(FEDERETEHEEET)/(DO NOT STAPLE)

= UnitedHealthCare Insurance Company UnitedHealthcare

= Ju !

= UnitedHealthCare of Texas, Inc. ; PN

EI;Xf%E HE§/ National Pacific Den(t)al, Inc. B S 2R R R
Unimerica Insurance Company HEEREETE/Asi

Em p I Ovee Enro I I ment Form PacifiCare Life & Health Insurance Company FRARHETE/AslanTreasure

MERNNEIZFRTIE - BEHYBIARMERIEN

#8453 - /To speed the enroliment process, please P .
be thorough and fill out all sections that apply. IRe%4E / #ws5/Group Name/Number

ERMRFEREINEER / £5F HEA/Requested Effective Date of
i /&3 18H5/To Be Completed by Employer Coverage/DaIexof Change

B2 /E B Hi/Date of Hire / / FRE& R Al/Reason for Application BT (DEFREEAER)
B / BFE/Position/Title D ¥rER5T&/New Group Plan Employee Type (Check all that apply)

A e e 7 fEB/Active

O / BER/ =
3B T RS E/Hours Worked per week Life Event/Date [ COBRA / MH&EH R/

O FERRERR COBRA/State Continuation
23 B | SRS Y EFE) Annual Open Enrollment PR EHHEA/Start dt _/_/
gi@%%xaequireﬁﬁyﬁg‘ﬁﬂﬁgfﬁﬁy 0 BEE/Status Change_____ EREHYEnd dt_/_/_

O fgia / gﬂﬂﬁfﬁ\éﬁ) o O BSZ/Hourly O E&/Salary

ependen elete @ /ini & /Non-Uni
D E R/ il O I E./Umgn (1 3ET&/Non-Union
Change Name/Address [ ;& fA/Retired

O &H_EEE’\J?QT%A/Late Enrollee U] E1th/Other
A. B T&#/Employee Information DHf/Oer
4 FC/Last Name %% /First Name FEZ2ETR |HERERE/ {£%& &5E/Home Phone

MI Social Security Number
AT EEE/Work Phone
it /Address NEERRS/Apt # | 3/City | M/State | EREEESSR/Zip Code |E-FEB{Fihlit/Email Address
H 4 B HA/Date of Birth | #£RI/Sex |&=/Height | BE&E/Weight | BX 12 BAAEEE 1BAEE EIERGEER)/
/ / O BH/M {EFFAE 7 /Used tobacco | Language preference, if not English
O Z 1% /F in the last 12 months?
[ Z/Yes [J7&/No

PEIRARRE/Marital Status | B2EM (GEEELER) / #msk (12 HMO {EF)/ BTE GEEtR) / #Rak (24 DMO )
(] B 8/Single Physician (First & Last Name)/ ID # (HMO use only)| Primary Care Dentist (First & Last Name)/ ID # (DMO use only)

[ 2 4&/Married
[ Bf4&/Divorced
OJ 3=48/Widowed

RERE LR EBREELE AV 7 /Do you have a disability affecting your ability to communicate or read? [ 2/Yes [ &/No
HMO 2R A RS IEERIEUFTIZERT - EREUFTIRRE R R HTAZRN « TERERISRME - ERIEEnamTIEEamigtt o/
HMO Female enrollees are not required to select an obstetrician or gynecologist. Obstetrical or gynecological care can be received from her
primary care physician, primary care provider or an obstetrician or gynecologist.
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B. =X EEZ&Efl/Family Information JIHFEERE (1B FEEME)/List All Enrolling (Attach sheet if necessary)

K/ BT/ R BERM (242 / fma)E 64 HVO
Last Name First Name &Zx&/MI {#F/Physician (Name/ID#) | = {5
MR/ | BER/ HEREY | 55/ |B8E/ |2HE4/|HMO use only RE/
— Sex | Relationship | Birthdate |Height| Weight| Full Time BHEE (4% / #wER) | Tobacco
B % 2 AR/ Student |{Zf DMO {EF/ Used
Social Security Number Primary Care Used Dentist
(Name/ID#) DMO use only
S| BiE/ 0 52/Yes
_ _ Zf4F | Spouse 0 &/No
| | | | | | | | |
BtEM| ZEEAN/ 0 52/Yes O £/Yes
_ _ Z1%/F | Dependent o &/No 0 &/No
| | | | | | | | |
BEM| ZHEEAN/ 0 2/Yes 0 £/Yes
_ _ 2zi4/F | Dependent 0 %/No 0 &/No
| | | | | | | | |
BM| ZEEAN/ 0 52/Yes 0 52/Yes
_ _ Zi4/F | Dependent 0 7 /No 0 /No
= g BaEMEERANER - iBTABERETEIZEME - /Please check | FEIEFRVHEFEIGTE/
C. EmiEiR /Product Selection all that apply. Benefit offerings are dependent upon employer selection. Dual Option Plan Selected
@A/ B/ | RV iwA | NSRk / 2%/ | /7R AF R/ | 4878 AD&D/ | STD/|  LTD/ B/ F#
Person Medical | Dental Vision | Life/Amount Sup Life Sup AD&D | STD LTD Medical Dental
8T/
Employee O O O o0$ O 0 O 0
Bcis/
Spouse O O O O
ZHREAN/
Dependents O O O O

ASRIEZE AR ZE R ML RA R/
Life Insurance Beneficiary’s Full Name and Address Relationship

f3 " UnitedHealthcare FIEARAZE & FRHAVEIR -

E2R{F2H United HealthCare Insurance Company (PPO ~ ##{83X) &k United HealthCare of Texas, Inc. (HMO) % PacifiCare Life & Health
Insurance Company (PPO - &) 12t

&R 2R United HealthCare Insurance Company (##fEz%) 2% National Pacific Dental, Inc. (DMO) #2 4

AS{RIEAFEE/ United HealthCare Insurance Company B Unimerica Insurance Company 2

iR 717%&{R2H United HealthCare Insurance Company (PPO ~ ##{E3() &% Unimerica Insurance Company (PPO ~ #{E3) 24

Coverage Provided by “UnitedHealthcare and Affiliates”:

Medical coverage provided by United HealthCare Insurance Company (PPO, indemnity) or United HealthCare of Texas, Inc. (HMO) or PacifiCare Life &
Health Insurance Company (PPO, indemnity)

Dental coverage United HealthCare Insurance Company (indemnity) or National Pacific Dental, Inc. (DMQ)

Life Insurance coverage provided by United HealthCare Insurance Gompany or Unimerica Insurance Gompany

Vision coverage provided by United HealthCare Insurance Company (PPO, indemnity) or Unimerica Insurance Company (PPO, indemnity)
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BB &2 En D : ; MARLASE AT EEBRIRINIE - SEFEMIRE AEBS - /This section
D. SERIE& R tRIREH/Prior Medical Insurance Information must be completed to receive credit for prior medical coverage.
B®E12EAA - BAN ~ BB EEA S S B AEMEZRR?/Within the last 12 months, have you, your spouse, or your
dependents had any other medical coverage? 0 /N0 0 2 (BE 2 @ FAEEARELS © )/YES (if yes, please complete this section.)
Se BT EE (R /A B F8/Prior medical carrier name
434 B fp/Effective date _ / /  #ERHEHAEnddate /[

STRIA{REEEY/Prior coverage type: 0 & T /Employee O Ec{®/Spouse O F%/Child(ren) O R JgE/Family

BEAWEIEE - (MBFESEINE - )/This section must
be completed. (Attach sheet if necessary.)

E. H{th B R (R & :M/0ther Medical Coverage Information

FEAFRRFIBER @ AN ~ DB RBEE AN ESEHEMHMERBRRITENRE (BE5—(@ UnitedHealthcare 513
PacifiCare 512 &, Medicare) BY&{R?/0n 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, PacifiCare plan, or Medicare?

02 (#AEEBAEE4)/YES (continue completing this section) 0 & (Bb@ASE/ EERRIZE)/NO (skip the rest of this section)

H1th{R /A7) F8/Name of other carrier
HihE e FARE N $gRY EX B ER R EER HRRREZEENGRAE S HEY

(EEZIIHAREMETEAEFRON)/ B/SFH* | B/B/%/ | B/H /% | Name and date of birth of policyholder
Other Group Medical Coverage Information Type Effective Date | End Date for other coverage
B (@4 42/Spouse Name:
SimE A 144/Dependent Name:
*B. AR HEE A ERRFREMEEER ARG E AR > BI3E "B, (248%) o /*B. Enter ‘B’ when this dependent is covered under both you
and your spouse’s insurance plan (married).
FURASMEACHEMA (TEENRERE) N ERMAREZBEADAIAAZEEANNERERR » BI3E "F) o /F Enter F if this
dependent is covered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.

(only list those covered by other plan) (B/S/F)* MM/DD/YY MM/DD/YY
& T /Employee: -
ZHEE A2t /Dependent Name:
SimE A 144/Dependent Name:

S. MRBEASEEANNEELBEEMASBEZNAZIBEAMNEEERNG  AIBE TS, /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.

Medicare - E T&EE - &2 Medicare » Z5R&RY Medicare 8 8 F5A o /
Medicare — Employee Information: If enrolled in Medicare, please attach a copy of your Medicare ID card.
OS2 A S - EXHE ORTEE ABAER ORBMAES EETZM)/

Enrolled in Part A: Effective Date Ineligible for Part A* Not Enrolled in Part A (chose not to enroll)**
O E20B 8845 - EXHE ORTFE BEAER ORI B B (FEEAZSM)/

Enrolled in Part B: Effective Date Ineligible for Part B* Not Enrolled in Part B (chose not to enroll)**
02200 &84 0 EXMBHY OFFFE D B ERR  ORBIND B GEEAZM)/

Enrolled in Part D: Effective Date Ineligible for Part D* Not Enrolled in Part D (chose not to enroll)**

5% Medicare E1%aY9/E &/Reason for Medicare eligibility: 065 B§lL_E/Over 65 O Ef#%/Kidney Disease
0 52%/Disabled 0 529 - {B{B7£H/Disabled but actively at work
EEAIEAATELERE&ERMK (SSDI)?/Are you
receiving Social Security Disability Insurance (SSDI)?
O &/YES O &/NO  FEteHER/Start Date _ /_ /.

Medicare — Bc{& / S #E& A £ /Medicare — Spouse/Dependent Name:

DE22mAZS - £MEE ORRa AEAER DREMAZS EETZ2M)/

Enrolled in Part A: Effective Date Ineligible for Part A* Not Enrolled in Part A (chose not to enroll)**
022 B &5 ¢ £ ORTFE BEAER  0RZBMB B (EERSM)/

Enrolled in Part B: Effective Date Ineligible for Part B* Not Enrolled in Part B (chose not to enroll)**
O 22D &5 - E3EE ORTEE D B EE Y/ ORZBMD EH GEETZRM) ™/

Enrolled in Part D: Effective Date Ineligible for Part D* Not Enrolled in Part D (chose not to enroll)**

%54 Medicare BA&AYELE/Reason for Medicare eligibility: 0 65 m%LL_E/Over 65 O B fEiiw/Kidney Disease

0 5&%%/Disabled 0 B89& » {8478/ Disabled but actively at work
* MBREBW R G L EIEF XA HET T EMedicareE+g » A 25&E " THRFEEE L o /*Only check “Ineligible” if you have received
documentation from your Social Security benefits that indicate that you are not eligible for Medicare.
EBIETF S Medicare £ FEHERVE (BN Medicare Sefa(dias] - 2 RERBREA#E(T) » EERERER 245 Medicare A
E64> ~ B &843#0 (%) D SBAAIHAAF o /** If you are eligible for Medicare on a primary basis (Medicare pays before benefits under the group
policy), you should enroll in and maintain coverage under Medicare Part A, Part B, and/or Part D as applicable.
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B T #442/Employee Name
TtEZL 2 5EME/SSN [E#&<2%8/Group Name
EAEECLURAERRE_H BE2 'REZH , FMIINEBEARZ TIIME - FBFEHEE - FiXE - SEEEB
EMSRIE A RS - PR LUEREEEREE - /Please answer the following questions for yourself and each person listed in Section B
“Family Information” on the second page of this form. Please answer completely and truthfully. Please note that, if you leave out or
misrepresent information, we may change your premium.

O&/Nes O0&/MNo 1. RXRFREEEEEMABRIRE ? BE "E, @ BIRHFMEN - SFETEER « EAHROEE
1275 ZRRAFN (%) SN TTZIREE - /Is anyone on this application currently pregnant? If “yes” please provide
detailed information including anticipated delivery date, any pregnancy complications, anticipation of multiple births,
and/or Cesarean Section.

O3E/Nes O0&/MNo 2. RBRFRLEEBHIMATESE 10 FASRATAERK - EENRERAMARRBESEASEZ?
=Z T2, - A TERMHESEMREREAIFEME o /Has anyone on this application visited any health care
professional during the last 10 years for any illness, injury, or health condition? If your answer is "yes" please
provide detailed information on next page for each person involved.

O&Nes O&MNo 3. ABRFBEXRLEEEIMATERS 12 BAASKEERERE ((FfReifI52) SiES@IIeFii 7 &8 "8
B T EIE M EEMERIEAAYEEEEN < /Has anyone on this application been hospitalized (inpatient or outpatient)
or had surgery in the past 12 months? If your answer is “yes” please provide detailed information on next page for
each person involved.

Ose/Yes D&EMNo 4. ABRFBEREZEEEEMATEGEE 12 AEASEEERAHMRAEMAELEY ? B 21
B FBIRMUESEMHERRE A RGEMEEN - /Has anyone on this application been prescribed or taken any prescription
medications in the past 12 months? If your answer is “yes” please provide detailed information on next page for
each person involved.

O3E/Yes O&/MNo 5 ABRFERLEELEHIMABREIRESZAERIIFFMNRERI - RRNES  ESBTMAGHE
REREE X A SEBREETEMRETIAESIINEFM ? UL LELREMEZ—Z &, » HE FTHiR
HE{EMERIE A AYEEMZEN - /Does anyone on this application have a health condition, iliness, or injury that may
require treatment or surgery, or has any health care professional recommended treatment or surgery for any of you
that has not been performed? If your answer to either question is “yes” please provide detailed information below
for each person involved.

BHELULEE TR, NAEHERMEASEH - (EREELSEHRE - BRMNEERVEXEE LHEZEMEERHEA - )/Please give details of
all “yes” answers above. (If additional space is required, please attach a separate sheet and be sure to date and sign that sheet.)

iR/ | @A/ f®ix | BEh/ i=y-gk- 2l EEEpE =/ A EE/ T/
Question # Person Condition/Diagnosis Treatment/Meds Physician’s Name | Dates Treated | Prognosis

G. b‘&%ﬁﬁé/ B E &R MmIEAB#{F/Declining coverage due | FHiERR » BMEMBAFERMRTHAETERMETS
Waiver of Coverage to existence of other coverage: FRIFFCEBRINE L ZAIEH ~ £ FMERBURE
- O BB 2 EAY5TE/Spouse’s Employer’s Plan FAR R LREEAYIRRA B RER (WEA) -
PR PO URL SEAETTRRR | O fBLA gt B indicual Pan BB SRR SREARIE | )
. ' ] Medi /Covered by Medi = J L 3% R REZR BB IRD

[ FeA A/Myself edicare HfR/Covered by Medicare (PPO)AY#REE © /I understand that by waiving coverage

] Bc{&B/Spouse - Medm;gﬁ COBRA/COBRA from Prior Emol at this time, | will not be allowed to participate unless |

O] S4E& T %/Dependent | ﬁéE iﬁﬁ}NA e rom Frior employer experience a life change event, at the next open enrollment
Children g ;_ESE igibility period or as a late enrollee, if applicable. | also understand

. - ri-Care i [t ;

] NEf S 1 / Ve . that pre-existing limitations (PPO) may apply as explained
T AT SRS\ (3 (3ff9) MERBEAMIALR/ (we) have no in the Rights and Responsibilities brochure which | have
Myself and all dependents = g p

other coverage at this time received with this form.
[J E th/Other
H&A/Date BT %% (EME&®)/Employee Signature if waiving coverage
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oy
H. & /Signature H#%42 United HealthCare Insurance Company SR ERAfRAZ ( " UnitedHealthcare FIREFR A2 1 ) RTAWSS
ERMERHENER « IRREEEMACH - BiEE LAk E M I EA S RRERE - IR - ERidikr]seRiEHMEANERE
(IR ERIRERISIRME) FTEAVE - LUREAZEY) / JEFE(ER - HIV/AIDS « fEiRfEE (Ta 0IRAERE) « MRAEERERSES
RARVEE - MIRE T MERREEERERME - ZEEMEE - HtFRIGARSBREAR « BE - 22 EHthEEKE « RREEEH
TG LREMERREE - KREEBEFBE - 19 BBEHWENLS UnitedHealthcare FBARIEZE - HERE - BRNEHHAVEN
i& /57 & UnitedHealthcare REAR A E AT LUMARBRAES » R « RENRERRGFHRIVATE - BERAEE N BFEME - LR
RERE - T8 @ PRRBEENEHNWRRFRTEEXR RN (FREEA) - HIERE - H o FERLEZEAZZNERFKARY UnitedHealthcare
MEAREZERRBEHE S — I - B2 KIBEARBIRELZ1TEIRRS} - 1R1Z HIPAA #85E - UnitedHealthcare FEAR A E M FE KL T
B8 - MILHEET - R - BRIERAASERESHERNER A EHEEERETE IR IER FRE - BRIFRERTHAE  BRIKER
EENHIEARZEREE 30 ER -

B BIEENWEASNRRSISAHPESR B EAREHVERREAILR - & (M) 2ABRAALARNIEBEA (B51EREE)
FREEIEPAREIRE BB R (R - AER T E PRV EMRE o i (Fff) LARFSREIFEARERVEARREENTHERIEASER
HAanf@EA o 3% (M) B - aRIE (FHF) RE RS S EtE AT AR IR EH e FIENFA A R R AT (A -
UnitedHealthcare FEAR A ZEIT R HEREHINR - FRTF—HEAEESEAMNAEMNEEK -

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

[ understand that | am completing a joint life and health application and that each response must be complete and accurate. | (we) request the
indicated group medical coverage for myself and, if the plan provides, for my dependents. | authorize any required premium contributions to be
deducted from earnings. | (we) have not given the agent or any other persons any health information not included on the application. | (we)
understand that UnitedHealthcare and Affiliates is not bound by any statements | (we) have made to any agent or to any other persons, if those
statements are not written or printed on this application and any attachments. Please maintain a copy of this authorization for your records.

H #B/Date BT %% ((KRATBHEEAZER)/Employee Signature for all applying | EcfE%54a (FEEREEH{R)/Spouse Signature
(if applying for coverage)

I. AOEE#HETEH (FEw18)/Census Information (optional)

figat - ARREIENE - BRI EERFET o AEBAFNNERNENESAREERRENER  UREMIZFERMNEERBIETERE -
AENTERMNEIREERFE - /NOTE: Responding to this question is optional and is not required. Data collected in this section will be used
only to help communicate with enrollees and inform them of specific programs to enhance their well-being. This information will not be used
in the eligibility process.

1. ¥k (‘2:EFrE#ERIEE)/Race, check all that apply:
O B A/White [ 2 A - JEBEZERI A/Black, African-American [ EBENHZ A / FlfErNE{EE/American Indian/Alaska Native
O ae@g/Asian O EERRER / XFF E&/Native Hawaiian/Pacific Islander
O EAth¥Eh% - 55578 /Other Race, please specify

2. IRBEEB AFAESFIT & ? /Are you of Hispanic or Latino origin? [ &/Yes [ Z&/No
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