(DO NOT STAPLE)

: . ~ UnitedHealthcare
Employee Enrollment Form (-
To speed the enroliment process, piease be thorough and fill out all sections that apply.
= UnitedHealthcare of the Mid-Atlantic, Inc. (“The Company”) UnitedHealtheare of ihe Mid-Atiantic, Inc.
0 UnitedHealthcare Plan of the River Valley, Inc. (“The Company”) 800 King Farm Boulevard
& UnitedHealthcare Insurance Company (“The Company”) _ Roclville, MD 20850
T Unimerica Insurance Company (“The Company”) UnitedHealthcare Plan of the River Valley, Inc.
= Optimum Choice, Inc. (“The Company”) 1300 River Drive, Suite 200

Moline, IL 61265

UnitedHealtheare Insurance Company
185 Asylum Street
Hariford, GT 06163

Unimerica Insurange Company
10701 West Researeh Drive
Milwaulkee, Wi 53228

Opiimum Choice, Inc.
800 King Farm Boulevard
Rockville, MD 20850

MD-Individual Practice Association, Inc.
800 King Farm Bouievard
Rochvilie, MD 20850

2 MD-Individual Practice Association, Inc. (“The Company”)

] Requested Effective Date of Caverage/Daie of Change / /

Group Name/Policy Number

Date of Hire / / Reason for Application Employee Type

Position/Title 2 New Group Plan T New Hirs (Check all that apply)
o gfel EV%I‘}IT/DB’[E o E\nnual T Active = COBRA o State Continuation
O Status Change pen Start di ]

Hours Worked per week = Dependent Add/Delete Enrollment End dtt ] : 7 ;
T CGhange Name/Address = Late T Hourly © Salary

Salary $ Required only if Life, STD, or LTD | = Waiving Goverage Enrollee i S Union o Non-Union = Retired

Plan based on salary . E@E;rgrma’ilon = Other

Ii you are waiving all coverage, piease compleie sections 4 and F

Last Name | First Name MI | Social Security Number Home/Cell Phone
Work Phone
Address Apt# | City State | Zip Code Language preference, if not English
Date of Birth Sex Haight Weight Used tobacco in the last Email Address
/ J oM oF 12 months? T Yes o No
Marital Stafus Physician® (First & Last Name)/ 1D # Primary Care Dentist™™ (First & Last Nams)/ ID #

O Single o Married
O Divorced T Widowed

Medical coverage provided by UnitedHealthcare of the Mid-Atlantic, Inc., UnitedHealthcare Plan of the River Valley, Inc., UnitedHealthcare Insurance
Company, Optimum Chaice, Inc., or MD-Individual Practice Association, Inc.

Dental coverage provided by UnitedHealthcare Insurance Company

Lite, Short-Term Disability (STD), Long-Term Disability (LTD) coverage provided by UnitedHealthcare Insurance Company ar Unimerica [nsurance
Company

Vision coverage provided by UnitedHealthcare Insurance Company or Unimerica Insurance Company

EE10VA 610 445-4032 1711
SBEEQ.VA 8/ P o



Emploves Name

List All Enrolling (Attach sheei if necessary)

Last Name ' First Name Ml

: . Sex |Relationship™|  Birthdate | Height | Weight |rysician” (Namf;/lp#) Togaﬂgo
Social Security Number Primary Care Dentist™* (Name/iDg)| Use
M | Spouse = Yes
[/Domestic ol
I SN SN OO N R W M S F Partner] mie
N Dependent O Yes
LoiPodfoc® 1 104 E F = o
M Dependent = Yes
= - F = No
{ I | | | { 1 ! | ]
Dependent ? Yes
RN TG TN WU TS R O OO N F S ilo
L Dependent ? Yos
N TN T NN D o N O F = o

“Important: For UnitedHealthcare Navigate, Select, Select Plus, and other products requiring you to choose a Primary Care Physician, you
must use the UnitedHealthcare directory of providers to choose a Primary Care Physician for yourself and each of your covered dependents.
“*Please see employer representative as some dental plans require a Primary Care Dentist (PCD) selection. ***For court ordered dependent,
legal documentation must be attached. If dependent does not reside with eligible employee, please provide address on a separaie sheet.

o =

i o

Please check the bax for each coverags you or your dependenis are enralling in.

If your employer offers a choice of plans, indicate which plan you are selecting. Indicate the dollar amount
selected for the Life and Accidental Death & Dismemberment (AD&D), Supplemental Life, Shor-Term Disability
(STD), and Long-Term Disability (LTD) plans. Benefit offerings are dependent upon emplover saleciion.

Person Medical Dental Vision Basic Life/AD&D Supp Life/AD&D
Employee o o o o§ o§

Spouse [Domestic Partner] o o o o 0§

Dependent 2 o C o§

Parson STD STD Buy Up LTD LTD Buy Up

Employee o$ o% 0§ o$

Life Insurance Bengficiary’s Full Name and Address Relationship

1 t;r‘ﬁ F{T1TE 5‘ This section must he completed io receive credii for prior medical coverage.

Within the last 12 months, ha\fe you, yc;ur spouse, or your dependents had any other medical coverage?
ZNO T YES (if yes, please complete this section.)

Prior medical carrier name Effectivedate /[  Enddate __/ [
Prior coverage type: = Employee = Spouse T Child(ren) T Family
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_ This section must be completed. {Attach shest if necessary.)

On the dav this couerage begins, wulyou your spouse or any of your dependents be covered under any other medical health plan or policy,
including another UnitedHealthcare plan or Medicare? © YES (continue completing this section) T NO (skip the rest of this section)

Name of other carrier

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

Spouse Name:

Dependent Namea:
Dependent Name;
Dependent Name:

*B.Enter ‘8" when this dependent is 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 coverad by another individual (not a member of your household) required to pay for this dependent’'s medical expenses.

Medicare — Employse Information: If enrolled in Medicare, please attach a capy of your Medicare 1D card.

= Enrolled in Pari A: Effective Date T Ineligible for Pari A* 2 Not Enrolled in Part A (chose not to enroll)™*
T Enrolled in Part B: Effective Date = [neligible for Pari B* o Mot Enrolled in Part B {(chose not 1o enroll)**
T Enrolled in Part D: Efiective Date  Ineligible for Part D* = Not Enrolled in Part D (chose not to enroll)**
Reason for Medicare eligibility: = Qver 65 = Kidney Disease = Disabled i Disabled but actively at work

Are you receiving Social Security Disability Insurance (SSD1)? = YES ©NO  StariDate __ [/
iVisdicare — Spouse/Dependent Name:

= Enrolled in Part A: Effective Date = Ineligible for Part A® = Not Enrolled in Part A (chose not to enroll)**
= Enrolled in Part B: Effective Date Z Ineligible for Part B* = Mot Enrolled in Part B {chose not to enroll)**
= Enrolled in Part D: Etfective Date = Ineligible for Part D™ = Not Enrolled in Part D (chose not to enroll)**
Reason for Medicare eligibility: = Qver 65 = Kidney Disease = Disabled = Disabled but actively at work

*Only check “Ineligible” if you have received documentation from your Secial Security benefits that indicate that you are not eligible for Medicare.
== [t you are eligible for Medicare on a primary hasis (Medicare pays before benefits under the group policy). you should enroll in and maintain
coverage under Medlcare Part A Part B, and/or Part D as applicable.

Deci:nmg caverage due o existence of other coverage: | | undersiand that by waiving coverage at this time, | wil

| dechﬂ‘é"au coverage for: = Spause's Employer's Plan = Individual Plan not be allowed to participate uniess | qualify at a special
2 Myself = Covered by Medicare = Medicaid anrollment pariod or as a laie enrolles, i applicable. or ai
= Spouse = COBRA from Prior Employer = VA Eligibility the next open enrollment period. | also understand that
= Dependent Children = Tri-Care L | pre-existing limitations may apply as explained in the

= | (we) have no other coverage at this time

= Myself and all dependents - = Other

i Righis and Responsibilities brochure which | have
| received with ihis form.

Date Employee Signaturs if waiving coverage
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This section must be completed. {Attach sheet if necessary.)

O 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? = YES (continue completing this section) © NO (skip the rest of this section)

Name of other carrier

QOther Group Medical Covarage Information Tvpe | Effective Date | End Date Name and date of birth of policyholder
(only list thosa covered by other plan) (B/S/F)* | MM/DD/YY | MM/DD/YY | for ather coverage
Employee: ‘

Spouse Name:

Dependent Name:
Dependent Name:

Dependent Name:

*B.Enter ‘B’ when this dependent is 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 housenold) required to pay for this dependent’s medical expanses.

Medicare — Employee Information: If enralled in Medicare, please attach a copy of your Medicare 1D card.

T Enrolled in Part A: Effective Date o Ineligible for Part A* = Not Enrolled in Part A (chose not to enroll)™
T Enrolled in Part B: Effective Daie 0 Ineligible for Part B* o Not Enrolled in Part B (chose not to enroll)**
= Enrolled in Pari O: Efiective Daie o Ineligible for Part D* o Not Enrolled in Part D (chose not to enroll)**
Reasan for Medicare eligibility: = Qver 65 = Kidney Disease = Disabled & Disabled but actively at work

Are you receiving Social Security Disability Insurance (SSDI)? =YES =NO StariDate ___/_/__
Medicars — Spouse/Dependent Name:

Z Enrolled in Part A: Effective Date = Ingligible for Part A* T Not Enrolled in Part A (chose not to enroli) ™~
i Enrolled in Part B: Effective Date = Inaligible for Part B* = Mot Enrolled in Part B (chose not to enroll)**
= Enrolled in Part D: Effective Date o Inaligible for Part D* = Not Enrolled in Part D (chose not to enroll)™*
Reason for Medicare eligibility: = Qver 65 =i Kidney 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.
** |f you are eligible for Medicare on & primary basis (Medicare pays before benefits under the group policy), vou shouid enroll in and maintain
coverage under Medicare Part A, Pari B, and/or Part D as applicabls.

Declining coverage due to existence of qther coverage: i | undérstand that by waiving coverage at this time. | will
| T Spouse’s Employer's Plan = Individual Plan not be allowed to participate unless | qualify at a special

= Mysalf " | = Covered by Medicars = Medicaid enrollment period or as a late enrollee, if applicable. or at
= Spouse - 0 COBRA from Prior Employer = VA Eligibility the next open enroliment period. | also understand that
= Dependent Children ! :ITr -Carg i - pre-existing limitations may apply as explained in the
= Myself and all dependenis | - Og\r:?r) have no other coverage at this time Rights and Responsibilities brochure which | have

; - received with this form.
Date Empioyee Signature if waiving coverage

Page 3 of 4



