(Zstx| OotAl2)/(DO NOT STAPLE)

= UnitedHealthCare Insurance Company UnitedHealth °
b | -?-.I AI UnitedHealthCare of Texas, Inc. nite ¢are
T th-I/ Emplovee National Pacific Dental, Inc. - %L‘}OI'_EIE_ﬂﬁﬂloi
Enro "ment Fo rm Unimerica Insurance Company opsiH} Cf 2 & & /AsianTreasure

A8 SR A, sigsi= RE AIEE &S | 28Y/H S /Group Name/Number
=tMsl| Z=21A|=2./To speed the enroliment process,
please be thorough and fill out all sections that apply.

AZFI| ZMsHAAIL/ HY 5= @M 23 N/ M SAl/Requested Effective Date of Coverage/
To Be Completed by Employer Date of Change /]

i &3 0| f+/Reason for Application X2 EIQ[(2E s ARSIl & 2HAA 2)/
=1 Lk
-Log EEHDat? .0' lee ! ! ol & S2/New Group Plan Employee Type (Check all that apply)
= 2| /=) &/Position/Title C A7 2 /New Hire o 8X) 2R /Active
0582 0|8l E/2R/Life Event/Date O COBRA/Z (M) A& EAY
Zof 22 A ZHHours Worked per week © CgBR://é't_a(t)el l()lonltinuatijn
o =/Salary § o ¢l S= 7|ZYAnnual Open Enrollment A& Yat/Startdt _/ /
colodalye AR H =z L
piso| e MPmEel B e ayy |04 H8/Status Change ] flil Iiu;/)llind tha/ ;éalary
Required only if Life Plan based on sal N = oS
ALITRE ory T 216 THan Dased on setay O fIHEF FIHA 7/Dependent Add/Delete | o =8t/Union o H| = &H/Non-Union
D O| &/ 4 H&/Change Name/Address 0 2E|/Retired
O X2t S5 &l&Xl/Late Enrollee 0 7| EHOther
A. =¥ F=/Employee Information O 7| Et/Other
&/Last Name Ol E/First Name S7HOIEMI [A8AREEME/ | ZF2HHome Phone

Social Security Number | &= 2% SH/Work Phone

Z A /Address O}IIE #/Apt # Al/City Z/State | EHS/Zip Code |[O|HY Z=4/Email Address

A 14 2l /Date of Birth | A& /Sex | Al &/Height | S/MWeight |X|t 12 7{1ZF EH o5/ o7t OtH AR, M3 st= A0/
/ / O =M Used tobacco in the last Language preference, if not English

O o/F 12 months?

Joll/Yes Ot 2/No

ZE 0 ®/Marital Status | F=%|2| (0| Z2t 4J)/ID # (HMOQ! & 01| TH)/ X| 2t FX| 2| (0| 52+ d)/ID # (DMOR! &0 2h/

(1 O] Z/Single (First & Last Name)/ ID # (HMO use only) Primary Care Dentist (First & Last Name)/ ID # (DMO use only)

O 7| Z/Married

O 0| &/Divorced

1 A /Widowed

AL S E£= 97| 5o Ha2 n|X|= Fof 7} Y& L 7H2/Do you have a disability affecting your ability to communicate or read?

O 0oll/Yes Ot 2/No

HMO O3 71 At= AFRQIME 22X o = MEE LRIt QELICH AMRQIN R E = FX(Qf, YR T & A SAL E= A1}

O| A AIA EEE 4= AELICEHMO 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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; ; BE J1dxtofl sl HMSHIAIL (ERE 3 HE SXI& HFELAL)/
List All Enrolling (Attach sheet if necessary)

A = = FX| 2| (0] E1D#) HMO?!
. o ame C S ey (BN PrSOan (amenDf) 0101/
astiame  Tistiame PV wwy | sleimjstol moy | gusiey | ami| MF/ | S, [HMOuse on Tobacto
Sex | Relationship | Birthdate | Height| Weight Student x| 2 FX|2|(0| £ID#) DMO2! s
£ Al FE|E|H % /Social Security Number 2 0l| 2H/Primary Care Dentist
(Name/\D#)DMO use only
KM Hi S X/ O Oil/Yes
N T T N R O B OI/F Spouse 0 Ot 2/No
M| B otE/ 0 Of| /Yes 0 Oll/Yes
- - oi/F | Dependent 0 Of|2/No 0 0L 2/No
| | | | | | | | | |
HmM| BY IS/ O Ol /Yes O Ofl/Yes
LT T |9 Dependent 0 OfL{2/No 0 O 2/No
M| Y IS o ofl/Yes O Oll/Yes
_ _ | olJF Dependent 0 O19/No 0 ORLI2/No
AR MER i 2E GHIAR] MTERIAIR. HBEl= seie aRe| Meto) mjal elEiLicl) | 7L S8 Su d=/
B AL D T LIS Please check all that apply. Benefil oﬁ,erings are dependent upon employer?election. Dual Option Plan elected
AR o|g/ Xay | etzf |(YYEH/ZU/ |7t 4B EY Life/ | &7+AD&D/ | STD/ | LTD/ o=/ x| 2t/
Person Medical | Dental | Vision | Life/Amount Sup Life Sup AD&D | STD | LTD Medica Dental
ugel
Employee o O O o$____ O u O O
Hi Xt/ - 5 5 5
Spouse
2 It5/ - - - -
Dependents . ] .
MHEH 5 X 0|52 F4/Life Insurance Beneficiary’s Full Name and Address 7t Atetel EHA /Relationship

e ol &2 “UnitedHealthcare 3! X2 AFHS” Ol M A 3 &tL| Ct/Coverage Provided by “UnitedHealthcare and Affiliates™:

9|2 ¥ 3 2 United HealthCare Insurance Company (PPO, indemnity =& ) === United HealthCare of Texas, Inc. (HMO)O| M A B &hL| T}/
Medical coverage provided by United HealthCare Insurance Company (PPQ, indemnity) or United HealthCare of Texas, Inc. (HMO)

X|ZH=2E 2 United HealthCare Insurance Company (indemnity =2 &) &= National Pacific Dental, Inc. (DMO)Oll A &| 2 &Lt/
Dental coverage United HealthCare Insurance Company (indemnity) or National Pacific Dental, Inc. (DMO)

M 2 & 2 United HealthCare Insurance Company 5= Unimerica Insurance Company Ol A | S &tL| Ct./Life Insurance coverage provided
by United HealthCare Insurance Company or Unimerica Insurance Company

Ou} = % 2 United HealthCare Insurance Company (PPO, indemnity =2 &) %= Unimerica Insurance Company (PPO, indemnity & Zf)0i| A
H| & gL C}.NVision coverage provided by United HealthCare Insurance Company (PPO, indemnity) or Unimerica Insurance Company
(PPO, indemnity)

D. 0| o= E¥ = /Prior Medical 0| o= E§#o| SIS W sl 2 MMSE UtEA| =H4s10{0} LIt/
Insurance Information This section must be completed to receive credit for prior medical coverage.

At 12708 SO O2 2, Hl Xt £= FLIIE0| OhE Q& EF =S 92 HO0| &L 7H?/Within the last 12 months, have you,
your spouse, or your dependents had any other medical coverage?

OOt 2/NO oo (“of”2td Eet A% o] MME FMsH F4AIL)/YES (if yes, please complete this section.)

O|F S| 2 =& A} O| &/Prior medical carrier name
gt 5 2 /Effective date ___/ / EZ5YkEnddate /[

Ol FHHH 2| x| EFR!/Prior coverage type: O = 2/Employee O HY 2 X}/Spouse 0 Xt (£)/Child(ren) O 7+=/Family

58| 0| x| & 28| O] X|/Page 2 of 5



E. 71Et 2|= &= H=/0ther Medical 0] MM HI=A| Z4510{0F EiLIC}. (TRt Z2 WXIZ HESAAR)/
Coverage Information This section must be completed. (Attach sheet if necessary.)

B ol HE FEI0| A|RSIE I, o2, Hl| X = HYIIEL L2 UnitedHealthcare Z8 = M LA 0{ & E8H510] CI2
oEEE ZMO|L} Z2AIQ HES WAL TH?/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 or Medicare?

oo (O] MME A% =45 Al 2)/NES (continue completing this section) OO 2 (CHS MM o2 HO{THI Al 2)/NO (skip the rest of this section)
7|E} 2 & A} 0| S/Name of other carrier

71t O& 97 28 T Bt aay 5=2¢ CtE 0N HHE = ZFUXL O] F2t 4 Y/
(CHE EHOIM HHE = ALRDEEY)/ (B/S/F) | &//4/ 8/ed/4/ Name and date of birth of policyholder

Other Group Medical Coverage Information Type Effective Date | End Date for other coverage

(only list those covered by other plan) (B/S/F)* | MM/DD/YY | MM/DD/YY

Z 2 /Employee:
Hi X} A H/Spouse Name:
I| 5k} 4 H/Dependent Name:
I £ X}t AH/Dependent Name:
I| 5k} 4 H/Dependent Name:
*B.O{ =2t H{ Xt 28 EH (7|2)0A HHE = T 2YXel Z2 ‘B 2t 246t Al 2 /Enter ‘B’ when this dependent is
covered under both you and your spouse’s insurance plan (married).
S.I| F U0 sl F=x2 0| U= F20|H U FAA| 2|2 H|E CHE AEO| A2 BRIt AUAS RS 2tal FHYSHHA 2./
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. 7t5 0| ol CHE AMEO| T R YAE HHSHAL I FYXIC| 2| 2H|E CHE AIE0| X|E35{0F 5t= S 'F 2fal M5t AI2/
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.

HoH - =3 2/ HOAO 71Xl A2 MO ID 7= Alzg & FSHIA 2./
Medicare — Employee Information: If enrolled in Medicare, please attach a copy of your Medicare 1D card.
OOtE A JHQ: gtgel/ OOE A 287/ OotE A 0|74 (0|71 MEd)/

Enrolled in Part A: Effective Date Ineligible for Part A* Not Enrolled in Part A (chose not to enroll)**
OoE B 71g): &&Q/ OoE B #&3/ OIoE B 0|7k (0]7+e MEl)/

Enrolled in Part B: Effective Date Ineligible for Part B* Not Enrolled in Part B (chose not to enroll)**
OmE D 7t ¢&5 g/ OmME D #HF/ OME D 0|7t (0|7t HEd)/

Enrolled in Part D: Effective Date Ineligible for Part D* Not Enrolled in Part D (chose not to enroll)**
M oA O 3K AL3/Reason for Medicare eligibility: O 654 0] -AH/0ver 65 O Al & /Kidney Disease O Zfol/Disabled

O Zof 7+ AUXAOF A2 & 4~ QL Z/Disabled but actively at work

Ats| 2 HFofl 2 8(SSDI)2 Hta1 UELI7H?/Are you receiving Social Security Disability Insurance (SSDI)?  oCOI/YES O OfL| 2/NO
A= /StartDate ___ /__ /

M A O — v A/ £ XXt AH/Medicare — Spouse/Dependent Name:

DIFE A 7Y Yag/ DIHE A £5Z/ OIHE A 07he) (0|7t HE)/

Enrolled in Part A: Effective Date Ineligible for Part A* Not Enrolled in Part A (chose not to enroll)**
OHE B 712l L& g/ OoE B £X3/ O OE B A7t (A17+Y] MEf)/

Enrolled in Part B: Effective Date Ineligible for Part B* Not Enrolled in Part B (chose not to enroll)**
OOE D 7tel: 2ag/ OmME D #87/ OOE D 0|7t (A]71e AE)/

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

M ClA O] SXHA Ar/Reason for Medicare eligibility:

O 65M0| A/0ver 65 O A 2 /Kidney Disease T ZOH/Disabled O Zof 7} QUAX|2H 2 & £ U S/Disabled but actively at work
*AE| 20l MO A oo £HZHo|2t= S2E B2 0Tt “FFA” of A 354 Al<2./0nly check “Ineligible” if you have
received documentation from your Social Security benefits that indicate that you are not eligible for Medicare.

>1F A &= I.joﬂ A OOM X =st= HUAHON FAAXR AF, s|Fsts HOA HEA GEBY/E= HED
S|=of 715t ol & | Xl oF STt /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.

5[ 0| X| & 31| 0| X|/Page 3 of 5



F. 2|2 7|5/Medical History

22 AH/Employee Name
159/Group Name
O] MEA F Y Fo| MM B “J71F FE” o ZEE ZE AR o2 20| Chall °HF =20 Bl FHA2. wWEGo| A =2
AN FHA2. HEI| 5E e FYUE FHYE 42 REEV| HAE £ AS2 Foldll FLAIAIR./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.
oofl/Yes oOtL{2/No X101 S ZO|Lt AFM A0 7[HE 71F0| AT AHoZ X 222 FHo| Y& 7H?
alZtet AH 2= CI2 S E®SHX 0 olof BHYEl= A2 otdLTt. &, Bk, Chd 435, HIV/AIDS,
AN FEE, dEY 718, 7] £= 7|EHo|4], @2, 7 M, H AFY/=8A & E= o&8
2L} $5,000 € XItots =/ UF WS MIIStASHIN? = A A4 QI AtEo|
Q&L 77+2/In the last 10 years have you or any member of your family listed on this application been treated for a
serious illness? Examples include, but are not limited to any of the following: cancer, diabetes, multiple sclerosis,
HIV/AIDS, mental/nervous disorders, congenital birth defects, organ or other transplants, hemophilia, diseases of
the liver, kidney, lungs, heart/circulatory system; or has anyone had surgery or incurred medical/pharmacy claims
in excess of $5,000 or is anyone currently pregnant?
O 2l et A< OIS HIo|X]of] =l AFEkE ZM6l FLIAIL./1f yes, please provide details on next page.

L& H A A2 E[HZ/SSN

A7] 220 “ofi"2lx2 et ALEoll CHel THIZ22 =M FLIAIL./Please give details to any “yes” answer above.
Hoo| FX|0f =45t HEX|0f] LRHE A A{HSIAIAI2)/(If additional space is required,
please attach a separate sheet and be sure to date and sign that sheet.)

(71 3zi0| O] RSt AL,

ARl
Person

X=/9dE/
Treatment/Meds

S4/EIEY
Condition/Diagnosis

Ofl%/

Prognosis

= &Ry
Dates Treated

o|A} 4/
Physician’s Name

G. HH2|Z] HAY/

Waiver of Coverage
ol s 2=
HHE|X| & HEELL/
| decline all coverage for:

O = 9l/Myself

0 B & Xt/Spouse

0 52 X}t /Dependent
Children

o= 2 O R YRY
Myself and all dependents

J1&9 CtE HHE X2 oI5t HHE[X| HE/
Declining coverage due to existence of other coverage:
oWl X 223F Z3/Spouse’s Employer’s Plan
ozhel 28 E3/Individual Plan
oA oA 2 A/Covered by Medicare
O M| ] # 0] =/Medicaid
0 0|7 1839 COBRA/COBRA from Prior Employer
0 VA X4 /VA Eligibility
O Tri-Care
o2ol(fe))2 8 O E 28 HHEX US/

I (we) have no other coverage at this time
0O 7| Et/Other

=202 EM HHE|IXIE HHME2ZH, 40| Hajet
DkgH &0l ot B dYste E9, UE 7Y
1t EE R 7IE & ¢ s AE €1
USULCEH = MEA et aH &2 #E2 2 F
HZMOM HYEH L 7| E S0 cHE HE
(PPOYO| HEE £ QUCt= F E8H Olafi5t1

A &L T /1 understand that by waiving coverage at
this time, | will not be allowed to participate unless |
experience a life change event, at the next open
enroliment period or as a late enrollee, if applicable.
| also understand that pre-existing limitations (PPO)
may apply as explained in the Rights and
Responsibilities brochure which | have received with
this form.

= at/Date

HHE| X E HA[st= % | MF/Employee Signature if waiving coverage

5H|O| X| & 4H[O| X|/Page 4 of 5



=212 United HealthCare Insurance Company 2t Xt2| AbZ 0l A{ ("UnitedHealthcare & Xt8|AFS") 2219
OEI|E, 2 E=dE 7|50 ZEE QIS AEE & U= HYTYEE ZTEolH 2219 9 5V(E, 2 E= Y 7IES
27,0/ U IS S SO Lt 2012 0|H Bt 7| 20| Q2%*E 0|2, 2F, HIV/AIDS, A HZ (MEIQH H ), At 2t Al 2
9| & MH|A 2 OfL|2t 2| & MH|A M ZAE ZE5H CHE AR E= 7|20l Zd e 28 ZoE ¢+ A= B S olast
UAEHLCE 2212 o & MH[A MSAL 9f24F 6|8 LA, O E 2EFAL = M2 AL EHE, 2clH E= 7|EH 2 & A4, 2 & MHA
HEME{ QL 7|EF RIS AFS, T2l 2 = H| =L A HA 71 2212 M2 E UnitedHealthcare & XtE|ALSO| S7lot= 8 2 &L C} 2212
=019 & F7Het 0| 29 SH0| UnitedHealthcare X! XtEIALSOIAM A, 71, Z20 4+ U 2=z QT AFFo| ciet 2 & WEl7]
gt AYE olaliotn YSLICE =012 0|28 S E AIUHOZE ofUCH S E HEE £+ AUSE olaf st AFUCE 3L
=010 2 & AHHESI= 20| Eofl &l 5= FF, =229 Sa0/U 580 s nE ¢+ YSHLL 222 S0 Tiefola]
30| O| R0{x Z 2 E M 2l5t A 2t UnitedHealthcare & XHE[AFS CHE|QIOIAH MHCZ SEECEZM S E HEE 4+ AUCt=
A2 o35t A& T HIPAAO| k2t UnitedHealthcare & Xt2|AFS 2 =010] @5t A= TS0 tis] =Q10| 1X|5t2 UALt= AHME
2F5t0 JAsULCE 2012 2010] 7HQl = HA 7t +ESHAHLL 0| St 8 St GEIIMSHE = UAH H Ol HY
ZE|0|HAl A#39 5 & @A REtCh= A S olafiotd UELICH O We| SEE X F=CiH, o2 et 2= METHX| 30718 &

& 2 8L k1 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, 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.

2012 MEREI Y HE T8 NYME TSI A0l NS YIS 20I(SE)2 47| IF & 28S
2olat Z2H0| M HEsHe Z 2 T FYXIE sl AFEILICE 2ol2 Jolo|M Lest 252 E ZH st S S8t 20l(2a))2
= MM EZEEX U2 HY JEE HE OO|FEL JloA FX| ZUELCH 21(2E)2 22 (RE])0| CHE OIo|XME E&
CHE ZHQlof A & Zl=of chal o|fEt 2l=0| = AFMo| HH=UAL R K| %2 F 2 UnitedHealthcare X X2l AIS S F55tK|
Gele A2 oldist ASHLCH 2019 7158 fldl 2 SAM AHE S 7HX[ 1 A4 Al 2./I 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.

=t &t/Date HEXH+= 2= A dis 23 M/ Hi A MY (AHEIX|Of HEE= FR)/
Employee Signature for all applying Spouse Signature (if applying for coverage)

1EdA| &) /Census Information (optional)

T2 HE2 HMEAEOH HLALE2 ofdUC 2 MMM £E5 = HOolH= 7tYAtete] HFL A ol&0 =20 =1L
71U RS2 SX|(well-being)E SXE 4 U= ZEIH S AJ4SHY| fIoiAMgt o|8EULCH & A= HEMA B0 0| & X
45 LI C/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. 218, 2= ol S A0 A 2514 A| 2/Race, check all that apply:
O 44 o1/ White O &9l, of=2|Zt oM 2| Zt/Black, African-American
O ofm 2|7+ oIC| /e A 7L {3 2l/American Indian/Alaska Native (1 OFA[OFQI/Asian
O oteto| | F2I/EfH Y = A =/Native Hawaiian/Pacific Islander
O 7|Et Q1 Bo| 2 FAHEHC R &dsl 34 Al 2/0ther Race, please specify

2. 4st= slAmY E= 2tE Ef 4L 7+?/Are you of Hispanic or Latino origin? O ofl/Yes O otL{2/No

5[ 0| X| & 51| 0| X|/Page 5 of 5



