Group Dental Insurance V s on Care Insurance Bas c Life and Bas c ADD Insurance Supplemental Life and Supplemental ADD Insurance Short Term D sabi ty Insurance and Long Term D sabi ty Insurance prov ded by UNITEDHEALTHCARE INSURANCE COMPANY 185 Asylum St Hartford CT 061033408: 

		Employer Name: 

		Pol cy Number: 

		Employer Author zat on: 

		Date of Hire: 

		Class: 

		P an: 

		ve Date of Coverage  Date of Change: 

		Enroll: Off

		Cancel: Off

		Change: Off

		New Group P: Off

		Name Change: Off

		Divorce: Off

		Adopt: Off

		Other: Off

		New Hire: Off

		Employee Term: Off

		Dissolution Of Civil Union: Off

		Court Ordered Dependent: Off

		Annual Open Enrol: Off

		Marr: Off

		Death: Off

		CobraState Cont: Off

		Address Change: Off

		Civil Union: Off

		Birth: Off

		Employer Ass gned ID: 

		Date of B rth: 

		Last Name: 

		First Name: 

		Middle Initial: 

		Address: 

		City: 

		State: 

		Z p Code: 

		Home Phone: 

		Work Phone: 

		Emai Address: 

		Annual Sa ary: 

		Sex: Off

		S: Off

		Married: Off

		Domest: Off

		Party to Civil Union: Off

		undefined: 

		Number of hours worked per week: 

		Act: Off

		Hourly: Off

		Salary: Off

		Union: Off

		Nonunion: Off

		Ret: Off

		Other_2: Off

		FAMILY INFORMATION: 

		Enroll_2: Off

		Change_2: Off

		Cancel_2: Off

		undefined_2: Off

		Spouse: Off

		Domest_2: Off

		Civil Union_2: Off

		undefined_3: 

		undefined_4: 

		undefined_5: 

		Enroll_3: Off

		Change_3: Off

		Cance: Off

		SS  Enroll Change Cance: 

		undefined_6: Off

		undefined_7: Off

		undefined_8: 

		undefined_9: 

		undefined_10: 

		Enroll_4: Off

		Change_4: Off

		Cancel_3: Off

		SS  Enroll Change Cancel: 

		undefined_11: 

		undefined_12: 

		undefined_13: 

		undefined_14: Off

		undefined_15: Off

		Enroll_5: Off

		Change_5: Off

		Cancel_4: Off

		SS  Enroll Change Cancel_2: 

		undefined_16: 

		undefined_17: 

		undefined_18: 

		undefined_19: Off

		undefined_20: Off

		Enroll_6: Off

		Change_6: Off

		Cancel_5: Off

		SS  Enroll Change Cancel_3: 

		undefined_21: 

		undefined_22: 

		undefined_23: 

		undefined_24: Off

		undefined_25: Off

		BENEFIT ELECTIONS: 

		Person: 

		Dental: 

		Vision: 

		STD: 

		LTD: 

		Employee Spouse or Domest c Partner Dependent: 

		undefined_26: 

		undefined_27: 

		undefined_28: 

		undefined_29: 

		Buyup: Off

		undefined_30: 

		undefined_31: 

		Buyup_2: Off

		undefined_32: Off

		undefined_33: 

		undefined_34: 

		undefined_35: 

		Waive: Off

		Waive_2: Off

		Waive_3: Off

		Waive_4: Off

		Person_2: 

		Basic Life: 

		Basic ADD: 

		Supplemental Life: 

		Employee Spouse or Domest c Partner Dependent_2: 

		i: Off

		1: 

		2: 

		3: 

		   Waive  f appl cab e: 

		undefined_39: Off

		Waive_6: Off

		undefined_40: 

		 Waive  f appl cab e: 

		i_2: Off

		1_2: 

		2_2: 

		3_2: 

		i_3: Off

		1_3: 

		2_3: 

		3_3: 

		nd in the past 12 months: Off

		undefined_47: Off

		   Wa ve: 

		BENEFICIARYIES: 

		Beneficiaryies to be designated at time of Enrollment: 

		Product: 

		Life  ADD: 

		Pr mary: 

		Address City State Zip CodePr mary: 

		RelationshipPr mary: 

		Secondary Contingent: 

		Address City State Zip CodeSecondary Contingent: 

		RelationshipSecondary Contingent: 

		Form must be signed: 

		EmployeeEnrol ee S gnature: 

		Date: 

		FRAUD WARNING NOTICES: 

		Please review the notice that applies in your state: 

		Please review the notice that applies in your state_2: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel2: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel24: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel25: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel23: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel26: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel31: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel32: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel33: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel3: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel34: 

		Dependent Soc a Secur ty Number or Ass gned IDEnroll Change Cancel: 

		SSN: 

		SSN2: 

		SSN3: 







