(DO NOT STAPLE) .
California ' Un;‘ietg
Small Business Healthcare

Employee Enroliment Form UnitedHealthcare Insurance Company
UnitedHealthcare of California

To speed the enrollment process, please be

thorough and fill out all sections that apply. UnitedHealthcare Benefits Plan of California
To Be Completed by Employer Group Name/Number
Requested Effective Date of Reason for Application Employee Type (check all that apply)
insurance/Health Plan Coverage/ | [ New Group Pan DNew Hire OActive O Union ONon-Union O Retired
Date of Change O Dependent Add/Delete Dgnnu”alg?ten OHourty O Salary OOther
/ / nrolim
O Change Name/Address OLate Enrollee Ocoera O GE“'CQBH‘?
of Hire / / OTermination Date: /[ / StartDate [/ :nd Date [
O Waiving Coverage iCompiste Sectors AandE) | Indiicate Qualifying Event
O Life Event/Date
Position/ Title O Status Change
O Cther Original Qualifying Event Date
Hours Worked Per Week StartDate [/ End Date /
Complete All Sections
If you are waiving coverage, please complete only Sections A and E
Last Name First Name M Soclal Security Number | Home Phone
Address Apt | Gy St [ZPCode | Collnone
# Work Phone
Date of Birth Sex D M | Marital Status DEWE‘ D Marrled D Divorced Haywe YOLu oF your dmmm ever bean a
[/ OF Ou Owidowed [ Domestic Partner UnitedHealthcare member? [Jves [JNo
Preferred Language: OEnglish [OSpanish DOChinese [OVietnamese OKorean O Other
Race/Ethnicity - Check all that apply' O Prefer not to answer [ Amerlcan Indian/alaska Native ZIP Code

Oasian O Black/African-American OHispanic/Latine O Mative Hawalian/Pacific Islandar O White
O Other-Please specify

E-mal address To select paperess delivery complete and sign the enroliment form and
provide your emall address. Check here to receive your Required Plan
Communications by mall O

Primary Care Physiclan” Name: Primary Care Dentist” Name:
Address: — | D
D# Existing Patient Medicalll Yes [INo | pyisting Patient Dental [ Yes CINo

Covearage provided by “UnitedHeathcars and Affiliates”™;

Check appropriate box|s) for coverage|s) selected:

Madical CJunitedHeanhcam Insurance Company or O UnitedHealthcare Benafts Pan of California (Insurance Products : Navigate, Select Plus, Cora,
Dactors Plan, NonDiff)

Medical CJunitedHeathcare of Calfomia (HMO)

Dental  ClunitedHealhcare Benafits Plan of Califomia or [ UniedHeathcans Insurance Company or O Dertal Benaft Providers of Calfomia, Inc.
Vision OunitedHeatthcare Banafts Plan of Calfomiaor [ UnitedHealthcare Insurance Company

Administralive services provided by United Healthcare Services, Inc. Oplum Rxine. or OptumHaealh Cam Soltions, Ine, Behavioral health products by U.S,
Bahavioral Haalth Plan, California (USBHPC) or Uinited Behavioral Haalth (LUBH).

IMPORTANT: (1) Data collected will ba usad only to hap communicale with anmllass and inform tham of spadific programs o enhancs their wel-baing and not for
aligibilty or claim paymant determination, (2) Pease use the UnitedHealthcam Provider Direclory 1o selact a Primary Care Physician for yoursalf and each of your
covarad depandants for products requiring a Primary Cane Physician dasignation. (3) Please usa the Dertal Direciory o saladt a Primary Cane Dantist for yoursalf
and aach of your covarad dapandents for products reguiring a Pimarny Cara Danfist dasignafion. i) For court-ordarad dapandant, legal documantation must be
attachad, 5) 11 you anssared *Yas™ for Disablad and tha depandant child is 28 years of age or oldar, unmamiad, chiafly dapandent upon subscribar for suppor and
s not abla to be saf-suppodting becausa of a physically or mantally disabling injury, llness or condition, pleass attach a madical cerfification of disability.
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