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to Texas Quoting at txokquotes@uhc.com 
Agency information should include: 
 Writing agent, agency name and full address 
 Where to email the quote 
 Your UnitedHealthcare Account Executive 
Group information should include: 

 Group name, full address with ZIP code and type of industry or SIC code 
 Does the group currently have any coverage with UnitedHealthcare or has the group had 
any         UnitedHealthcare coverage in the last 12 months?  Yes  No 

 Group size: Total number of Eligible Employees and Prior Calendar Year Average Total Number of Employees (ATNE) 
  Employee census in Microsoft Excel format should include each member’s name, relationship, gender, date of 

birth (including all dependents), state/ZIP code and product selection. Example shown below: 

UnitedHealthcare QUOTE REQUEST CENSUS 
Include all full-time (30hr/wk) employees enrolling. Enter each member (EE, SP, or CH) on a separate line. 

Relationship Last Name First Name Gender    Date of Birth    State ZIP MEDICAL     DENTAL VISION LIFE STD LTD      Annual Salary 
(MM/DD/YYYY) 

EE EXAMPLE A EMPLOYEE M 01/01/1965 TN 37213 Y Y Y Y Y Y 45454 

SP EXAMPLE A SPOUSE F 02/01/1967 Y Y Y N 

CH EXAMPLE A CHILD M 01/01/1990 Y Y N N 

CH EXAMPLE A CHILD F 02/01/1992 Y Y N N 

EE EXAMPLE B EMPLOYEE M 01/01/1965 TN 37203 Y Y Y Y Y Y 54545 

SP EXAMPLE B SPOUSE F 02/01/1967 N Y Y N 

For installation of the group, submit the following documentation 

to Texas Submissions at txoksub@uhc.com
 Completed UnitedHealthcare Employer Application for Small Business 
 Completed UnitedHealthcare enrollment spreadsheet (Click paper clip in left column)  OR  Employee Enrollment form / Spanish form

  If participation is below 50%, copies of ID cards are required for waivers 
 UnitedHealthcare proposal with correct census and sold rates 
 Product and Benefit Selection form 
 Wage and tax documents*or Participation Certification form for Groups with 10+ Eligible Employees 
 Copy of Binder Check* payable to UnitedHealthcare or UnitedHealthcare Direct Debit Form 

 Consumer Choice Plans Form (only for groups enrolling in an HMO)

* Please send only the original binder check to the below address for processing. Include the Tax ID number in the memo section of the check.
UHS Premium Billing 
PO Box 94017 
Palatine, IL 60094-4017 

If using overnight services:  UHS Premium Billing 
Attn: Box 94017 
5505 N. Cumberland Ave. Ste. 307 
Chicago, IL 60656-1471 

*Indicate the employment or eligibility status for each employee listed on any submitted QWR or payroll 

records with these abbreviations: A=any employee submitting an application, W=Waiving, P/T=Part-Time, 
T=Terminated, S=Seasonal, WP=Waiting  Period 

Texas 1-50 ATNE Quoting & Installation Checklist
Fully Insured (ACR-Adjusted Community Rating)
Small Business Definition: Average Total Number of Employees (ATNE) is 50 and Under
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Participation Certification Form– Groups with 10 or more Eligible Employees may use the participation form in lieu of tax documents. 

Quarterly Wage and Tax Report* (QWR) – Required for cases with 2-9 Eligible Employees. Most recent copy with all pages and all employees listed.   
New hires not listed on the QWR will require a two week payroll. Owners not listed require: Schedule C, K1 form or other acceptable tax document. 
Groups with one enrolled subscriber will be required to provide a copy of four quarterly wage and tax statements from the preceding calendar   
year, in addition to the most recent quarterly wage and tax statement filed with their start.  

Proof of ownership – Proof of ownership is defined as having proof the owner works for the company. If the owner appears on the wage and 
tax statement, along with the other employees, additional documentation is not needed. If the owner does not appear on the wage and tax statement, 
additional tax forms are required proving that the owner owns and works for the company as a full-time employee. 

Common ownership - occurs when an employer owns more than one company but wants to cover all of them under one new business submission. A 
Common Ownership Form must be completed and submitted. 

Independent Contractor (1099 Employee) - Employers may elect to offer coverage to independent contractors if the business has a 
minimum of one regular, taxed employees or owner who is eligible. The employer must complete a 1099 Form. 

In addition to the Common Law Employee and Fact Attestation Form, UnitedHealthcare now requires customers to provide the following materials:

1.Contract or written agreement between the employer and the contractor; and
2.Payment documentation as proof of employment by owner/employer meeting eligibility requirements.

One Life Groups - Allowed for all business types outside of sole proprietors. TX does not follow federal guidance on group eligibility that 
requires a common law employee to be enrolled on the plan. 

Corporations: If an owner only and/or owner plus spouse are covered, they are eligible as a group health plan. Two owners who are not spouses qualify as a group health plan in all cases. An additional 
common law employee is not required to enroll as an owner may be considered a “common law employee” if working full time at the company – i.e. the group may consist of multiple owners only with 
no full-time employees, where at least 1 owner is actively working and enrolled. 
In business < 1 year: Articles of incorporation, an IRS or Secretary of State letter indicating issued tax ID number, and a two-week payroll or quarterly wage and tax statement (if filed) for employees are 
required. 
In business > 1 year: A wage and tax statement or quarterly payroll (if prepared by a payroll company) is required. C-Corp: An 1120 Form is required for owners who are not listed on the wage and tax 
statement. Pages 1 and 2 of the 1120 Form, as well as the Schedule G, or the 1125-E Form (listing all the owners), must be provided. If the 1120 Form does not list all the owners, a letter from the owners’ 
lawyer or certified public accountant (CPA) identifying all of the owners and their percentage of ownership is acceptable. S-Corp: A Schedule K-1 (Form 1120S) is required for all owners/partners if one 
(or more of the owners) is not indicated on the wage and tax statement. 

LLC: If an owner only and/or owner plus spouse are covered, they are eligible as a group health plan. Two owners who are not spouses qualify as a group health plan in all cases.  An additional 
common law employee is not required to enroll as an owner may be considered a “common law employee” if working full time at the company – i.e. the group may consist of multiple owners only with 
no full-time employees, where at least 1 owner is actively working and enrolled.  
In business < 1 year: LLC Agreement (signed by all parties), an IRS or Secretary of State letter indicating issued tax ID number, and a two-week payroll or quarterly wage and tax statement (if filed) for all 
employees (other than those bound by the LLC Agreement) are required.  
In business > 1 year: A wage and tax statement or quarterly payroll (if prepared by a payroll company) is required. A Schedule K-1 or Schedule C is required for all owners/partners if one (or more) of 
the owners is not showing on the wage and tax statement. 

Sole Proprietorship: When the owner is the only individual, it is not a group health plan. At least 1 common law employee must be enrolled in the plan and a spouse can be considered as the common law 
employee with proof of full-time status.
In business < 1 year: A business license, an IRS or Secretary of State letter indicating issued tax ID number (if available), and two-week payroll or quarterly wage and tax statement (if filed) for all employees 
not listed on the license are required. 
In business > 1 year: A wage and tax statement or quarterly payroll (if prepared by a payroll company) is required. A Schedule C is required for owners. A Schedule C is required if the Sole 
Proprietorship is in the business of renting personal property. A Schedule E is required if the sole proprietorship is in the business of renting commercial property. If the spouse of a sole proprietor is an 
employee and not listed on the wage and tax statement, a current W2, two-week payroll, or Schedule SE (Self-Employment) is required. 
Partnership: If only partners and/or partners and their spouses are covered, they are eligible as a group health plan. 
In business < 1 year: A Partnership Agreement listing all partners, an IRS or Secretary of State letter indicating issued tax ID number (if available), and a two-week payroll or quarterly wage and tax 
statement (if filed) for employees are required. 
In business > 1 year: A wage and tax statement or quarterly payroll (if prepared by a payroll company) is required for employees other than the partners in the group. Schedule K-1 (Form 1065) 
required for all partners if one or more of the owners are not indicated on the wage and tax statement. A Partnership Agreement is acceptable if the Schedule K-1 has not been filed. A copy of the filing 
extension is required at the time of submission. 
Churches: 
Churches must provide a 941 or 940 Form and a two-week payroll or quarterly payroll or quarterly wage and tax statement (if filed) for all employees of the church. 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: 
A farm must file a Schedule F and a two-week payroll or quarterly payroll or quarterly wage and tax statement (if filed) for all employees. 

Nonprofit: 
A 941 or 940 Form and a two-week payroll or quarterly payroll or quarterly wage and tax statement (if filed) are required. 

Municipality: 
A quarterly wage and tax statement is required for all employees. 

 Texas law allows married employees to choose whether they wish to enroll as the subscriber, or, if one wishes to enroll as the dependent of the other, if: 
1) It is a reasonable interpretation of the TX law. 
2) Any contradiction in TX statutes is being interpreted in favor of the member. 
3) We can administer this type of choice consistently. 

Post Install 
□ Prior Carrier Deductible Report for calendar year deductible credit. Note: Report would be
submitted to your Account Management team after the welcome letter is issued.

* Indicate the employment or eligibility status for each employee listed on any submitted QWR or payroll records with these abbreviations: A=any employee submitting an application, W=Waiving, P/T=Part-Time, T=Terminated, S=Seasonal, 
WP=Waiting  Period 
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Texas Small Business 
Groups with 2-50 Average Total Number of Employees (ATNE)
Product and Benefit Selection Form 
UnitedHealthcare Multi-Choice® 


Medical Plan 


 Package Number   _________________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code________  


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


 Medical Plan Code ________________       RX Code ________ 


*If an HSA plan is selected, which bank will be used?


 OptumBank
SM


 Other  
This form is not considered complete until the last page is signed and dated. 


Billing Type 
 Paper billing  Online only/e-Bill  Electronic Funds Transfer 
**Billing cycle – For 15th of the month effective date, please select 1st or 15th of the month billing cycle:  1st 15th


 


PLEASE NOTE:  Please refer to the Health Plan Product Offering for a complete list of the Multi-choice packages available. Please indicate which 
package and the plans within the package that are being offered to employees.  A group may offer multiple plans; however, they must be within 
the same package. 


Dental Plan 


 Plan Code Not elected 


 Plan Code Not elected 


Vision Plan 


 Plan Code Not elected 


 Plan Code Not elected 


SG.PBSF.23.TX.11.22







Signature 


TEXAS INSURANCE LAWS REQUIRE ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY HEALTH BENEFIT 
PLAN IT MARKETS IN TEXAS TO SMALL EMPLOYERS OF 2-50 (ATNE) EMPLOYEES INCLUDING A BASIC OR STANDARD 
HEALTH BENEFIT, UPON THE REQUEST OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUP, REGARDLESS OF THE 
HEALTH STATUS OF ANY OF THE INDIVIDUALS IN THE GROUP. The answers provided in this Product and Benefit Selection 
Form are accurate and complete to the best of my knowledge and belief, and the Insurer shall rely and act upon them accordingly. 
This Product and Benefit Selection Form must accompany the Employer Application for Small Business. 
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. 


Employer Signature Group Name Date Signed 


MT-1015728.0    04/27/18    ©2018 United HealthCare Services, Inc. 16-1704-B 


Basic Life Amount 


Employee: Dependent: 


 Flat Amounts Not elected   Spouse $ Not elected 
 1x Salary Child(ren)
 2x Salary 
Please indicate salary amount on enrollment form for each employee for multiple of salary life. 


Supplemental Coverage 


Life/AD&D $ STD/LTD $ (Indicate plan codes) 


Life/AD&D $ STD/LTD $ (Indicate plan codes) 


Life/AD&D $ STD/LTD $ (Indicate plan codes) 


• Complete addendum to Employer Application for Supplemental Life and Disability Lines of Coverage.
• Life/AD&D applies to groups with over 10 eligibles; maximum amount is $100,000.
• Supplemental Life must be sold with Basic Life.
• Please indicate salary amount on enrollment form for each employee for disability and multiple of salary life


Optional State Rider Selection 


Please review the offers below and indicate your acceptance or rejection. Additional premium will be charged for the additional 
benefits chosen. 


In Vitro Fertilization 


A health benefit that provides pregnancy-related benefits for individuals covered under the plan shall offer and make available to 
each holder or sponsor of the plan coverage for services and benefits on an expense incurred, service, or prepaid basis for 
outpatient expenses that arise from in vitro fertilization procedures. Benefits for in vitro fertilization procedures must be provided to 
the same extent as benefits provided for other pregnancy-related procedures under the plan. The coverage is required only  if  the 
patient for the in vitro fertilization procedure is an individual covered under the group health benefit plan; the fertilization or attempted 
fertilization of the patient’s ocytes is made only with the sperm of the patient’s spouse; the patient and the patient’s spouse have a 
history of infertility of  at least five continuous years’ duration or the infertility is associated with endometriosis, exposure in utero to 
diethylstilbestrol (DES), blockage of or surgical removal of one or both fallopian tubes, or oligospermia; the patient has been unable 
to attain a successful pregnancy through any less-costly applicable infertility treatments for which coverage is available under the 
group health benefit plan; and the in vitro fertilization procedures are performed at a medical facility that conforms to the minimal 
standards for programs of in vitro fertilization adopted by the American Society for Reproductive Medicine. 


In Vitro Fertilization:  Accept  Reject


Texas plans only 





		Texas Small Business






Common Law Employee and Fact Attestation Form   


Your employer sponsored group health insurance policy may only provide coverage to your eligible 
common law employees and their eligible dependents.  Note: In most instances individuals who are 
compensated via an IRS 1099 Form, instead of a W-2, are independent contractors and NOT 
common law employees eligible for coverage.  


You have requested this form because you believe that the individual(s) listed below are your common 
law employee(s) and not independent contractor(s) per federal or state law.  To confirm we request:  


• Your explanation and attestation why you believe that the individual(s) listed meet federal and state
requirements of a common law employee;


• The following documentation to support federal and state requirements must be submitted: a written
contract or agreement; most recent 12 weeks of payment records showing hourly/weekly/or salaried
with paid vacation and sick days, expense reimbursement, records, evidence of pension, other
insurance and employee benefits and an IRS Form SS-8 if applicable.


1. The worker(s) listed below work for my company on a full time, year round basis.
2. The relationship between myself, the owner/employer, and the worker(s) are permanent and/or
indefinite, where I provide instruction, training and evaluation.
3. I, the employer, invest more money in the worker(s) to perform the service, than the worker(s) does.
4. I, the employer, have the right to control the details of how and when the worker’s services are
performed.
5. I, the employer, control the business aspects of the worker’s job, including but not limited to how the
worker(s) are paid, expenses are reimbursed, and I provide the tools and/or supplies.
6. I, the employer, provide other types of employee benefits to the worker(s), such as a pension plan,
other insurance such as life or disability and pay for vacation and overtime pay.
7. I, the employer, agree to contribute the same amount of money toward the premium as I contribute to
my similarly situated workers compensated via a W-2.
8. I, the employer, agree to require the same waiting period for the listed workers as for my regular, W-2,
employees.
9. I, the employer, agree to extend the coverage offering to all common law employees who meet these
qualifications, including those I may hire in the future.


Please list below all individuals who meet the above qualifications and for whom your attestation applies. 


Name Social Security Number Date of Hire Hours per Week 


Owner explanation of why you believe that the individual(s) listed meet federal and state requirements of 
a common law employee: _______________________________________________________________ 
____________________________________________________________________________________ 
____________________________________________________________________________________ 


I hereby attest that I am familiar with the requirements of what constitutes a common law employee, and 
the individuals listed above are my common law employees and not independent contractors.  I further 
agree that this document and attestation may be provided to state and federal authorities and any 
misrepresentation or fraudulent statement provided above may result in termination of coverage 
or other legal action.  


Signature of Owner ___________________________________________________________________ 
Date _____________________________ Group # _______________________  


Last updated 9/18/2020 
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UNITEDHEALTHCARE OF TEXAS, INC. 
 


Consumer Choice Plan Disclosure Statement (Form CCP1) 
This health plan does not include the same level of benefits required in other plans. 


This HMO plan is a consumer choice plan. This plan doesn't include the same level of benefits 
that are in Texas health plans known as state-mandated plans. This plan does include all health 
benefits required by the Affordable Care Act. 
To see all benefits offered by this plan, go to the plan’s “Summary of Benefits and Coverage.” 


 


 
Benefit/coverage: 


 
This plan: 


A health plan with required 
benefits (state-mandated plan): 


Deductible 
The amount you pay for 
care before the plan begins 
to share the cost. 


Has a deductible. Has no deductibles for in-network 
care. 


Out-of-pocket costs 
The amount you pay when 
you receive care, up to an 
annual limit. 


Includes out-of-pocket costs 
that meet federal requirements 
but may sometimes be more 
than in a state-mandated plan. 


A copay must be less than 50% of 
the total cost of the service. 
Annual out-of-pocket costs must 
be capped at 200% of your annual 
premium cost if you alert the plan. 


Habilitative and 
Rehabilitative care 
Care that helps you 
improve skills for daily 
living. 


Includes a limit on the number 
of visits per year for 
occupational therapy and 
physical therapy, except for the 
treatment of Acquired Brain 
Injury and Autism Spectrum 
Disorders.


Has no limit on the amount of 
care if it is needed for medical 
reasons. 


Home Health Care 
services 
Skilled Care services 
received in the home.  


 
 
 


 
 


Includes a limit on the number 
of visits per year. 


Has no limit on the amount of 
care if it is needed for medical 
reasons. 
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If you want a plan with all required benefits: 
We also offer a state-mandated plan that includes all required benefits.  
To learn more about this plan, call 1-866-414-1959 or visit www.uhc.com. 


By signing this form, you acknowledge the following: 
• I understand the consumer choice plan I am applying for does not provide the same level of 


coverage required in other Texas health plans (state-mandated plans). 
• I understand I can get more information about consumer choice plans from the Texas Department 


of Insurance's website, www.tdi.texas.gov/consumer/consumerchoice.html, or by calling the 
Consumer Help Line at 1-800-252-3439. 
 


Don't sign this document if you don't understand it. 
No firme este documento si no lo comprende. 


 
 


Print the name of the person applying:   
Signature of the person applying:    
Date of signature:    ______________
Name of business, if applicable:   


UnitedHealthcare of Texas, Inc. must give you a copy of this statement upon request. 








Common Ownership Certification 


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. *When 
listing the number of Eligible, count the number of Eligible employees for each business, even if they’re not offered this 
insurance. 


Customer Name: 


Group Number (if renewal):  


Primary Business Location:   


Please check one of the following: 


I certify that my business applying for coverage with UnitedHealthcare is not part of a controlled group (commonly 
owned or affiliates) as defined under the Internal Revenue Code sections 414 (b),(c),(m),(o) or 1563 and the Treasury 
regulations issued thereunder. (Single business that has no common ownership/affiliates) 


Or 


I certify that my business(es) applying for coverage with UnitedHealthcare (1) is eligible to file a consolidated federal tax 
return or (2) meets the IRS test for being a controlled group or affiliated service group as defined under the Internal Revenue 
Code sections 414 (b),(c),(m),(o) or 1563 and the Treasury regulations issued thereunder. I further certify there are no other 
affiliated entities, other than the ones listed below, who are part of the controlled group affiliated service group that includes 
my business. 


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 


The undersigned certifies that the foregoing information is true, correct and complete, and fully understands that any false 
statements or failure to provide all available information may constitute the basis for 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: 






Member Level Census

		EE or Family Group Identifier		Relationship Code (Employee, Spouse, Dependent)		Last Name		First Name		DOB		Gender		Zip		Medical Tier (EE=Employee Only, ESP=Employee+Spouse, ECH=Employee+Child, FAM=EE+Spouse+Child)

		1		E		Disney		Walt		9/1/50		M		60035		ESP

		1		S		Beauty		Sleeping		5/14/56		F		60035

		2		E		Mouse		Mickey		7/31/74		M		60601		FAM

		2		S		Mouse		Mini		5/26/70		F		60601

		2		D		Mouse		Annie		5/7/10		M		60601

		2		D		Mouse		Julius		9/17/06		F		60601

		3		E		White 		Snow		3/27/69		F		60635		ECH

		3		D		Shyster		Sylvester		9/5/06		M		60635

		4		E		Smith		John		7/17/80		M		60108		EE

		5		E		Duck		Daffy		6/23/69		F		60601		ESP

		5		S		Duck		Donald		12/17/64		M		60601





Instructions

		EE or Family Group Identifier		Provide a sequence number for each employee starting with the number 1.  All covered dependents should also show the corresponding number of the employee.  Example: Walt Disney is the employee and Sleeping Beauty is his spouse. Walt's sequence number is 1 and Sleeping Beauty's is also 1.

		REL CODE		EE = Employee; S = Spouse; D = Dependent



		LAST NAME		Provide the entire last name of each covered member



		FIRST NAME		Provide the entire first name of each covered member



		DOB		Date of Birth for each covered member. Example: 01/01/1960



		GENDER		M = Male; F = Female



		ZIP		Provide home zip code for each covered member



		MEDICAL TIER		Provide tier for each employee. E = Employee only; ESP = Employee and spouse: ECH = Employee and child(ren); FAM = Family; W = Waiving coverage






NEW Enrollment Form



		NEW BUSINESS ENROLLMENT SPREADSHEET                                       NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                         NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                        NEW BUSINESS ENROLLMENT SPREADSHEET                                       NEW BUSINESS ENROLLMENT SPREADSHEET		NEW BUSINESS ENROLLMENT SPREADSHEET                                           NEW BUSINESS ENROLLMENT SPREADSHEET                                                              NEW BUSINESS ENROLLMENT SPREADSHEET                                                              NEW BUSINESS ENROLLMENT SPREADSHEET                                                                          NEW BUSINESS ENROLLMENT SPREADSHEET                                                     NEW BUSINESS ENROLLMENT SPREADSHEET                                                    NEW BUSINESS ENROLLMENT SPREADSHEET                                                  NEW BUSINESS ENROLLMENT SPREADSHEET                                                 NEW BUSINESS ENROLLMENT SPREADSHEET                                                 NEW BUSINESS ENROLLMENT SPREADSHEET

		* Required Fields for all Subscribers & Dependents 																										A. Employee (Subscriber) Information																B. Employer Section										C. Product Selection																																																						D. Other Medical Info																E. Medicare Information										       F. UHC Internal Only - FACETS INFO - Heritage/RV/NHP																G.  UHC Additional Information

																		Underwriting ONLY (2-50 Grandfathered or 51+)																																																								Life coverage amounts exceeding the guarantee issue will not be installed until proof of good health is provided and approved.   Completion of a Group Life and Disability Employee Enrollment form is required if Life exceeds guarantee issue amount.

																		Height

		* Employee ID/SSN		* Dependent ID/SSN		* Relationship		* Last Name		* First Name		Middle Initial		* Sex		* Date of Birth
(MM/DD/YYYY)		Feet		Inches		Weight		Tobacco		Twin?		Street Address		City		State		ZIP		Home Phone		Work Phone (Optional)		Employee Email Address		Tier
(Optional)
Totals in Next Tab		Hire Date
(MM/DD/YY)		Coverage Effective Date
(MM/DD/YY)		COBRA Begin Date
(MM/DD/YY)		COBRA End Date
(MM/DD/YY)		Retire Date (51+ only)
(MM/DD/YY)		Medical Coverage		Medical Plan		NICE Medical Plan Type		PCP Code		PCP Doctor Name		PCP Override Indicator		Dental Coverage		Dental Plan
(Dual Option Only)		PCD
(DHMO Only)		Vision Coverage		PRIME Life Coverage		PRIME Life Coverage Amount		Employee Annual Salary		PRIME Life Occupational Class		AD&D Amount		Dependent Life		Hours Worked		Supplemental Life / STD / LTD OC Class		EE Supplemental Life Plan		EE Supplemental Life Amount		Grandfathered EE Supp. Life Amount		SP Supplemental Life Amount		CH Supplemental Life Amount		STD Coverage		STD
Buyup?		LTD Coverage		LTD
Buyup?		* COB - Other Medical 		COB (begin date)
(MM/DD/YY)		COB (end date)
(MM/DD/YY)		AO Coverage?		Eligibility Reason		Ineligibility Reason		Primary coverage Code		Part A Start Date		Part A End Date		Part B Start Date		Part B End Date		Part D Start Date		Part D End Date		RV Super Group		RV Class ID		RV Sub Group (Billing)		RV Med Network Code		RV Med Product		NHP Group Number		On Prior Carrier? 		Optum Bank HSA Application		Medical Waiver Reason		Health Transfer
(Completed by C.I.)		Covered		Policy Number		Member HBX ID		WP Class Code









































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Last modified &D	




refs and calcs

		none		none		none		1		0		0		0		0		0		0		0		$10k				"environment" variables		variable value

		$10k		$5k				2		0		0		0		0		0		0		0		$20k				Check_Plan_Medical

		$20k		$10k				3		0		0		0		0		0		0		0		$30k				Check_Coverage_Medical

		$30k		$15k				4		0		0		0		0		0		0		0		$40k				Check_Coverage_Dental

								5		0		0		0		0		0		0		0		$50k				Check_Plan_Dental

		Y						6		0		0		0		0		0		0		0		$60k				Check_Coverage_Vision

		N						7		0		0		0		0		0		0		0		$70k		AA		Check_Coverage_DepLife

																								$80k		AE		Check_Coverage_PrimeLife

								0				N				Champus (Military)								$90k		AK		Check_Salary

								1				Y				Cobra								$100k		AL		Check_PrimeOccClass

								2				U				Cost								$110k		AP		Check_SuppLife

								3								Do not want								$120k		AR		Check_STD

								4				EE				Individual								$130k		AS		Check_LTD

								5				SP				Individual Exchange								$140k		AZ		EffectiveDate

								6				CH				Medicaid								$150k		CA		Check_HT

								7				WV				Medicare								$160k		CO		Check_HoursWorked

								8				__				Other group coverage								$170k		CT		Check_DependentSSN

								9				ST				Parents								$180k		DC		Check_DependentAge

								10				CB				Spousal								$190k		DE		MaxDepAge		25

								11				HM				Tricare								$200k		FL

												HP				VA								$210k		FM		Product		Indicator

												MC				Other (reason not listed)								$220k		GA		Medical

												RR				Indian/Tribal Health Services								$230k		GU		Dental

												SS				AHCCS								$240k		HI		Vision

																At-no-cost government plan								$250k		IA		EmployeeLife

																Medi-Cal								$260k		ID		DepLife

																Spousal Cobra								$270k		IL		MedPlans

																Federal Employee Health Benefit Plan								$280k		IN		DenPlans

																Peace Corps plan								$290k		KS		LifeType

																State Health Benefits Risk Pool								$300k		KY

																Foreign Government coverage								$310k		LA

																Retiree through group coverage								$320k		MA

																UnitedHealth One								$330k		MD

																Religious Beliefs								$340k		ME

																Military Plan under 10USC 1071								$350k		MH

																Public Health Plan								$360k		MI

																Trisure (Military)								$370k		MN

																SHOP Exchange								$380k		MO

																Title XIX of Soc. Sec Act (immunization for children)								$390k		MP

																								$400k		MS

																								$410k		MT

																								$420k		NC

																								$430k		ND

																								$440k		NE

																								$450k		NH

																								$460k		NJ

																								$470k		NM

																								$480k		NV

																								$490k		NY

																								$500k		OH

																								--		OK

																								1x Salary		OR

																								2x Salary		PA

																										PR

																										PW

																										RI

																										SC

																										SD

																										TN

																										TX

																										UT

																										VA

																										VI

																										VT

																										WA

																										WI

																										WV

																										WY





MUGS template

		EEID*		* Last Name		* First Name		* Date of Birth (MM/DD/YYYY)		* Sex		ContractTier*

kpaulso: kpaulso:
This should always be a 4 based on the tiering of EE, EE/SP, EE/SP/DEP, EE/DEP		* Relationship		Feet		Inches		Weight









CAT template

		EEID		SSN		Last Name		First Name		Sex		Date of Birth (MM/DD/YYYY)		ZipCode

kpaulso: kpaulso:
This should always be a 4 based on the tiering of EE, EE/SP, EE/SP/DEP, EE/DEP		Relationship









eServices Template template old



				* Required Field

				EMPLOYEE NAME				SEX*		EMPLOYEE *
(Enter Age OR DOB)
DOB can be entered as one column or as individual columns. Refer to the instructional tab for information regarding acceptable formats.										SPOUSE
(Enter Age OR DOB)
DOB can be entered as one column or as individual columns. Refer to the instructional tab for information regarding acceptable formats.										NO. 
CHILD
ENR*

Liz Stewart: NO. CHILD ENR
Number of children enrolling for this employee. This is a required field.

		EMPLOYMENT STATUS*		ANNUAL SALARY

Liz Stewart: ANNUAL SALARY:
Annual salary of employee, with no dollar signs, commas, or decimal points. Salary should be rounded to the nearest whole number. Annual Salary is required only if quoting Multiple of Salary Life plans, Percent Benefit of Short Term Disability plans, or any Long Term Disability plan.
		OUT OF          AREA               OOA information will be ignored for Multi-site groups.

Liz Stewart: OUT OF AREA:
Enter "Y" if the employee resides in an out of area location.


		COMPANY            LOCATION ZIP CODE* Location information will be ignored for Single-site groups.		CLASS TYPE

				FIRST*		LAST*				AGE		DOB
(MM/DD/YYYY)		MM		DD		YY		SPOUSE 
AGE		DOB
(MM/DD/YYYY)		MM		DD		YY										ZIP CODE                           (5-Digits)













































































































































































































eServices Template template new



						* Required Field

				COMPANY            LOCATION ZIP CODE Location information will be ignored for Single-site groups.		EMPLOYEE DETAILS																				SPOUSE
Enter Age OR DOB only if Spouse is being enrolled, if not, leave it blank.						CHILD 1
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 2 
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 3
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 4
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 5
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 6
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 7
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 8
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 9
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.						CHILD 10
Enter Age OR DOB only if a child is being enrolled, if not, leave it blank.

				ZIP CODE*                           (5-Digits)		CLASS TYPE		FIRST NAME*		LAST NAME*		SEX*		AGE*
Enter Age OR DOB		DOB*
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		EMPLOYMENT STATUS*		ANNUAL SALARY

Liz Stewart: ANNUAL SALARY:
Annual salary of employee, with no dollar signs, commas, or decimal points. Salary should be rounded to the nearest whole number. Annual Salary is required only if quoting Multiple of Salary Life plans, Percent Benefit of Short Term Disability plans, or any Long Term Disability plan.
		OUT OF          AREA               OOA information will be ignored for Multi-site groups.

Liz Stewart: OUT OF AREA:
Enter "Y" if the employee resides in an out of area location.


		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS		AGE
Enter Age OR DOB		DOB
(MM/DD/YYYY)
Enter Age OR DOB		MEDICARE 
STATUS













































































































































































































Medical Waivers

		* Employee ID/SSN		* Relationship		* Last Name		* First Name		Medical Waiver Reason



















Tools

		Version 2021.09.16.01



														Group Name:

																		(these fields are optional, here to help you track which group this spreadsheet belongs to)

														Effective Date:



														Tax ID:



																Medical		Dental		Vision		Life

														EE-only:

														EE + Spouse:

														EE + Child(ren):

														EE + Family:

														# of Dependents:



														Notes:
1.  You must have chosen to enable macros when opening this file for these tools to work.
2.  Set a member's medical coverage to "N" for them not to show up on MUW or UeS exports.
3.  Validation of enrollment information is based on PRIME 2-50 installation rules and field limitations.
4.  Purple lines on the enrollment form mean that those lines have invalid COB.
5.  Changes to the enrollment form will delete existing export tabs and clear the census table above.
6.  See the "Enrollment Form Explanations" tab for more info on requirements and best practices.
7.  See the "Enrollment Form Explanations" tab for info on how to fill out fields for L&D products.



















Supp_Life_STD_LTD_Info



				Supplemental Life / STD / LTD Information

				EE Class		Supplemental Life Plan Information						STD Information				LTD Information

						EE Plans		SP Amount Options		CH Amount Options		Plan		Buy-up available?		Plan		Buy-up available?

				1

				2

				3

				4

				5

				6

				7





























































Enrollment Form Explanations

		ENROLLMENT FORM EXPLANATIONS

		General Notes: 

		Copying & Pasting		If you're going to copy and paste into the spreadsheet from another source, always paste values.  To do this, select the cell or range that you want to paste into, right-click, select "Paste Special", and then click on the "Values" radio button and click OK.  It's a best practice to do this and never do a normal paste, especially with date fields.

		Dates		All dates must be between 1900 and 2040 and they will format automatically to the required format.

		Dependents		Dependent information is required for every field marked by the red asterisk, as well as the Y/N indicators for each line of coverage the group is taking.

		Drop-Down Menus vs. Typing		Data can be typed into each cell, granted that it matches the drop-down menu options for fields with drop-downs, which are case-sensitive.  Using Caps Lock and selecting from drop-downs where applicable are best practices.

		Enrollment Forms		The spreadsheet does not take the place of Enrollment Forms (except for standalone specialty business on PRIME), Brokers must still submit them to the HealthPlan, and the Health Plan to Medical Underwriting (MUW).  There is no need to send them into Case Install (CI), if MUW has already been provided copies.  

		Info Boxes		Can be moved by dragging them with the curser, if they interfere with data being input.

		Printing		 Select what you want printed, by holding down Shift and then using the Arrow keys.  Then go to File/Print/Selection (Under "Print What" on bottom left of the Print Dialogue box)/OK to PRINT.

		Required Fields		All fields are required for every member, unless noted otherwise below.

		Sample Spreadsheet Entry		A sample spreadsheet entry is pasted below and can be printed for reference.

		"Tools" tab		Buttons to validate enrollment tab data for completeness and validity.  Also allows creation of MUGS and CAT census reports, and UeS exports for medical quotes.



		Sections A through G

		Employee ID/SSN		Enter all 9 digits, without dashes.  Every member must have ID/SSN field completed -- in this column, all dependents must use the subscriber's ID/SSN.  Please do not input the dependent's ID/SSN in this field.  Dependent ID numbers must match Employee/Participant’s ID and must be placed on the row directly below the Employee. 

		Dependent ID/SSN		Enter all 9 digits, without dashes.  Every dependent must have ID/SSN field completed.  In this column, dependents must use their own ID/SSN - do not use the subscriber's ID/SSN.

		Relationship		EE=Employee, SP=Spouse, CH=Child, WV=Waiver, ST=Student, CB=COBRA, DP=Domestic Partner, HM=Mentally Handicapped, HP=Physically Handicapped, MC=Medicare, RR=Retired, SS=Surviving Spouse

		Last Name		No punctuation.  Spaces are allowed.  First names cannot contain Jr, Sr, or the like. Must be added to last name.  25 character limit.

		First Name		No punctuation.  No spaces.  First names cannot contain Jr, Sr, or the like. Must be added to last name.  14 character limit.

		Middle Initial		One letter is only accepted - no punctuation, numbers, or spaces.

		Sex		F=Female, M=Male, X = Non-Binary, Gender Neutral

		Date of Birth		Dates must be between 1900 and 2040 - automatic formatting applies (MM/DD/YYYY).

		Height		ONLY REQUIRED FOR NEW UNDERWRITING PROCESS (you will be informed when this applies to your site) - Enter feet and inches.  Round to the nearest inch.  Do not enter height only in inches:  for example, enter 5 feet, 0 inches and NOT 60 inches.

		Weight		ONLY REQUIRED FOR NEW UNDERWRITING PROCESS (you will be informed when this applies to your site) - Enter weight in pounds

		Tobacco		NOT REQUIRED - field is available for potential future use - can be input but will not be validated or installed

		Twin		Indicate "Y" (yes) for any twins

		Street Address		Field maximum of 60 characters long.  Include Apt #, if applicable and use standard abbreviations when possible: St=Street, Ave=Avenue, Rd=Road, etc.  Apt # is to be placed at the end of the address. Allowed characters include alphanumerics, spaces, commas, apostrophes, hyphens, slashes, pound signs, and ampersands.  Not required on dependent rows.

		City		Letters and spaces only, no punctuation or numbers allowed. Field maximum of 15 characters long.  Use USPS abbreviations whenever possible.  Not required on dependent rows.

		State		State format will only accept the standard 2 digit state postal abbreviation.  Not required on dependent rows.

		ZIP		ZIP Code format will only accept the standard 5 digit postal ZIP Code.  Not required on dependent rows.

		Home Phone		Format will only accept full 10 digit phone numbers, without dashes.  Not required on dependent rows.

		Work Phone		Optional field - format will only accept full 10 digit phone numbers, without dashes.  Not required on dependent rows.

		Empolyee Email Address		Optional field - if inputing information - must contain "@" and "." symbols

		Tier		Enter census tier - it will calculate totals in the "Counts Relation Tier Ancillary" tab

		Hire Date		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		Coverage Effective Date		Dates must be between 1900 and 2040 - automatic formatting applies (MM/DD/YY).  Not required on dependent rows.

		COBRA Begin Date		Effective date of COBRA coverage - automatic formatting applies (MM/DD/YY).  Not required on dependent rows.

		COBRA End Date		Date member ceased being eligible for COBRA - automatic formatting applies (MM/DD/YY).  Not required on dependent rows.

		Retire Date (51+ only)		Use this field only if the subscriber is retired. Formatting and validation (1900-2040) both apply.  Not required on dependent rows.

		Medical Coverage 		Y=Yes (enrolling for coverage), N=No (no coverage), Y-Dual Cov.=Yes, Dual Coverage.  For Dual Option Coverage, please include plan in next column.  Y or N Required for every member including dependents if this line of coverage is offered.

		Medical Plan		For Dual Option Only, please indicate plan number.

		PCP		Primary Care Physician (HMO plans only)

		Dental Coverage 		Y=Yes (enrolling for coverage), N=No (no coverage); for Dual Option Dental indicate Y (Yes for enrolling) and include plan selection in next column.  Y or N Required for every member including dependents if this line of coverage is offered.

		Dental Plan		For Dual Option Only, please indicate plan number.

		PCD		Primary Care Dentist (DHMO plans only)

		Vision Coverage		Y=Yes (enrolling for coverage), N=No (no coverage).  Y or N Required for every member including dependents if this line of coverage is offered.

		PRIME Life Coverage		This field is for standard PRIME life coverage.  Y=Yes (enrolling for coverage), N=No (no coverage).  Required for every employee if this product is offered.  Not required on dependent rows.

		PRIME Life Coverage Amount		This field is for standard PRIME life coverage.  Indicate Life Coverage amount here, if enrolling.  Not required on dependent rows.

		Employee Annual Salary		Employees annual salary, needed if Life coverage is based on salary and disability products and also for STD and LTD coverage.  Required for every employee is salary-based life or disability products are offered.  Not required on dependent rows.

		PRIME Life Occupational Class		This field is for standard PRIME life coverage.  Occupation Class, needed if Life coverage is based on class  Not required on dependent rows.

		AD&D Amount		Enter amount for AD&D  Not required on dependent rows.

		Dependent Life		This field is for standard PRIME dependent life coverage.  Y=Yes (enrolling for coverage), N=No (no coverage).  Required for every dependent if employer is offering this line of coverage.

		Hours Worked		This field is for entering Employee Hours worked.

		Supplemental Life / STD / LTD Occupational Class		If the EE is taking Supplemental Life, STD, or LTD coverage, select their class from the dropdown menu in this field.  Field options are driven by the table at the end of the enrollment form.  This selection drives all other Supplemental Life / STD / LTD options.		The Supplemental Life / STD / LTD Information table must be populated before filling out this fields!  See below for instructions!

		EE Supplemental Life Plan		If the EE is taking Supplemental Life, select their plan from the dropdown menu in this field.

		EE Supplemental Life Amount		If the EE is taking Supplemental Life, select their coverage amount from the dropdown menu in this field.

		Grandfathered EESupp. Life Amount		If the EE is grandfathering their Supplemental Life benefit amount equal to the prior carrier amount, enter the prior carrier amount in this field for only the supplemental Life EE product.

		SP Supplemental Life Amount		If the SP is taking Supplemental Life, select their coverage amount from the dropdown menu in this field.

		CH Supplemental Life Amount		If CH are taking Supplemental Life, select their coverage amount from the dropdown menu in this field.

		STD (Salary) Coverage		If the EE is taking STD Coverage, select the plan from the dropdown menu in this field.

		STD Buyup?		If the EE is selecting STD Buyup, select "Yes" from the dropdown menu in this field.

		LTD (Salary) Coverage		If the EE is taking LTD Coverage, select the plan from the dropdown menu in this field.

		LTD Buyup?		If the EE is selecting LTD Buyup, select "Yes" from the dropdown menu in this field.

		COB - Other Medical 		Y=Yes, if members have other medical coverage, N=No coverage.  If "Y" for Other Coverage, please indicate applicable dates in the next two date columns.  Please review the dates in Section D.: “Other Medical Coverage.”  If the End date is prior to our Effective date, enter “NO” for COB.  If the End date extends beyond our Effective date, enter “YES” for COB and provide the Start and End dates.  Required for every member including dependents regardless of lines of coverage offered.

		COB (begin date)		Effective date of other coverage - automatic formatting applies (MM/DD/YY).

		COB (end date)		Date member ceased being eligible for other coverage - automatic formatting applies (MM/DD/YY).

		AO Coverage		Enter "Y" if group enrolled in AO Coverage or "N" - field is optional but will default to "N" in the load into PRIME

		Eligibility Reason

		Ineligibility Reason

		Primary Coverage Code

		Part A Start Date		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		Part A End Date		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		Part B Start Date		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		Part B End		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		Part D Start Date		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		Part D End Date		Dates must be between 1900 and 2040 - automatic formatting applies  (MM/DD/YY).  Not required on dependent rows.

		RV Super Group		To be completed by UHC CI - Internal Operations Only

		RV Class ID		To be completed by UHC CI - Internal Operations Only

		RV SubGroup (Billing)		To be completed by UHC CI - Internal Operations Only

		RV Med Network		To be completed by UHC CI - Internal Operations Only

		RV Med Product		To be completed by UHC CI - Internal Operations Only

		NHP Group Number		To be completed by UHC CI - Internal Operations Only

		On Prior Carrier?		Enter "Y" if enrolled under prior carrier plan and "N" if not enrolled on prior carrier plan.

		Optum Bank HSA Application		Y indicates that a signed HSA Application Addendum, including SSN, has been received and is retained by the Health Plan/Broker.

		Medical Waiver Reason		To be completed by Case Install only.

		Health Transfer (Completed by C.I.)		Select from Drop Down list only

		Covered		To be completed by Case Install only.

		Policy Number		To be completed by Case Install only.





		Populating the Supplemental Life / STD / LTD Information Table



		On the Supp_Life_STD_LTD_Info tab, there's a table for the L&D plans that are being taken by the group:

		This table must be filled out before entering Supplemental Life / STD / LTD coverage for any members!
Step 1:  If the group is taking supplemental life coverage, enter the EE plan for each occupational class into the EE Plans field.
Step 2:  If the group is taking dependent supplemental life coverage, select the amount option for SP and CH from the dropdown in those fields.
Step 3:  If the group is taking STD, enter the plan for each occupational class in the Plan field of the STD Information Section.
Step 4:  For each class taking STD, select whether STD Buy-up is available.
Step 5:  If the group is taking LTD, enter the plan for each occupational class in the Plan field of the LTD Information Section.
Step 6:  For each class taking LTD, select whether LTD Buy-up is available.

		After you've filled out this table, you can select the class to which the EE belongs and then select from dropdowns which products are being taken by that EE and her dependents.





		The Tools Tab

		Open Member Overlay		Opens the Member Overlay.  You can use the overlay to add, change, or delete members and their information.  Actions on the overlay are immediately reflected in the spreadsheet data.  What you enter is examined, cleaned up, and/or rejected after you enter it.

		Clean Up Enrollment Spreadsheet		Trims text, formats dates, removes invalid characters, converts to upper case, and sorts all the data.  This will be done automatically before any validation is run, when data is imported from a scratch sheet version, or when the overlay is opened.

		Validate For Case Install		Opens the Options for a Case Install Validation.  We recommend that you do this before submitting to Case Installation.

		Validate for MUW		Lets you run a validation for MUW.  Choose from MUGS, CAT, or a generic, bare-bones validation.

		Validate for UeS Quote		Validates the fields necessary to create a medical UeS quote

		Remove Validation Column		Removes the validation column from the "NEW Enrollment Form" tab if it's there.

		Create MUGS Census		Creates a MUGS Census.  Validates the data first.

		Create CAT Census		Creates a CAT Census.  Validates the data first.

		Export UeS Medical Quote Template		Creates a template for upload into UeS.  Validates the data first.

		Remove Census Sheets		Removes any MUGS or CAT census that might be open in the workbook.

		Create Scratch Sheet		Makes a "scratch sheet" version of the enrollment spreadsheet with a smaller file size, no validation, and fewer formatting restrictions.  Allows sorting and filtering.  Does not include any validation.  At this time the scratch version is *NOT* accepted by Case Intall or MUW as a substitute for the full version of the enrollment spreadsheet.

		Import From Scratch Sheet		Imports data from a "scratch sheet" version of the enrollment spreadsheet.  Will only work with files generated through the "Create Scratch Sheet" tool.  If the format is different, it will not import.  Data will be cleaned up automatically by the "Clean Up Enrollment Spreadsheet" tool, but missing or invalid info must be investigated afterward.  It's recommended that you immediately run a validation after import.

		Import from another NB Spreadsheet		Imports data from another PRIME NB Enrollment Spreadsheet.  Will only work with official, full versions of the PRIME NB Enrollment Spreadsheet.  Handy if you're importing from another version or want to start over fresh with the data in a really "dirty" copy of the enrollment spreadsheet.

		Import from a NICE Enrollment Spreadsheet		Imports data from a NICE Enrollment spreadsheet.  Wil only work with official version of the NICE data sheet.

		Import from a FACETS Enrollment Spreadsheet		Imports data from a RV or NHP spreadsheet.  Will only work with official version of RV or NHP Spreadsheet.  Used to validate information on RV or NHP Spreadsheet and import and export split information for Dual-Platform submissions

		Import an AFLAC Enrollment Spreadsheet		Imports data from an "Aflac" Enrollment spreadsheet.  Will only work with predefined Aflac layout.

		Clear Spreadsheet		This button will clear all information from the NB Enrollment Spreadsheet.  Handy if you recycle your enrollment spreadsheets multiple times.
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PlanSource MUW Export



		PlanSource MUW Export Data																								PlanSource MUW Export Data																								PlanSource MUW Export Data                                                                                                                                                                                                                        PlanSource MUW Export Data                                                                                                                                                                                                                        PlanSource MUW Export Data                                                                                                                                                                                                                        PlanSource MUW Export Data

		* Required Fields for all Subscribers & Dependents 																								A. Employee (Subscriber) Information														B. Employer Section										C. Product Selection																																																D. Other Medical Coverage						E. Other														Medical Underwriting																		Medical Underwriting

																		Underwriting ONLY !!!!!																																														Life coverage amounts exceeding the guarantee issue will not be installed until proof of good health is provided and approved.   Completion of a Group Life and Disability Employee Enrollment form is required if Life exceeds guarantee issue amount.																																														* Smoker		Covered by UnitedHealthcare in past 12 months? EE or SP only		Receiving Social Security Disability Insurance? EE Only		Medicare?		Medicare Type? EE and SP only		Medicare Eligibility Reason? EE and SP Only		eSignature Date		Y/N to any serious conditions		Condition 1 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 2 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 3 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 4 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 5 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 6 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 7 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 8 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 9 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		Condition 10 /Diagnosis
Treatement/Meds
Physician's Name
Dates Treated
Prognosis		etc as needed		etc as needed		etc as needed		etc as needed		etc as needed		etc as needed

																		Height

		* Employee ID/SSN		* Dependent ID/SSN		* Relationship		* Last Name		* First Name		* Middle Initial		* Sex		* Date of Birth
(MM/DD/YYYY)		Feet		Inches		Weight		Twin?		Street Address		City		State		ZIP		Home Phone		Work Phone (Optional)		Tier
(Optional)
Totals in Next Tab		Hire Date
(MM/DD/YY)		Coverage Effective Date
(MM/DD/YY)		COBRA Begin Date
(MM/DD/YY)		COBRA End Date
(MM/DD/YY)		Retire Date (51+ only)
(MM/DD/YY)		Medical Coverage		Medical Plan
(Multi-Choice Only)		PCP
(HMO Only)		Dental Coverage		Dental Plan
(Dual Option Only)		PCD
(DHMO Only)		Vision Coverage		PRIME Life Coverage		PRIME Life Coverage Amount		Employee Annual Salary		PRIME Life Occupational Class		AD&D Amount		Dependent Life		Hours Worked		Supplemental Life / STD / LTD Occupational Class		EE Supplemental Life Plan		EE Supplemental Life Amount		Grandfathered EE Supp. Life Amount		SP Supplemental Life Amount		CH Supplemental Life Amount		STD (Salary) Coverage		STD
Buyup?		LTD (Salary) Coverage		LTD
Buyup?		* COB - Other Medical 		COB (begin date)
(MM/DD/YY)		COB (end date)
(MM/DD/YY)		On Prior Carrier? 		Exante Bank HSA Application		Health Transfer
(Completed by C.I.)
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Counts_Relation_Tier_Ancillary



		RELATIONSHIP		COUNT				TIER		COUNT

		EE = Employee		0				EE = Employee		0

		SP = Spouse		0				ES = Employee+Spouse		0

		CH = Child		0				EC = Employee+Child		0

		ST = Student		0				F = Family		0

								E+1 = Employee+1		0

		CB = Cobra		0

		DP = Domestic Partner		0

		HM = Mentally Handicapped		0

		HP = Physically Handicapped		0				ANCILLARY		COUNT

		MC = Medicare		0				Dental  (All Members)		0

		RR = Retired 		0				Vision  (All Members)		0

		SS = Surviving Spouse		0				Life  (EE Only)		0
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Utilization

				SubscriberAdd		SubscriberDelete		DependentAdd		DependentDelete		MemberChange

		Outside		0		0		0		0		0

		HP		0		0		0		0		0

		SBCI		0		0		0		0		0





Enrollment Data

								Employee/Dependent Information																																																																														Waive Specific Product Coverage																						Coverage Selection

				Required for Import Process Execution (Read-Only and Based on Census Sequence Number)				Required for Import Process Execution		Required for Import Process Execution		Optional (Not needed for Import Process or Enrollment Submission)		Required for Import Process Execution		Optional (Not needed for Import Process or Enrollment Submission)		Required for Import Process Execution		Required for Import Process Execution		Required for Import Process Execution		Required for Import Process Execution (Employee Record only)		Optional (Not needed for Import Process or Enrollment Submission)		Required for Employee to Submit Enrollment		Field not required for Enrollment form but conditionally required for Census; If status is COBRA – not required.		Field not required for Enrollment form but conditionally required for Census		Optional (Not needed for Import Process or Enrollment Submission)		Required for Employee to Submit Enrollment		Conditionally Required to Submit Enrollment		Required for Employee to Submit Enrollment		Required for Employee to Submit Enrollment		Required for Employee to Submit Enrollment		Required for Employee to Submit Enrollment		Conditionally Required to Submit Enrollment		Optional (Not needed for Import Process or Enrollment Submission)		Required for Employee to Submit Enrollment		Conditionally Required to Submit Enrollment if On 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		Conditionally required to Submit Enrollment		Conditionally required to Submit Enrollment if 'Y' to "Medicare Primary?"		Conditionally required to Submit Enrollment if 'Y' to "Medicare Primary?"		Conditionally required to Submit Enrollment if 'Y' to "Medicare Primary?"		Conditionally required to Submit Enrollment if 'Y' to "Medicare Primary?"		Conditionally Required to Submit Enrollment if Employee Status = COBRA		Conditionally Required to Submit Enrollment if Employee Status = COBRA		Conditionally Required to Submit Enrollment if Employee Status = COBRA		Conditionally Required (please see Instructions tab for details)		Conditionally required if 'Y' for "Is dependent permanently disabled?"		Conditionally Required if State = IL AND if Age is between 26 and 30






IL State ONLY		Conditionally Required if dependent child is over the age between 26-30, AND answered Yes to being illinois resident we need to validate if they served active duty.


IL State ONLY		Conditionally Required If dependent child is over the Age is between 26 and up to end of the calendar year of 30th birthday, we need to validate if and unmarried, Florida resident.


FL State ONLY		Conditionally required if Dependent Child Age is 26 or greater






IA State ONLY		Conditionally required if dependent child is between the of 26 and 29 AND group enroll in optional rider Dependent 30+ 




PA State ONLY		Conditionally Required based on Packaging Rules		Conditionally Required if any of the Products are Waived		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required based on Packaging Rules		Conditionally Required (Not needed for Import Process or Enrollment Submission) if Medical Plan Selected =
PRIME - XXXXXXX-XX
Nice- XXXXXX-XXXX
NHP-F00XXXXXXXXX		Conditionally Required (Not needed for Import Process or Enrollment Submission) if Dental Plan Selected = 
DHMO-XXXXXXXXXXX-XX		Required for Business Rule Validation and Enrollment Submission		Required for Business Rule Validation and Enrollment Submission		Required for Business Rule Validation and Enrollment Submission

				Sequence Number		Enrollment ID		Type		First Name		Middle Initial		Last Name		Suffix		Relationship		Date Of Birth		Gender		Status		Email Address		Date of Hire		Salary		# Hours Worked		Owner/Partner Not Covered by Workers Comp		SSN		Reason SSN Not Provided		Address 1		City		State		ZIP		County		Phone Number		On 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?		Name of Other Carrier		Medicare Primary?		Medicare Reason		Medicare Claim Number		Medicare Part A Start Date		Medicare Part B Start Date		COBRA Begin Date		COBRA End Date		COBRA Type		Is dependent permanently disabled?		Mental or Physical?		Is dependent an Illinois resident?		Served as an active or a reserve member of any US Armed Forces and received a release or discharge other than a dishonorable discharge?		Is dependent an unmarried, Florida resident?		Is dependent a full time student?		Does the dependent meet all of the following criteria: unmarried, resident of Pennsylvania or enrolled as a full-time student, with no dependents and not covered under another health insurance plan.		Waive Medical?		I am waiving Medical Insurance for the following Reason:		Waive Dental?		Waive Basic Life?		Waive Vision?		Waive Supp Life?		Waive Dep Basic Life?		Waive Child Supp Life?		Waive Spouse Supp Life?		Waive STD?		Waive LTD?		Medical Plan		Dental Plan		Vision Plan		Basic Life		Supplemental Life Plan		Basic Dependent Life Plan		Supplemental Dependent Life Spouse Plan		Supplemental Dependent Life Child Plan		STD Plan		LTD Plan		PCP ID#		PCD ID#		Application Signature Received?		Employee Validation Needed?		Dependent Validation Needed?

		Mapping		System.Sequence_Number		0		System.Type		Employee:firstName , Dependent:dependents*.firstName		Employee:middleInitial, Dependent:dependents*.middleInitial		Employee:lastName, Dependent:dependents*.lastName		Employee:suffix, Dependent:dependents*.suffix		Dependent:dependents*.relationship		Employee:birthDate, Dependent:dependents*.birthDate		Employee:gender , Dependent:dependents*.gender		Employee:employmentStatus		Employee:email		Employee:dateOfHire		Employee:salary		Employee:numberOfHoursPerWeek		Employee:notCoveredByWorkersComp		Employee:ssn , Dependent:dependents*.ssn		Employee:missingSsnReason,Dependent:dependents*.missingSsnReason		Employee:address.addressLine1		Employee:address.city		Employee:address.zipCodeDetails.stateKey		Employee:address.zipCodeDetails.zipCode		Employee:address.zipCodeDetails.countyName		Employee:telephone		Employee:otherMedicalCoverage		Employee:otherCoverageCarrier		Employee:medicarePrimary,
Dependent:dependents*.medicarePrimary		Employee:medicareReason,
Dependent:dependents*.medicareReason		Employee:medicareClaimNumber,
Dependent:dependents*.medicareClaimNumber		Employee:medicarePartAStartDate,
Dependent:dependents*.medicarePartAStartDate		Employee:medicarePartBStartDate,
Dependent:dependents*.medicarePartBStartDate		Employee:cobraStartDate		Employee:cobraEndDate		Employee:cobraType		Dependent:dependents*.permanentlyDisabled		Dependent:dependents*.disabilityType		Dependent:dependents*.illinoisResident		Dependent:dependents*.memberOfArmedForce		Dependent:dependents*.unmarriedFloridaResident		Dependent:dependents*.fullTimeStudent		Dependent:dependents*.unmarriedPennsylvaniaResident		Employee:elections.waiveMedical, Dependent:dependents*.elections.waiveMedical		Employee:elections.waiveReason		Employee:elections.waiveDental, Dependent:dependents*.elections.waiveDental		Employee:elections.waiveBasicLife		Employee:elections.waiveVision, Dependent:dependents*.elections.waiveVision		Employee:elections.waiveSuppLife		Dependent:dependents*.elections.waiveBasicLife		Dependent:dependents*.elections.waiveDepSuppLife		Dependent:dependents*.elections.waiveSpouseSuppLife		Employee:elections.waiveStd		Employee:elections.waiveLtd		Employee:elections.medicalPlanCode		Employee:elections.dentalPlanCode		Employee:elections.visionPlanCode		Employee:elections.basicLifePlanCode		Employee:elections.supplementalLifePlanCode		Employee:dependents.elections.basicLifePlanCode		Employee:dependents.elections.spouseSupplementalLifePlanCode		Employee:dependents.elections.childSupplementalLifePlanCode		Employee:elections.stdPlanCode		Employee:elections.ltdPlanCode		Employee:primaryCarePhysicianId,Dependent:dependents*.primaryCarePhysicianId		Employee:primaryCareDentalId,Dependent:dependents*.primaryCareDentalId		Employee:applicationSignatureReceived		Employee:employeeVerificationNeeded		Dependent:dependents*.dependentVerificationNeeded

		Hidden		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE		FALSE

		Allow values						Employee, Dependent								Jr., Sr., I, II, III		Spouse, Child				Male, M, Female, F		Active, COBRA										Yes, Y, No, N										AK, AL, AR, AZ, CA, CO, CT, DC, DE, FL, GA, HI, IA, ID, IL, IN, KS, KY, LA, MA, MD, ME, MI, MN, MO, MS, MT, NC, ND, NE, NH, NJ, NM, NV, NY, OH, OK, OR, PA, RI, SC, SD, TN, TX, UT, VA, VI, VT, WA, WI, WV, WY								Yes, Y, No, N				Yes, Y, No, N		Over 65, Kidney Disease, Disabled, Disabled but actively at work												COBRA, CAL-COBRA, COBRA-AB1401, Extended/Disabled COBRA		Yes, Y, No, N		Mental, Physical		Yes, Y, No, N		Yes, Y, No, N		Yes, Y, No, N		Yes, Y, No, N		Yes, Y, No, N		Yes, Y		Champus (Military), Cobra, Indian/Tribal Health Services, Individual,Individual Exchange,Medicaid,Medicare,Other group coverage,Parents,Spousal,Tricare,Other (reason not listed),VA,AHCCS,At-no-cost government plan,Medi-Cal,Spousal Cobra,Employee welfare benefit plan,Federal Employee Health Benefit Plan,Peace Corps plan,State Health Benefits Risk Pool,Foreign Government coverage,Retiree through group coverage,
UnitedHealth One,
Cost or Do not want.,
Religious Beliefs,
Military Plan under 10USC 1071,
Public Health Plan,
Trisure (Military),
SHOP Exchange,
Title XIX of Soc. Sec Act (immunization for children)		Yes, Y		Yes, Y		Yes, Y		Yes, Y		Yes, Y		Yes, Y		Yes, Y		Yes, Y		Yes, Y																										Yes, Y		Yes, Y		Yes, Y

		System data				0																																																																																		Champus (Military)		Cobra		Indian/Tribal Health Services		Individual		Individual Exchange		Medicaid		Medicare		Other group coverage		Parents		Spousal		Tricare		Other (reason not listed)		VA		AHCCS		At-no-cost government plan		Medi-Cal		Spousal Cobra		Employee welfare benefit plan		Federal Employee Health Benefit Plan		Peace Corps plan		State Health Benefits Risk Pool		Foreign Government coverage		Retiree through group coverage		UnitedHealth One		Cost or Do not want.		Religious Beliefs		Military Plan under 10USC 1071		Public Health Plan		Trisure (Military)		SHOP Exchange		Title XIX of Soc. Sec Act (immunization for children)
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Import a FACETS Enrollment Spreadsheet






Import a FACETS Enrollment Spreadsheet
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Import From a NICE Enrollment Spreadsheet






Import From a NICE Enrollment Spreadsheet
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Import From Another NB Spreadsheet






Import From Another NB Spreadsheet
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Import From Scratch Sheet
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Get Census from Enrollment Form
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Export UeS Medical Quote Template
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Validate For Case Install
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Import PRIME Reporter Census
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RDE Bulk Enrollment Export
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Import an Aflac Enrollment Spreadsheet
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Participation & Floor Certification 
[Groups with 10+ Eligible Employees] 


General Information 


Group’s Legal Name 


Full Address (Street, City, State, Zip)


Requested Effective Date 


Floor Calculation (AL, AR, AZ, DC, GA, IA, ID, IL, IN, KS, KY, LA, MO, MS, NC, NM, ND, OH, PA, SC, SD, 
TN, UT, VT) 


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, MA, MD, ME, MI, MN, MT, NE, NH, NJ, NV, NY, 
OK, OR, RI, SC, TX, VA, 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, I 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. I 
represent that the information I have provided is accurate and truthful. I understand that any 
intentional misrepresentation of material fact 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 


6/2022 












uhceservices.com Scheduled Direct Debit
Sign up for UnitedHealthcare Scheduled Direct Debit to automatically deduct your 
premium payments from your bank account.


Streamline your monthly invoice payment process
Scheduled Direct Debit from uhceservices.com is a convenient way to pay 
your monthly insurance premiums.


After you sign up, your premium will be automatically deducted from your 
company’s bank account.


Even better, Scheduled Direct Debit helps you streamline your monthly invoice 
payment process and better organize your payment records, which frees you 
up to focus on the business of your business.


Enroll today and worry about one less thing tomorrow
To enroll: 


 1 	� Complete the Scheduled Direct Debit Authorization Form below.


 2 	� List all customer numbers and bill groups that you wish to have paid 
by automatic withdrawal.


 3 	� Return the completed form by email or fax. Contact information is 
listed on the form.


continued


Scheduled Direct Debit 
takes care of everything 
automatically, which  
may help you: 
• Pay your premium at the same


time, on time, each month
• Maintain a consistent process


for your payments
• Better predict cash outflow
• Access an accurate record


of your payments, which are
listed on your bank statement


IMPORTANT: Please return the completed form along with a voided check (no deposit slips, please) or an authorized bank letter.


Printed name and title of signatory Date


Employer name/Customer name/Policy name Employer email address


UnitedHealthcare customer number UnitedHealthcare bill group(s)


Name of your financial institution Telephone number of financial institution


Routing/Transit Number (9 digits required) Account number
(include all zeros and omit spaces/special characters)


Email to: Direct_Debit@uhc.com


Fax to: 1-888-476-5127 
Attn: Accounts Receivable







Statement of understanding
This agreement is made in accordance with the operating rules and regulations of the National Automated Clearinghouse 
Association. By executing this document in the space provided above, I confirm that I am authorized to act on behalf of the 
employer/customer (“Group”) and agree on behalf of the Group to the following terms and conditions:


• By choosing Scheduled Direct Debit, the customer understands all invoicing will be online only located at
uhceservices.com. Should there be any questions pertaining to accessing and/or location of the invoice, please
call 1-866-764-7736, TTY 711, 8 a.m. – 8 p.m. ET, Monday – Friday.


• Group authorizes UnitedHealthcare to debit the group checking or savings (account number provided above) 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 understands that the amount drafted may vary based on billing premium adjustments reflected on your monthly
invoice.


• Group understands UnitedHealthcare may make adjustments to the account whenever a correction or change is required. For
example, if there is an error, the group/member agrees that UnitedHealthcare may correct the error immediately and without
notice. Such errors may include, but are not limited to, reversing an improper credit, making adjustments for returned
premium, and correcting calculation and input errors. The right to make adjustments are not subject to any limitations or time
constraints, except required by law.


• Payment will be withdrawn on the date indicated on your monthly invoice.
• Group agrees to promptly notify UnitedHealthcare of any change to the information provided.


Authorization
Authorization is given to UnitedHealthcare to initiate debits (payments) to the financial institution indicated above. 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 canceled by UnitedHealthcare under the conditions stated above; or upon termination 
of coverage with UnitedHealthcare.


Signature required


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:


Please contact your financial institution if you have any questions about your routing number or account number.


Bank 1


Routing  
number


Account  
number


Check  
number


Bank 2


Routing  
number


Check  
number


Account 
number


Bank 3


Check  
number


Routing  
number


Account  
number


Health Plan coverage provided by or through a UnitedHealthcare company. 


Administrative services are provided by United HealthCare Services, Inc. or their affiliates.


B2C   EI211188662.0   11/21   © 2021 United HealthCare Services, Inc. All Rights Reserved.   21-1188318-B
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UnitedHealthcare Insurance Company
UnitedHealthcare of Texas, Inc.


National Pacific Dental, Inc.


Solicitud de Inscripción del Empleado/
Employee Enrollment Form
Texas
Aviso para los Empleadores que eligen un plan Consumer Choice: 
Usted tiene la opción de elegir este Plan de Seguro de Beneficios de Salud 
Consumer Choice o plan de cuidado de la salud de una Organización para el Mantenimiento de la Salud que 
no proporcione, total o parcialmente, beneficios de salud exigidos por el estado normalmente requeridos 
en evidencias de cobertura o pólizas de Seguros por Enfermedad o contra Accidentes en Texas. Este plan 
de beneficios de salud estándar puede proporcionarle un plan de salud más económico, aunque, al mismo 
tiempo, podría ofrecerle menos beneficios del plan de salud que aquellos incluidos normalmente como 
beneficios de salud exigidos por el estado en Texas. Si usted elige este plan de beneficios de salud estándar, 
consulte a su agente de seguros para descubrir qué beneficios de salud exigidos por el estado están excluidos 
en esta evidencia de cobertura o póliza./Notice for Employers who select a Consumer Choice plan: You 
have the option to choose this Consumer Choice of Benefits Health Insurance Plan or Health Maintenance 
Organization health care plan that, either in whole or in part, does not provide state-mandated health benefits 
normally required in evidences of coverage or accident and sickness policies in Texas. This standard health 
benefit plan may provide a more affordable health plan for you although, at the same time, it may provide 
you with fewer health plan benefits than those normally included as state-mandated health benefits in Texas. 
If you choose this standard health benefit plan, please consult with your insurance agent to discover which 
state-mandated health benefits are excluded in this evidence of coverage or policy.


El Empleador Debe Llenar Esta Sección/
To Be Completed By Employer


Fecha de Vigencia Solicitada de la Cobertura/Fecha del Cambio/ 
Requested Effective Date of Coverage/Date of Change 	 /	 /


Nombre del grupo/Group Name Número de póliza/Policy number


Fecha de Contratación/Date Of Hire Razón de la solicitud/Reason for Application
 Nuevo plan de grupo/New Group Plan
 Nueva contratación/New Hire
 �Evento de vida/Fecha/ 


Life Event/Date ______
 �Inscripción abierta anual/ 


Annual Open Enrollment
 Cambio de estado/Status Change ______
 �Agregar/Eliminar dependiente/ 


Dependent Add/Delete
 �Cambio de nombre/dirección/ 


Change Name/Address
 �Miembro fuera de plazo/Late Enrollee
 �Tiempo parcial a tiempo completo/ 


Part Time to Full Time
 Renuncia a la cobertura/Waiving Coverage
 Despido/Termination
 Otra/Other


Tipo de empleado/Employee Type
(Marque todas las opciones que 
correspondan)/(Check all that apply)
 Activo/Active 
� �COBRA
 �Continuación de parte del estado/


State Continuation 
Fecha de inicio/ 
Start dt ____/____/____ 
Fecha de finalización/ 
End dt ____/____/____


 Por hora/Hourly  Asalariado/Salary
 Sindicado/Union 
 No Sindicado/Non-Union
 Jubilado/Retired
 Otro/Other ______________________


Puesto/Cargo/Position/Title


Horas trabajadas por semana/ 
Hours Worked per week


Salario/ 
Salary $____________


Obligatorio solo si el 
Plan de Seguro de 
Vida, STD o LTD se 
basa en el salario/
Required only if Life, 
STD, or LTD Plan 
based on salary


SG.EE.23.TX.ES 11/22
275-8893ES rev 1/23 
UHCTX884992_000


(NO ENGRAPAR)/(DO NOT STAPLE)


Para agilizar el proceso de inscripción, sea cuidadoso y llene todas las secciones que correspondan./To speed the enrollment 
process, please be thorough and fill out all sections that apply.
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Nombre del empleado/Employee name 


A. �Información sobre el empleado/
Employee Information


Si renuncia a toda la cobertura, llene las secciones A y B./ 
If you are waiving all coverage, please complete sections A and B.


Apellido/Last Name Nombre/First Name Inicial del 2.º 
nombre/MI


Número del Seguro Social/ 
Social Security Number


Dirección/Address N.º de dpto./ 
Apt #


Ciudad/City Estado/State Código postal/
ZIP Code


Teléfono residencial/Home Phone


Teléfono celular/Cell Phone
Fecha de 
nacimiento/
Date of Birth


/    /


Sexo/Sex 
 M   F 
 I/U


Estado civil/Marital status   Soltero/Single   Divorciado/Divorced 
 Casado/Married   Viudo/Widowed


Idioma de preferencia, si no es inglés/Language preference, if not 
English _________________________


Teléfono laboral/Work Phone


Dirección de correo electrónico/Email Address: ¿Usa tabaco?1/Do you use tobacco?1   Sí/Yes   No
Si respondió Sí, ¿participa actualmente en un programa para dejar 
de usar tabaco o tiene pensado inscribirse en uno?/If yes, are you 
currently participating in a tobacco cessation program or do you 
intend to join one?   Sí/Yes   No


Raza/Origen étnico – Marque todas las opciones que correspondan2/Race/Ethnicity – Check all that apply2   Prefiere no responder/
Prefer not to answer   Amerindio/Nativo de Alaska/American Indian/Alaska Native   Asiático/Asian   Negro/Afroamericano/Black/
African-American   Hispano/Latino/Hispanic/Latino   Nativo de Hawaii/de otra isla del Pacífico/Native Hawaiian/Pacific Islander 
 Blanco/White   Otra raza–Especifique/Other–Please specify __________________________________________________________
¿Tiene una discapacidad que afecta a su capacidad para comunicarse o leer?/Do you have a disability affecting your ability to 
communicate or read?   Sí/Yes   No
Médico de Cuidado Primario2/	 ¿Paciente actual?/Existing Patient?
Primary Care Physician2	  Sí/Yes   No
Nombre y apellido del médico/ 
Physician first & last name ___________________________________
Dirección/Address _________________________________________
N.º de ID/ID# — — — — — — — — — — — – — — — —
Además de su Médico de Cuidado Primario, usted puede elegir
un obstetra o ginecólogo. Sin embargo, puede recibir cuidado
obstétrico o ginecológico de su Médico de Cuidado Primario./
You may select an obstetrician or gynecologist in addition to your
Primary Care Physician. However, obstetrical or gynecological care
may be received from your Primary Care Physician.


Dentista de Cuidado Primario3/Primary Care Dentist3


Nombre y apellido del dentista/ 
Dentist first & last name ________________________________
N.º de ID/ID# ________________________________________
¿Paciente actual?/Existing patient?   Sí/Yes   No


B. �Renuncia a la cobertura/
Waiver of coverage


Rechazo de la cobertura debido a la existencia de 
otra cobertura/Declining coverage due to existence 
of other coverage:
 �Plan del empleador del cónyuge/Spouse’s 


Employer’s Plan
 Plan Individual/Individual Plan
 Cobertura de Medicare/Covered by Medicare
 Medicaid/Medicaid  
 �COBRA del empleador anterior/COBRA from Prior 


Employer
 �Cumple los requisitos del Dpto. de Asuntos de los 


Veteranos (VA)/VA Eligibility
 Tri-Care
 �No tengo (tenemos) otra cobertura en este momento/ 


I (we) have no other coverage at this time 
 Otra/Other ________________________________


Entiendo que, al renunciar a la cobertura 
en este momento, no podré participar, 
a menos que califique en un período de 
inscripción especial o como miembro 
fuera de plazo, si corresponde, o en el 
próximo período de inscripción abierta./ 
I understand that by waiving coverage 
at this time, I will not be allowed to 
participate unless I qualify at a special 
enrollment period or as a late enrollee, 
if applicable, or at the next open 
enrollment period.


Rechazo la cobertura para/ 
I decline all coverage for:
 Mí mismo/Myself
 Cónyuge/Spouse
 �Hijos dependientes/


Dependent Children
 �Mí mismo y todos los 


dependientes/ 
Myself and all dependents


Fecha/Date Firma del empleado si renuncia a toda la cobertura/Employee Signature if waiving all coverage







página 3 de 8/page 3 of 8


C. �Información sobre la Familia/ 
Family Information


Indique Todas las Personas que se Inscriben (Adjunte una hoja si es necesario)/ 
List All Enrolling (Attach sheet if necessary)


Relación4/ 
Relationship4


Cónyuge/
Pareja de unión 
libre/Spouse/
Domestic 
Partner


Apellido/Last Name Nombre/First Name Inicial del 2.º 
nombre/MI


Sexo/Sex
 M   F
 I/U


Fecha de nacimiento/
Date of Birth
____/____/____


Número del Seguro Social/ 
Social Security Number


¿Usa tabaco?1/Do you use tobacco?1   Sí/Yes   No	 Si respondió 
Sí, ¿participa actualmente en un programa para dejar de usar tabaco o 
tiene pensado inscribirse en uno?/If yes, are you currently participating in a 
tobacco cessation program or do you intend to join one?   Sí/Yes   No


Médico de Cuidado Primario2/	 ¿Paciente actual?/Existing Patient?
Primary Care Physician2	  Sí/Yes   No
Nombre y apellido del médico/ 
Physician First & Last Name ______________________________
Dirección/Address ______________________________________
N.º de ID/ID# — — — — — — — — — — — – — — — —


Dentista de Cuidado Primario3/	¿Paciente actual?/Existing Patient?
Primary Care Dentist3	  Sí/Yes   No
Nombre y apellido del dentista/ 
Dentist First & Last Name __________________________________
N.º de ID/ID# ____________________________________________
Con discapacidad permanente y mayor de 26 años5/ 
Permanently disabled and age 26 or older5   Sí/Yes   No


Raza/Origen étnico – Marque todas las opciones que correspondan2/Race/Ethnicity – Check all that apply2


 Prefiere no responder/Prefer not to answer   Amerindio/Nativo de Alaska/American Indian/Alaska Native 
 Asiático/Asian   Negro/Afroamericano/Black/African-American   Hispano/Latino/Hispanic/Latino 
 Nativo de Hawaii/de otra isla del Pacífico/Native Hawaiian/Pacific Islander   Blanco/White 
 Otra raza–Especifique/Other–Please specify


Código postal/ 
ZIP Code


Relación4/
Relationship4


Dependiente/ 
Dependent


Apellido/Last Name Nombre/First Name Inicial del 2.º 
nombre/MI


Sexo/Sex
 M   F
 I/U


Fecha de nacimiento/
Date of Birth
____/____/____


Número del Seguro Social/ 
Social Security Number


¿Usa tabaco?1/Do you use tobacco?1   Sí/Yes   No	 Si respondió 
Sí, ¿participa actualmente en un programa para dejar de usar tabaco o 
tiene pensado inscribirse en uno?/If yes, are you currently participating in a 
tobacco cessation program or do you intend to join one?   Sí/Yes   No


Médico de Cuidado Primario2/	 ¿Paciente actual?/Existing Patient?
Primary Care Physician2	  Sí/Yes   No
Nombre y apellido del médico/ 
Physician First & Last Name ______________________________
Dirección/Address ______________________________________
N.º de ID/ID# — — — — — — — — — — — – — — — —


Dentista de Cuidado Primario3/	¿Paciente actual?/Existing Patient?
Primary Care Dentist3	  Sí/Yes   No
Nombre y apellido del dentista/ 
Dentist First & Last Name __________________________________
N.º de ID/ID# ____________________________________________
Con discapacidad permanente y mayor de 26 años5/ 
Permanently disabled and age 26 or older5   Sí/Yes   No


Raza/Origen étnico – Marque todas las opciones que correspondan2/Race/Ethnicity – Check all that apply2


 Prefiere no responder/Prefer not to answer   Amerindio/Nativo de Alaska/American Indian/Alaska Native 
 Asiático/Asian   Negro/Afroamericano/Black/African-American   Hispano/Latino/Hispanic/Latino 
 Nativo de Hawaii/de otra isla del Pacífico/Native Hawaiian/Pacific Islander   Blanco/White 
 Otra raza–Especifique/Other–Please specify


Código postal/ 
ZIP Code


Relación4/
Relationship4


Dependiente/ 
Dependent


Apellido/Last Name Nombre/First Name Inicial del 2.º 
nombre/MI


Sexo/Sex
 M   F
 I/U


Fecha de nacimiento/
Date of Birth
____/____/____


Número del Seguro Social/ 
Social Security Number


¿Usa tabaco?1/Do you use tobacco?1   Sí/Yes   No	 Si respondió 
Sí, ¿participa actualmente en un programa para dejar de usar tabaco o 
tiene pensado inscribirse en uno?/If yes, are you currently participating in a 
tobacco cessation program or do you intend to join one?   Sí/Yes   No


Médico de Cuidado Primario2/	 ¿Paciente actual?/Existing Patient?
Primary Care Physician2	  Sí/Yes   No
Nombre y apellido del médico/ 
Physician First & Last Name ______________________________
Dirección/Address ______________________________________
N.º de ID/ID# — — — — — — — — — — — – — — — —


Dentista de Cuidado Primario3/	¿Paciente actual?/Existing Patient?
Primary Care Dentist3	  Sí/Yes   No
Nombre y apellido del dentista/ 
Dentist First & Last Name __________________________________
N.º de ID/ID# ____________________________________________
Con discapacidad permanente y mayor de 26 años5/ 
Permanently disabled and age 26 or older5   Sí/Yes   No


Raza/Origen étnico – Marque todas las opciones que correspondan2/Race/Ethnicity – Check all that apply2


 Prefiere no responder/Prefer not to answer   Amerindio/Nativo de Alaska/American Indian/Alaska Native 
 Asiático/Asian   Negro/Afroamericano/Black/African-American   Hispano/Latino/Hispanic/Latino 
 Nativo de Hawaii/de otra isla del Pacífico/Native Hawaiian/Pacific Islander   Blanco/White 
 Otra raza–Especifique/Other–Please specify


Código postal/ 
ZIP Code


Nombre del empleado/Employee name 	
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(1) Tabaco significa todos los productos derivados del tabaco, incluidos, entre otros, cigarrillos, cigarros y tabaco para mascar. Usted 
solamente debe marcar la casilla “Sí” anterior si la persona usó tabaco cuatro veces o más por semana en promedio (sin incluir el uso en 
ceremonias o rituales religiosos) en los últimos 6 meses y si es mayor de edad para comprar tabaco legalmente en su estado de residencia. 
(2) Para productos de la Organización para el Mantenimiento de la Salud (Health Maintenance Organization, HMO) de UnitedHealthcare, 
incluido Compass, Navigate, Select, Select Plus y otros productos en los que se exija elegir un Médico de Cuidado Primario (Primary Care 
Physician, PCP), usted debe usar el directorio de proveedores de UnitedHealthcare para elegir un Médico de Cuidado Primario para usted 
y cada uno de sus dependientes cubiertos. (3) Consulte al representante del empleador, ya que algunos planes dentales exigen que se elija 
un Dentista de Cuidado Primario (Primary Care Dentist, PCD). (4) En el caso de dependientes ordenados por un tribunal, se debe adjuntar 
la documentación legal. Si un dependiente no vive con el empleado que cumple los requisitos de participación, indique la dirección en 
una hoja aparte. (5) Si respondió “Sí” en Discapacitado y el hijo dependiente es mayor de 26 años, soltero, depende principalmente del 
suscriptor para su manutención y no es capaz de mantenerse a sí mismo debido a una lesión, enfermedad o condición que le produce 
una discapacidad física o mental, adjunte un certificado médico de discapacidad./(1) Tobacco means all tobacco products, including, but 
not limited to, cigarettes, cigars, and chewing tobacco. You should only check the “yes” box above if tobacco was used four or more times 
per week on average (excluding religious or ceremonial use) within the past 6 months by someone of legal age to purchase tobacco in the 
state of residence. (2) For UnitedHealthcare Health Maintenance Orgnaization (HMO) products, including Compass, Navigate, Select, Select 
Plus, and other products requiring you to choose a Primary Care Physician (PCP), you must use the UnitedHealthcare directory of providers 
to choose a PCP for yourself and each of your covered dependents. (3) Please see employer representative as some dental plans require 
a Primary Care Dentist (PCD) selection. (4) For court ordered dependent, legal documentation must be attached. If a dependent does not 
reside with eligible employee, please provide address on a separate sheet. (5) If you answered “Yes” for Disabled and the dependent child 
is 26 years of age or older, unmarried, chiefly dependent upon subscriber for support and is not able to be self-supporting because of a 
physically or mentally disabling injury, illness or condition, please attach a medical certification of disability.


Nombre del empleado/Employee name 	


Relación4/
Relationship4


Dependiente/ 
Dependent


Apellido/Last Name Nombre/First Name Inicial del 2.º 
nombre/MI


Sexo/Sex
 M   F
 I/U


Fecha de nacimiento/
Date of Birth
____/____/____


Número del Seguro Social/ 
Social Security Number


¿Usa tabaco?1/Do you use tobacco?1   Sí/Yes   No	 Si respondió 
Sí, ¿participa actualmente en un programa para dejar de usar tabaco o 
tiene pensado inscribirse en uno?/If yes, are you currently participating in a 
tobacco cessation program or do you intend to join one?   Sí/Yes   No


Médico de Cuidado Primario2/	 ¿Paciente actual?/Existing Patient?
Primary Care Physician2	  Sí/Yes   No
Nombre y apellido del médico/ 
Physician First & Last Name ______________________________
Dirección/Address ______________________________________
N.º de ID/ID# — — — — — — — — — — — – — — — —


Dentista de Cuidado Primario3/	¿Paciente actual?/Existing Patient?
Primary Care Dentist3	  Sí/Yes   No
Nombre y apellido del dentista/ 
Dentist First & Last Name __________________________________
N.º de ID/ID# ____________________________________________
Con discapacidad permanente y mayor de 26 años5/ 
Permanently disabled and age 26 or older5   Sí/Yes   No


Raza/Origen étnico – Marque todas las opciones que correspondan2/Race/Ethnicity – Check all that apply2


 Prefiere no responder/Prefer not to answer   Amerindio/Nativo de Alaska/American Indian/Alaska Native 
 Asiático/Asian   Negro/Afroamericano/Black/African-American   Hispano/Latino/Hispanic/Latino 
 Nativo de Hawaii/de otra isla del Pacífico/Native Hawaiian/Pacific Islander   Blanco/White 
 Otra raza–Especifique/Other–Please specify


Código postal/ 
ZIP Code


Relación4/
Relationship4


Dependiente/ 
Dependent


Apellido/Last Name Nombre/First Name Inicial del 2.º 
nombre/MI


Sexo/Sex
 M   F
 I/U


Fecha de nacimiento/
Date of Birth
____/____/____


Número del Seguro Social/ 
Social Security Number


¿Usa tabaco?1/Do you use tobacco?1   Sí/Yes   No	 Si respondió 
Sí, ¿participa actualmente en un programa para dejar de usar tabaco o 
tiene pensado inscribirse en uno?/If yes, are you currently participating in a 
tobacco cessation program or do you intend to join one?   Sí/Yes   No


Médico de Cuidado Primario2/	 ¿Paciente actual?/Existing Patient?
Primary Care Physician2	  Sí/Yes   No
Nombre y apellido del médico/ 
Physician First & Last Name ______________________________
Dirección/Address ______________________________________
N.º de ID/ID# — — — — — — — — — — — – — — — —


Dentista de Cuidado Primario3/	¿Paciente actual?/Existing Patient?
Primary Care Dentist3	  Sí/Yes   No
Nombre y apellido del dentista/ 
Dentist First & Last Name __________________________________
N.º de ID/ID# ____________________________________________
Con discapacidad permanente y mayor de 26 años5/ 
Permanently disabled and age 26 or older5   Sí/Yes   No


Raza/Origen étnico – Marque todas las opciones que correspondan2/Race/Ethnicity – Check all that apply2


 Prefiere no responder/Prefer not to answer   Amerindio/Nativo de Alaska/American Indian/Alaska Native 
 Asiático/Asian   Negro/Afroamericano/Black/African-American   Hispano/Latino/Hispanic/Latino 
 Nativo de Hawaii/de otra isla del Pacífico/Native Hawaiian/Pacific Islander   Blanco/White 
 Otra raza–Especifique/Other–Please specify


Código postal/ 
ZIP Code


C. �Información sobre la Familia (continuación)/ 
Family Information (continued)


Indique Todas las Personas que se Inscriben (Adjunte una hoja si es 
necesario)/List All Enrolling (Attach sheet if necessary)
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D. �Selección de 
Productos/ 
Product Selection


Marque la casilla de cada cobertura en la que usted o sus dependientes se inscriban./ 
Please check the box for each coverage in which you or your dependents are enrolling.
Si el empleador ofrece una variedad de planes, indique cuál es el plan que elige. Indique la cantidad 
de dinero elegida para los planes de Seguro de Vida y por Muerte y Desmembramiento Accidental 
(AD&D), Seguro Complementario de Vida, Seguro por Discapacidad a Corto Plazo (STD) y Seguro por 
Discapacidad a Largo Plazo (LTD). Los beneficios ofrecidos dependen de la elección del empleador./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, Short-Term 
Disability (STD), and Long-Term Disability (LTD) plans. Benefit offerings are dependent upon employer 
selection.


Persona/Person Seguro Médico/
Medical


Seguro Dental/
Dental


Seguro de la 
Vista/Vision


Seguro Básico de 
Vida/por AD&D/Basic 


Life/AD&D


Seguro Comp. de 
Vida/por AD&D/
Supp Life/AD&D


Empleado/Employee  ___________  ___________   $___________  $___________
Cónyuge/Pareja de unión libre/
Spouse/Domestic Partner


    $___________  $___________


Dependiente/Dependent     $___________  $___________
Persona/Person STD LTD


Empleado/Employee  


Nombre completo y dirección del beneficiario del Seguro de Vida (si solicita el Seguro de Vida de UnitedHealthcare)/
Life Insurance Beneficiary Full Name and Address (if applying for Life Insurance with UnitedHealthcare)


Relación/Relationship


Primario/Primary
Secundario/Secondary


F. �Información sobre Otra Cobertura Médica/
Other Medical Coverage Information


Se debe llenar esta sección. (Adjunte hojas si es necesario.)/ 
This section must be completed. (Attach sheet if necessary.)


El día que comience esta cobertura, ¿usted, su cónyuge o alguno de sus dependientes estará cubierto por otra póliza o plan médico 
de salud, incluido otro plan de UnitedHealthcare o de Medicare?/On 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? 
 SÍ/YES (siga llenando esta sección)/(continue completing this section)  NO (omita el resto de esta sección)/(skip the rest of this section)
Nombre de la otra compañía de seguros/Name of other carrier ___________________________________________________________
Información sobre otra cobertura médica de grupo 
(indique solamente las personas que están cubiertas 
por el otro plan)/Other Group Medical Coverage 
Information (only list those covered by other plan)


Tipo
(B/S/F)*/ 
Type
(B/S/F)*


Fecha de 
vigencia
MM/DD/YY/ 
Effective Date
MM/DD/YY


Fecha de 
finalización
MM/DD/YY/ 
End Date
MM/DD/YY


Nombre y fecha de nacimiento 
del titular de la póliza de la otra 
cobertura/Name and date of birth of 
policyholder for other coverage


Empleado/Employee:


Nombre del cónyuge/
Spouse Name:


Nombre del dependiente/
Dependent Name: 


Nombre del dependiente/ 
Dependent Name:


Nombre del dependiente/ 
Dependent Name:


Nombre del empleado/Employee name 	


E. �Información sobre el Seguro Médico Anterior/
Prior Medical Insurance Information


En los últimos 12 meses, ¿usted, su cónyuge o sus dependientes han tenido alguna otra cobertura médica?/Within the last 12 months, 
have you, your spouse, or your dependents had any other medical coverage?
 No   Sí/Yes (si respondió Sí, llene esta sección.)/(if yes, please complete this section.)
Nombre de la compañía del Seguro Médico anterior/Prior medical carrier name _____________________________________________
Fecha de vigencia/Effective date ____ /____ /____  Fecha de finalización/End date ___ /___/___
Tipo de cobertura anterior/Prior coverage type:   Empleado/Employee   Cónyuge/Spouse   Hijos/Child(ren)   Familiar/Family
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Medicare – Información sobre el empleado/	 Si está inscrito en Medicare, adjunte una copia de su tarjeta de ID de Medicare.
Medicare – Employee Information:	 If enrolled in Medicare, please attach a copy of your Medicare ID card.
 �Inscrito en la Parte A: Fecha de vigencia/  


Enrolled in Part A: Effective Date ____________
 �No cumple los requisitos de la Parte A*/ 


Ineligible for Part A*
 �No está inscrito en la Parte A 


(eligió no inscribirse)**/Not Enrolled 
in Part A (chose not to enroll)**


 �Inscrito en la Parte B: Fecha de vigencia/  
Enrolled in Part B: Effective Date ____________


 �No cumple los requisitos de la Parte B*/ 
Ineligible for Part B*


 �No está inscrito en la Parte B 
(eligió no inscribirse)**/Not Enrolled 
in Part B (chose not to enroll)**


 �Inscrito en la Parte D: Fecha de vigencia/  
Enrolled in Part D: Effective Date ____________


 �No cumple los requisitos de la Parte D*/
Ineligible for Part D* 


 �No está inscrito en la Parte D 
(eligió no inscribirse)**/Not Enrolled 
in Part D (chose not to enroll)**


Razón por la que cumple los requisitos de Medicare/Reason for Medicare eligibility:   Mayor de 65 años/Over 65   Enfermedad 
renal/Kidney disease   Discapacitado/Disabled   Discapacitado, pero activo en el trabajo/Disabled but actively at work
¿Está recibiendo el Seguro por Discapacidad del Seguro Social (SSDI)?/Are you receiving Social Security Disability Insurance (SSDI)?   
 Sí/Yes  No  Fecha de inicio/Start Date ____ /___ /____
Medicare – Nombre del cónyuge/dependiente/Medicare – Spouse/Dependent Name: _______________________________________
 �Inscrito en la Parte A: Fecha de vigencia/  


Enrolled in Part A: Effective Date ____________
 �No cumple los requisitos de la Parte A*/ 


Ineligible for Part A*
 �No está inscrito en la Parte A 


(eligió no inscribirse)**/Not Enrolled 
in Part A (chose not to enroll)**


 �Inscrito en la Parte B: Fecha de vigencia/  
Enrolled in Part B: Effective Date ____________


 �No cumple los requisitos de la Parte B*/ 
Ineligible for Part B*


 �No está inscrito en la Parte B 
(eligió no inscribirse)**/Not Enrolled 
in Part B (chose not to enroll)**


 �Inscrito en la Parte D: Fecha de vigencia/  
Enrolled in Part D: Effective Date ____________


 �No cumple los requisitos de la Parte D*/
Ineligible for Part D* 


 �No está inscrito en la Parte D 
(eligió no inscribirse)**/Not Enrolled 
in Part D (chose not to enroll)**


Razón por la que cumple los requisitos de Medicare/Reason for Medicare eligibility:   Mayor de 65 años/Over 65   Enfermedad 
renal/Kidney disease   Discapacitado/Disabled   Discapacitado, pero activo en el trabajo/Disabled but actively at work
*�Solo marque “No cumple los requisitos” si ha recibido documentación de sus beneficios del Seguro Social que indique que usted 


no cumple los requisitos de Medicare./*Only check “Ineligible” if you have received documentation from your Social Security 
benefits that indicate that you are not eligible for Medicare.


** �Si cumple los requisitos de Medicare como cobertura primaria (Medicare paga antes que los beneficios de la póliza de grupo), 
usted debe inscribirse en la Parte A, B o D de Medicare, según corresponda, y mantener la cobertura./** 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.


F. �Información sobre Otra Cobertura Médica (continuación)/
Other Medical Coverage Information (continued)


Se debe llenar esta sección. (Adjunte hojas si es necesario.)/ 
This section must be completed. (Attach sheet if necessary.)


Nombre del empleado/Employee name 	


*�B. �Ingrese “B” cuando este dependiente esté cubierto por su plan de seguro y por el de su cónyuge (casados)/*Enter ‘B’ when this dependent is 
covered under both you and your spouse’s insurance plan (married)


S. �Ingrese “S” si usted es el padre (o la madre) a quien se le ha otorgado la custodia de este dependiente y no se le exige a ninguna otra persona 
que pague los gastos médicos de este dependiente./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. �Ingrese “F” si este dependiente está cubierto por otra persona (que no sea un integrante del núcleo familiar) a quien se le exige que pague los 
gastos médicos de este dependiente./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.
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G. Firma/Signature
Su inscripción en el plan está expresamente condicionada a su aceptación de todos los términos y las condiciones que se incluyen 
en esta solicitud de inscripción. Si usted no está de acuerdo con los siguientes términos y condiciones, no puede inscribirse./Your 
enrollment in the plan is expressly conditioned upon your acceptance of all terms and conditions contained in this enrollment application. 
If you do not agree to the following terms and conditions, you may not complete your enrollment.
TÉRMINOS Y CONDICIONES/TERMS AND CONDITIONS
Como condición de mi participación y la participación de mis dependientes en el plan, y en consideración de los privilegios que 
provienen de la participación en el plan, por medio del presente documento, acepto lo siguiente en mi nombre y en el de mis 
dependientes/As a condition of my and/or my dependents’ participation in the plan, and in consideration for the privileges that come 
from participation in the plan, I hereby agree for myself and/or for my dependents as follows:
Reconozco y entiendo que el plan tiene contratos con médicos y otros proveedores que forman parte de la red del plan. Reconozco 
que todos los médicos y otros proveedores que participan en la red del plan están sujetos a la acreditación conforme a las normas 
estatales vigentes y al proceso de acreditación de la red del plan. Entiendo que dicha acreditación incluye una revisión de la educación, 
la capacitación y la licencia de los proveedores. Sin embargo, al participar en el plan, por medio del presente documento, reconozco y 
acepto que el plan no es un proveedor de servicios médicos, y soy consciente de que obtener o no obtener cuidado médico representa 
riesgos significativos, como lesiones graves e incluso la muerte. Reconozco que la acreditación de los médicos y otros proveedores 
no reduce este riesgo de ninguna manera. Acepto asumir todos los riesgos y responsabilidades, y eximo de responsabilidad al plan 
de todas y cada una de las demandas por daños, incluidas aquellas por lesiones personales o muerte, gastos médicos, discapacidad, 
pérdida de salario y pérdida de la capacidad de generar ingresos que puedan incurrirse o se relacionen con el tratamiento médico 
obtenido a través de un médico u otro proveedor participante. Reconozco que todos los médicos y otros proveedores que participan 
en la red del plan son contratistas independientes y no son empleados ni agentes del plan, y que son los únicos responsables de mala 
praxis, resultados adversos o cualquier otra demanda que surja a partir del tratamiento médico prestado a mí y a mis dependientes. 
POR MEDIO DEL PRESENTE DOCUMENTO, ACEPTO QUE EL PLAN NO ES RESPONSABLE DE NINGÚN CONSEJO, TRATAMIENTO, 
DIAGNÓSTICO NI DE NINGUNA OTRA INFORMACIÓN, SERVICIOS O PRODUCTOS QUE OBTENGA YO O QUE OBTENGAN MIS 
DEPENDIENTES A TRAVÉS DE UN MÉDICO U OTRO PROVEEDOR DE LA RED PARTICIPANTE./I recognize and understand that the 
plan contracts with physicians and other providers that make up the plan network. I recognize that all physicians and other providers 
that participate in the plan network are subject to credentialing under applicable State regulations and pursuant to the plan’s network 
credentialing process. I understand that such credentialing includes a review of provider education, training and licensure. However, 
by participating in the plan I hereby acknowledge and accept that the plan is not a provider of medical services, and I am aware 
that obtaining or not obtaining medical care involves significant risks such as serious injury and even death. I acknowledge that the 
credentialing of physicians and other providers does not in any way reduce this risk. I agree to assume all risks and responsibility for, and 
hold the plan harmless from, any and all claims for damages, including personal injury or death, medical expenses, disability, lost wages, 
and loss of earning capacity which may be incurred or associated with medical treatment obtained through a participating physician or 
other provider. I recognize that all physicians and other providers that participate in the plan network are independent contractors and 
not the plan’s employees or agents and are solely responsible for any malpractice, adverse outcomes, or any other claims arising from 
medical treatment rendered to me and my dependents. I HEREBY AGREE THAT THE PLAN IS NOT RESPONSIBLE NOR LIABLE FOR 
ANY ADVICE, COURSE OF TREATMENT, DIAGNOSIS OR ANY OTHER INFORMATION, SERVICES OR PRODUCTS THAT I OR MY 
DEPENDENTS OBTAIN THROUGH A PARTICIPATING NETWORK PHYSICIAN OR OTHER PROVIDER.
Reconozco y entiendo que el plan no recomienda, avala ni hace ninguna declaración sobre la aptitud o idoneidad de ninguna prueba, 
producto, procedimiento, tratamiento, opinión o servicio específico. Reconozco que el plan, los documentos del plan y la información 
sobre salud y bienestar proporcionada por el plan no pretenden ni implican reemplazar el consejo, diagnóstico o tratamiento médico 
profesional. Acepto confirmar con otras fuentes cualquier información médica obtenida de parte o a través del plan, y que revisaré 
con mi médico toda la información relacionada con mi condición o tratamiento médico. POR MEDIO DEL PRESENTE DOCUMENTO, 
ACEPTO NO DESESTIMAR NUNCA EL CONSEJO MÉDICO PROFESIONAL NI DEMORAR LA BÚSQUEDA DE TRATAMIENTO MÉDICO 
DEBIDO A ALGO QUE YO HAYA LEÍDO O A LO QUE HAYA ACCEDIDO A TRAVÉS DEL PLAN./I recognize and understand that the 
plan does not recommend, endorse or make any representation about the appropriateness or suitability of any specific tests, products, 
procedures, treatments, services, or opinions. I recognize that the plan, plan documents, and any health and wellness information 
provided by the plan, are not intended or implied to be a substitute for professional medical advice, diagnosis or treatment. I agree to 
confirm any medical information obtained from or through the plan with other sources, and will review all information regarding any 
medical condition or treatment with my physician. I HEREBY AGREE TO NEVER DISREGARD PROFESSIONAL MEDICAL ADVICE OR 
DELAY SEEKING MEDICAL TREATMENT BECAUSE OF SOMETHING I HAVE READ OR ACCESSED THROUGH THE PLAN.
Autorizo a UnitedHealthcare Insurance Company y sus compañías afiliadas (en conjunto, “UnitedHealthcare”) a obtener, usar y divulgar 
mis registros médicos, de reclamos o de beneficios, incluida cualquier información de salud individualmente identificable que contengan 
dichos registros. Entiendo que estos registros podrían contener información creada por otras personas o entidades (p. ej., proveedores 
de cuidado de la salud) así como información sobre el consumo de drogas o de alcohol, el virus de inmunodeficiencia humana (VIH)/
síndrome de inmunodeficiencia adquirida (SIDA), la salud mental (que no sean notas de psicoterapia), enfermedades de transmisión 
sexual y servicios de salud reproductiva. Autorizo a cualquier proveedor de cuidado de la salud, administrador de beneficios de farmacia, 
otra compañía de seguros o de reaseguro, hospital, clínica u otro centro médico, centro de intercambio de información de cuidado de la 
salud y cualquiera de sus compañías afiliadas, representantes o socios comerciales a divulgar mi información a UnitedHealthcare y sus 
compañías afiliadas. Entiendo que el propósito de la divulgación y del uso de mi información es permitir que UnitedHealthcare facilite 
la administración adecuada de los tratamientos, servicios, pagos y beneficios. Además, entiendo que la información divulgada no se 
usará a los efectos de determinar el cumplimiento de los requisitos, inscribir, suscribir ni clasificar el riesgo de la prima. Entiendo que 
esta autorización es voluntaria y que puedo negarme a firmarla. Entiendo que puedo revocar esta autorización en cualquier momento si 
notifico por escrito a mi representante de UnitedHealthcare, excepto en la medida que ya se haya actuado conforme a esta autorización. 
Según lo exigido por la Ley de Portabilidad y Responsabilidad del Seguro Médico (Health Insurance Portability and Accountability Act, 
HIPAA), UnitedHealthcare también requiere que yo reconozca lo siguiente, lo cual reconozco: Entiendo que la información que autorizo 
a una persona o entidad a obtener y usar se podría volver a divulgar y ya no estar protegida por las normas federales de privacidad. 
Esta autorización, a menos que sea revocada antes, vence 30 meses después de la fecha en que se firme./I authorize UnitedHealthcare 
Insurance Company and its affiliates (collectively, “UnitedHealthcare”) to obtain, use and disclose my medical, claim or benefit records, 
including any individually identifiable health information contained in these records. I understand these records may contain information


Nombre del empleado/Employee name 	
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Cobertura proporcionada por “UnitedHealthcare y sus compañías afiliadas”/Coverage Provided by “UnitedHealthcare and Affiliates”:
Cobertura médica proporcionada por UnitedHealthcare Insurance Company (Organización de Proveedores Preferidos 
[Preferred Provider Organization, PPO], indemnización) o UnitedHealthcare of Texas, Inc. (HMO)./Medical coverage provided by 
UnitedHealthcare Insurance Company (PPO, indemnity) or UnitedHealthcare of Texas, Inc. (HMO).
Cobertura dental proporcionada por UnitedHealthcare Insurance Company (indemnización) o National Pacific Dental, Inc. 
(HMO). Cobertura de Seguro de Vida, por Discapacidad a Corto Plazo (Short Term Disability, STD) y por Discapacidad a Largo 
Plazo (Long Term Disability, LTD) proporcionada por UnitedHealthcare Insurance Company. Cobertura de la vista proporcionada 
por UnitedHealthcare Insurance Company./Dental coverage provided by UnitedHealthcare Insurance Company (indemnity) or 
National Pacific Dental, Inc. (HMO). Life, Short-Term Disability (STD), Long-Term Disability (LTD) Insurance coverage provided by 
UnitedHealthcare Insurance Company. Vision coverage provided by UnitedHealthcare Insurance Company.


G. Firma (continuación)/Signature (continued)
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. I 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. I understand 
that the purpose of the disclosure and use of my information is to allow UnitedHealthcare to facilitate the appropriate management of 
treatment, services, payment and benefits. I further understand that the information disclosed will not be used for purposes of eligibility, 
enrollment, underwriting and premium risk rating. I understand this authorization is voluntary and I may refuse to sign the authorization. I 
understand I may revoke this authorization at any time by notifying my UnitedHealthcare representative in writing, except to the extent that 
action has already been taken in reliance on this authorization. As required by HIPAA, UnitedHealthcare also requires that I acknowledge 
the following, which I do: I understand that information I 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.
Entiendo que estoy llenando una solicitud conjunta de Seguro de Salud y de Vida, y que todas las respuestas deben ser completas y 
exactas. Solicito (solicitamos) la cobertura médica de grupo indicada. Autorizo que se deduzca de mis ingresos cualquier contribución 
necesaria para la prima. No le he (hemos) dado al agente ni a ninguna otra persona ninguna información necesaria que no esté incluida 
en la solicitud. Entiendo (entendemos) que UnitedHealthcare no debe acatar ninguna declaración que haya (hayamos) hecho a algún 
agente o a cualquier otra persona, si dichas declaraciones no son por escrito ni aparecen en esta solicitud ni en ningún documento 
adjunto./I understand that I am completing a joint life and health application and that each response must be complete and accurate.  
I (we) request the indicated group medical coverage. I authorize any required premium contributions to be deducted from my earnings.  
I (we) have not given the agent or any other persons any required information not included on the application. I (we) understand that 
UnitedHealthcare is not bound by any statements I (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.
Tenga en cuenta que, si a sabiendas o intencionalmente omite información o hace una declaración falsa de un hecho importante en 
este formulario, es posible que la ley nos permita tomar una o más de las siguientes medidas: cancelar o no renovar su cobertura, o 
cambiar la prima retroactivamente a la fecha en que su póliza entró en vigencia./Please note that if you knowingly or intentionally leave 
out information or make a misrepresentation of a material fact on this form we may be allowed by law to take one or more of the following 
actions: terminate or non-renew your coverage or change your premium retroactively to the date your policy became effective. 
Entiendo que el plan de beneficios de salud que he elegido proporciona reembolso por ciertos costos médicos, que se describen con 
más detalle en el Certificado de Cobertura actual. Entiendo que pueden existir ocasiones en que las decisiones de tratamiento tomadas 
por mi médico o por mí, o los gastos médicos en los que haya incurrido no estén cubiertos por mi plan de beneficios de salud./I 
understand that the health benefit plan that I have selected provides reimbursement for certain medical costs, which are more fully 
described in the current Certificate of Coverage. I understand there may be instances where treatment decisions made by my physician 
or me or medical expenses which I have incurred may not be covered by my health benefit plan.
Entiendo que la información recopilada en relación con la administración del plan de beneficios se puede usar para presentarme 
procedimientos, productos y servicios de salud o relacionados con la salud que podrían ser valiosos para mí y según lo permita la 
ley. Entiendo que ustedes pueden combinar esa información con otra para que deje de ser individualmente identificable y usarla con 
propósitos comerciales y de otra índole./I understand that information collected in connection with administration of the benefit plan may 
be used to bring to my attention health or health-related procedures, products and services that might be valuable to me and otherwise 
as permitted by law. I understand that you may combine that information with other information so that it is no longer individually 
identifiable and use it for commercial and other purposes.
Conserve una copia de esta autorización para su archivo personal./Please maintain a copy of this authorization for your records.


Fecha/Date Firma del empleado por todas las personas que solicitan la 
cobertura/Employee Signature for all applying


Firma del cónyuge (si solicita la cobertura)/ 
Spouse Signature (if applying for coverage)


Declaración de Divulgación Obligatoria de Texas/Texas Mandatory Disclosure Statement
Los beneficios de indemnización dental son proporcionados a través de UnitedHealthcare Insurance Company y los beneficios de la 
Organización para el Mantenimiento de la Salud Dental (Dental Health Maintenance Organization, DHMO) son ofrecidos a través de National 
Pacific Dental, Inc. Para recibir los beneficios del plan de la DHMO, un miembro solamente debe utilizar proveedores de la red, excepto para 
recibir cuidado dental de emergencia, y debe pagar los copagos especificados en la evidencia de cobertura o el certificado. Para recibir 
beneficios conforme al plan de indemnización dental, el miembro puede utilizar cualquier proveedor, pero antes de recibir un reembolso, el 
miembro debe alcanzar el deducible requerido y es responsable del coseguro especificado en la evidencia de cobertura o el certificado./
Dental indemnity benefits are provided through UnitedHealthcare Insurance Company and Dental HMO (DHMO) benefits are offered 
through National Pacific Dental, Inc. In order to receive benefits from the DHMO plan, an enrollee must utilize only network providers, except 
for emergency dental care, and pay the copayments specified in the evidence of coverage or certificate. To receive benefits under the dental 
indemnity plan, the enrollee may utilize any provider but prior to receiving reimbursement, the enrollee must meet the required deductible 
and is responsible for the coinsurance amount specified in the evidence of coverage or certificate.
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		Effective date MM: 

		Effective date, DD: 

		Effective date, yyyy: 

		Group Name: 

		Policy number: 

		Date of Hire: 

		Position / Title: 

		Hrs Worked: 

		Salary: 

		Reason New Group: Off

		Reason New Hire: Off

		Reason Life Event: Off

		Life Event/date: 

		Reason Annual OE: Off

		Reason Status Chg: Off

		Status Change Date: 

		Reason Dep: Off

		Reason Chg Name/address: Off

		Reason Late Enroll: Off

		Reason PT to FT: Off

		Reason Waiving: Off

		Reason Termination: Off

		Reason Other: Off

		Reason Other text: 

		EE Type Active: Off

		EE Type COBRA: Off

		EE Type State Continuation: Off

		COBRA Start MM: 

		COBRA Start DD: 

		COBRA start Year: 

		COBRA End MM: 

		COBRA End DD: 

		COBRA End Year: 

		EE Type Hourly: Off

		EE Type Salary: Off

		EE Type Union: Off

		EE Type Non Union: Off

		EE Type Retired: Off

		EE Type Other: Off

		EE Type Other text: 

		EE Last Name: 

		EE First Name: 

		EE MI: 

		EE SSN: 

		EE Address: 

		EE Apt#: 

		EE City: 

		EE State: 

		EE Zip code: 

		EE DOB MM: 

		EE DOB DD: 

		EE DOB YEAR: 

		EE Marital status: Off

		EE Lang pref if not English: 

		EE Home Phone: 

		EE Cell Phone: 

		EE Gender: Off

		EE Work phone: 

		EE Use tobacco: Off

		EE Email address: 

		EE Cessation program?: Off

		EE Race Prefer not to answer: Off

		EE Race American Indian/Alaska Native: Off

		EE Race Asian: Off

		EE Race Black, African-Amer: Off

		EE Race Hispanic/Latino: Off

		EE Race Native Hawaiian/Pacific Islander: Off

		EE Race White: Off

		EE Race Other: Off

		EE Race other Specify: 

		EE Disablity to communicate: Off

		EE PCP existing pt: Off

		EE PCP Name: 

		EE PCP Address: 

		EE PCP ID#: 

		EE PCP ID#2: 

		EE PCD Name: 

		EE PCD ID#: 

		EE PCD existing pt: Off

		Decline for myself: Off

		Decline Sp: Off

		Decline dep ch: Off

		Decline all: Off

		Spouse plan: Off

		Individual: Off

		Medicare: Off

		Medicaid: Off

		COBRA: Off

		VA: Off

		Tri-Care: Off

		No other cvg: Off

		Other: Off

		Other coverage: 

		Waiver date: 

		SP Last name: 

		SP First Name: 

		SP MI: 

		SP Sex: Off

		SP DOB Mth: 

		SP DOB Day: 

		SP DOB Year: 

		SP SSN: 

		SP Use tobacco: Off

		SP Cessation program: Off

		SP PCP existing pt: Off

		SP PCP Name: 

		SP PCP Address: 

		SP PCP ID#: 

		SP PCP ID#2: 

		SP PCD existing pt: Off

		SP PCD Name: 

		SP PCD ID#: 

		SP Perm Disabled: Off

		SP Race - Prefer not to answer: Off

		SP Race - American Indian/Alaska Native: Off

		SP Race - Asian: Off

		SP Race - Black, African-Amer: Off

		SP Race - Hispanic/Latino: Off

		SP Race - Native Hawaiian/Pacific Islander: Off

		SP Race - White: Off

		SP Race - Other: Off

		SP Specify other Race: 

		SP Zip Code: 

		Dep1 Last name: 

		Dep1 First Name: 

		Dep1 MI: 

		Dep1 DOB Mth: 

		Dep1 DOB Day: 

		Dep1 DOB Year: 

		Dep1 SSN: 

		Dep1 PCP Name: 

		Dep1 PCP Address: 

		Dep1 PCP ID#: 

		Dep1 PCP ID#2: 

		Dep1 PCD Name: 

		Dep1 PCD ID#: 

		Dep1 Sex: Off

		Dep1 Tobacco use: Off

		Dep1 PCP Existing patient: Off

		Dep1 Perm Disabled: Off

		Dep1 Cessation program: Off

		Dep1 PCD existing pt: Off

		Dep1 Race - Prefer not to answer: Off

		Dep1 Race - American Indian/Alaska Native: Off

		Dep1 Race - Asian: Off

		Dep1 Race - Black, African-Amer: Off

		Dep1 Race - Hispanic/Latino: Off

		Dep1 Race - Native Hawaiian/Pacific Islander: Off

		Dep1 Race - White: Off

		Dep1 Race - Other: Off

		Dep1 Specify other Race: 

		Dep1 Zip Code: 

		Dep2 Last name: 

		Dep2 First Name: 

		Dep2 MI: 

		Dep2 DOB Mth: 

		Dep2 DOB Day: 

		Dep2 DOB Year: 

		Dep2 SSN: 

		Dep2 PCP Name: 

		Dep2 PCP Address: 

		Dep2 PCP ID#: 

		Dep2 PCP ID#2: 

		Dep2 PCD Name: 

		Dep2 PCD ID#: 

		Dep2 Race - Prefer not to answer: Off

		Dep2 Race - American Indian/Alaska Native: Off

		Dep2 Race - Asian: Off

		Dep2 Race - Black, African-Amer: Off

		Dep2 Race - Hispanic/Latino: Off

		Dep2 Race - Native Hawaiian/Pacific Islander: Off

		Dep2 Race - White: Off

		Dep2 Race - Other: Off

		Dep2 Specify other Race: 

		Dep2 Zip Code: 

		Dep2 Sex: Off

		Dep2 Use tobacco: Off

		Dep2 PCP existing pt: Off

		Dep2 Cessation program: Off

		Dep2 PCD existing pt: Off

		Dep2 Perm disabled: Off

		Dep3 Last name: 

		Dep3 First Name: 

		Dep3 MI: 

		Dep3 Sex: Off

		Dep3 DOB Mth: 

		Dep3 DOB Day: 

		Dep3 DOB Year: 

		Dep3 SSN: 

		Dep3 Use tobacco: Off

		Dep3 PCP existing pt: Off

		Dep3 PCP Name: 

		Dep3 PCP Address: 

		Dep3 PCP ID#: 

		Dep3 PCP ID#2: 

		Dep3 Cessation program: Off

		Dep3 PCD existing pt: Off

		Dep3 PCD Name: 

		Dep3 PCD ID#: 

		Dep3 Perm disabled: Off

		Dep3 Race - Prefer not to answer: Off

		Dep3 Race - American Indian/Alaska Native: Off

		Dep3 Race - Asian: Off

		Dep3 Race - Black, African-Amer: Off

		Dep3 Race - Hispanic/Latino: Off

		Dep3 Race - Native Hawaiian/Pacific Islander: Off

		Dep3 Race - White: Off

		Dep3 Race - Other: Off

		Dep3 Specify other Race: 

		Dep3 Zip Code: 

		Dep4 Last name: 

		Dep4 First Name: 

		Dep4 MI: 

		Dep4 Sex: Off

		Dep4 DOB Mth: 

		Dep4 DOB Day: 

		Dep4 DOB Year: 

		Dep4 SSN: 

		Dep4 Tobacco: Off

		Dep4 Cessation program: Off

		Dep4 PCP Exist Patient: Off

		Dep4 PCP Name: 

		Dep4 PCP Address: 

		Dep4 PCP ID#: 

		Dep4 PCP ID#2: 

		Dep4 PCD existing pt: Off

		Dep4 PCD Name: 

		Dep4 PCD ID#: 

		Dep4 Perm Disabled: Off

		Dep4 Race - Prefer not to answer: Off

		Dep4 Race - American Indian/Alaska Native: Off

		Dep4 Race - Asian: Off

		Dep4 Race - Black, African-Amer: Off

		Dep4 Race - Hispanic/Latino: Off

		Dep4 Race - Native Hawaiian/Pacific Islander: Off

		Dep4 Race - White: Off

		Dep4 Race - Other: Off

		Dep4 Specify other Race: 

		Dep4 Zip Code: 

		EE med: Off

		Medical plan: 

		EE dental: Off

		Dental plan: 

		EE vision: Off

		EE life: Off

		EE life amt: 

		EE Supp life: Off

		EE Supp life amt: 

		SP med: Off

		SP dental: Off

		Sp vision: Off

		SP life: Off

		SP life amt: 

		SP Supp life: Off

		SP Supp life amt: 

		Dep med: Off

		Dep dental: Off

		Dep vision: Off

		Dep life: Off

		Dep life amt: 

		Dep Supp life: Off

		Dep Supp life amt: 

		STD: Off

		LTD: Off

		Life Ins Beneficiary Primary: 

		Relationship, primary beneficiary: 

		Life Ins Beneficiary Secondary: 

		Relationship, secondary ben: 

		Prior cvg: Off

		Prior carrier name: 

		Eff prior cvg MM: 

		Eff dt prior cvg DD: 

		Eff dt prior cvg YYYY: 

		End date cvg MM: 

		End date cvg DD: 

		End date cvg YYYY: 

		Type EE: Off

		Type SP: Off

		Type CH: Off

		Type Family: Off

		Other cvg: Off

		Other carrier name: 

		EE name: 

		Eff dt - EE: 

		End dt - EE: 

		Policyholder 1: 

		SP name: 

		Eff dt - SP: 

		End dt - SP: 

		Policyholder 2: 

		Dep name 1: 

		BSF dep1: 

		Eff dt - dep1: 

		End dt - dep1: 

		Policyholder 3: 

		Dep name 2: 

		BSF dep2: 

		Eff dt - dep2: 

		End dt - dep2: 

		Policyholder 4: 

		Dep name 3: 

		BSF dep3: 

		Eff dt - dep3: 

		End dt - dep3: 

		Policyholder 5: 

		EE Part A Enrolled: Off

		EE Part A Eff date: 

		EE Inelig Part A: Off

		EE Not Enrolled Part A: Off

		EE Part B Enrolled: Off

		EE Part B Eff date: 

		EE Inelig Part B: Off

		EE Not Enrolled Part B: Off

		EE Part D Enrolled: Off

		EE Part D Eff date: 

		EE Inelig Part D: Off

		EE Not Enrolled Part D: Off

		EE Over 65: Off

		EE Kidney Disease: Off

		EE Disabled: Off

		EE Disabled at work: Off

		SSDI: Off

		SSDI Start date MM: 

		SSDI Start date DD: 

		SSDI Start date YYYY: 

		Medicare Sp/dep name: 

		SP/DP Part A Enrolled: Off

		SP/DEP Part A Eff date: 

		SP/DEP Inelig Part A: Off

		SP/DEP Not Enrolled Part A: Off

		SP/DEP Part B Enrolled: Off

		SP/DEP Part B Eff date: 

		SP/DEP Inelig Part B: Off

		SP/DEP Not Enrolled Part B: Off

		SP/DEP Part D Enrolled: Off

		SP/DEP Part D Eff date: 

		SP/DEP Inelig Part D: Off

		SP/DEP Not Enrolled Part D: Off

		SP/DEP Over 65: Off

		SP/DEP Kidney Disease: Off

		SP/DEP Disabled: Off

		SP/DEP Disabled at work: Off

		EE Signature date: 
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Employee Enrollment Form
Texas


275-8893 rev 1/23
UHCTX883970_000


SG.EE.23.TX 11/22


(DO NOT STAPLE)


UnitedHealthcare Insurance Company
UnitedHealthcare of Texas, Inc.


National Pacific Dental, Inc.


Notice for Employers who select a Consumer Choice plan: You have the option 
to choose this Consumer Choice of Benefits Health Insurance Plan or Health 
Maintenance Organization health care plan that, either in whole or in part, does 
not provide state-mandated health benefits normally required in evidences of 
coverage or accident and sickness policies in Texas. This standard health benefit plan may provide a more 
affordable health plan for you although, at the same time, it may provide you with fewer health plan benefits 
than those normally included as state-mandated health benefits in Texas. If you choose this standard health 
benefit plan, please consult with your insurance agent to discover which state-mandated health benefits are 
excluded in this evidence of coverage or policy.


To Be Completed By Employer Requested Effective Date of Coverage/Date of Change 	 / 	 /
Group Name Policy number


Date Of Hire Reason for Application 
 New Group Plan 	  New Hire
 Life Event/Date _	  Annual
 Status Change _		  Open
 Dependent Add/Delete		  Enrollment
 Change Name/Address	  Late
 Part Time to Full Time 		  Enrollee
 Waiving Coverage 	  Termination
 Other 	


Employee Type  
(Check all that apply)


 Active 	  COBRA 	  State Continuation
	 Start dt _/_/_
	 End dt  _/_/_


 Hourly 	  Salary
 Union 	  Non-Union 	  Retired
 Other _ __________________________


Position/Title


Hours Worked per week


Salary $_____________
Required only if Life,  
STD, or LTD Plan based  
on salary


A. Employee Information If you are waiving all coverage, please complete sections A and B.


Last Name First Name MI Social Security Number


Address Apt # City State ZIP Code Home Phone


Cell Phone
Date of Birth


/ /


Sex	  M 
 F	  U


Marital status 	  Single 	  Divorced 	  Married	  Widowed
Work PhoneLanguage preference, if not English________________________


Email Address: Do you use tobacco?1   Yes   No
If yes, are you currently participating in a tobacco cessation  
program or do you intend to join one?   Yes   No


Race/Ethnicity – Check all that apply2    Prefer not to answer    American Indian/Alaska Native    Asian    Black/African-American    
 Hispanic/Latino    Native Hawaiian/Pacific Islander    White    Other–Please specify ______________________________________


Do you have a disability affecting your ability to communicate or read?   Yes   No


Primary Care Physician3	 Existing Patient?   Yes   No
Physician first & last name _____________________________________


Address ____________________________________________________


ID# — — — — — — — — — — — – — — — — 
You may select an obstetrician or gynecologist in addition to your 
Primary Care Physician. However, obstetrical or gynecological care 
may be received from your Primary Care Physician.


Primary Care Dentist4


Dentist first & last name _________________________________


ID# __________________________________________________
Existing patient?   Yes   No


B. Waiver of coverage Declining coverage due to existence of other coverage:
  Spouse’s Employer’s Plan 	   Individual Plan
  Covered by Medicare	   Medicaid
  COBRA from Prior Employer 	   VA Eligibility
  Tri-Care
  I (we) have no other coverage at this time
  Other _______________________________________


I understand that by waiving coverage at this 
time, I will not be allowed to participate unless 
I qualify at a special enrollment period or as a 
late enrollee, if applicable, or at the next open 
enrollment period.


I decline all coverage for:
  Myself
  Spouse
  Dependent Children
 � Myself and all 
dependents


Date Employee Signature if waiving all coverage


To speed the enrollment process, please be thorough and fill out all sections that apply.
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Employee Name ____________________________________________________________________________________________________


C. Family Information List All Enrolling (Attach sheet if necessary)


Relationship5 


Spouse  
/Domestic 
Partner


Last Name First Name MI Sex	  M 
 F	  U


Date of Birth
	 /	 /	


Social Security Number Do you use tobacco?1   Yes   No  If yes, are you currently participating in 
a tobacco cessation program or do you intend to join one?   Yes   No


Primary Care Physician3	 Existing Patient?   Yes   No
Physician First & Last Name _____________________________________


Address ______________________________________________________


ID# — — — — — — — — — — — – — — — — 


Primary Care Dentist4	 Existing Patient?   Yes   No


Dentist First & Last Name _____________________________


ID# ________________________________________________
Permanently disabled and age 26 or older6    Yes    No


Race/Ethnicity – Check all that apply2   Prefer not to answer   American Indian/Alaska Native   Asian   
 Black/African-American   Hispanic/Latino   Native Hawaiian/Pacific Islander   White   
 Other–Please specify


ZIP Code


Relationship5 


Dependent
Last Name First Name MI Sex	  M 


 F	  U
Date of Birth
	 /	 /	


Social Security Number Do you use tobacco?1   Yes   No  If yes, are you currently participating in 
a tobacco cessation program or do you intend to join one?   Yes   No


Primary Care Physician3	 Existing Patient?   Yes   No
Physician First & Last Name _____________________________________


Address ______________________________________________________


ID# — — — — — — — — — — — – — — — — 


Primary Care Dentist4	 Existing Patient?   Yes   No


Dentist First & Last Name _____________________________


ID# ________________________________________________
Permanently disabled and age 26 or older6   Yes   No


Race/Ethnicity – Check all that apply2   Prefer not to answer   American Indian/Alaska Native   Asian   
 Black/African-American   Hispanic/Latino   Native Hawaiian/Pacific Islander   White   
 Other–Please specify


ZIP Code


Relationship5 


Dependent
Last Name First Name MI Sex	  M 


 F	  U
Date of Birth
	 /	 /	


Social Security Number Do you use tobacco?1   Yes   No  If yes, are you currently participating in 
a tobacco cessation program or do you intend to join one?   Yes   No


Primary Care Physician3	 Existing Patient?   Yes   No
Physician First & Last Name _____________________________________


Address ______________________________________________________


ID# — — — — — — — — — — — – — — — — 


Primary Care Dentist4	 Existing Patient?   Yes   No


Dentist First & Last Name _____________________________


ID# ________________________________________________
Permanently disabled and age 26 or older6   Yes   No


Race/Ethnicity – Check all that apply2   Prefer not to answer   American Indian/Alaska Native   Asian   
 Black/African-American   Hispanic/Latino   Native Hawaiian/Pacific Islander   White   
 Other–Please specify


ZIP Code


Relationship5 


Dependent
Last Name First Name MI Sex	  M 


 F	  U
Date of Birth
	 /	 /	


Social Security Number Do you use tobacco?1   Yes   No  If yes, are you currently participating in 
a tobacco cessation program or do you intend to join one?   Yes   No


Primary Care Physician3	 Existing Patient?   Yes   No
Physician First & Last Name _____________________________________


Address ______________________________________________________


ID# — — — — — — — — — — — – — — — — 


Primary Care Dentist4	 Existing Patient?   Yes   No


Dentist First & Last Name _____________________________


ID# ________________________________________________
Permanently disabled and age 26 or older6   Yes   No


Race/Ethnicity – Check all that apply2   Prefer not to answer   American Indian/Alaska Native   Asian   
 Black/African-American   Hispanic/Latino   Native Hawaiian/Pacific Islander   White   
 Other–Please specify


ZIP Code
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F. Other Medical Coverage Information This section must be completed. (Attach sheet if necessary.)
On 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 _________________________________________________________________________________________________


Other Group Medical Coverage Information 
(only list those covered by other plan)


Type 
(B/S/F)*


Effective Date
MM/DD/YY


End Date
MM/DD/YY


Name and date of birth of policyholder 
for other 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 household) required to pay for this dependent’s medical expenses.


D. Product Selection
Please check the box for each coverage in which you or your dependents are enrolling.
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, Short-Term Disability 
(STD), and Long-Term Disability (LTD) plans. Benefit offerings are dependent upon employer selection.


Person Medical Dental Vision Basic Life/AD&D Supp Life/AD&D


Employee
Spouse/Domestic Partner
Dependent


 _______________
 
 


 _______________
 
 


 
 
 


 $_____________
 $_____________
 $_____________


 $____________
 $____________
 $____________


Person STD LTD
Employee
Life Insurance Beneficiary Full Name and Address (if applying for Life Insurance with UnitedHealthcare) Relationship


Primary


Secondary


E. Prior Medical Insurance Information
Within the last 12 months, have you, your spouse, or your dependents had any other medical coverage?


 No   Yes (if yes, please complete this section.)
Prior medical carrier name _ ___________________________________________  Effective date _/_/_ End date _/_/_
Prior coverage type:    Employee     Spouse     Child(ren)     Family


Relationship5 


Dependent
Last Name First Name MI Sex	  M 


 F	  U
Date of Birth
	 /	 /	


Social Security Number Do you use tobacco?1   Yes   No  If yes, are you currently participating in 
a tobacco cessation program or do you intend to join one?   Yes   No


Primary Care Physician3	 Existing Patient?   Yes   No
Physician First & Last Name _____________________________________


Address ______________________________________________________


ID# — — — — — — — — — — — – — — — — 


Primary Care Dentist4	 Existing Patient?   Yes   No


Dentist First & Last Name _____________________________


ID# ________________________________________________
Permanently disabled and age 26 or older6   Yes   No


Race/Ethnicity – Check all that apply2   Prefer not to answer   American Indian/Alaska Native   Asian   
 Black/African-American   Hispanic/Latino   Native Hawaiian/Pacific Islander   White   
 Other–Please specify


ZIP code


(1) Tobacco means all tobacco products, including, but not limited to, cigarettes, cigars, and chewing tobacco. You should only check the “yes” 
box above if tobacco was used four or more times per week on average (excluding religious or ceremonial use) within the past 6 months by 
someone of legal age to purchase tobacco in the state of residence. (2) For UnitedHealthcare Health Maintenance Orgnaization (HMO) products, 
including Compass, Navigate, Select, Select Plus, and other products requiring you to choose a Primary Care Physician (PCP), you must use 
the UnitedHealthcare directory of providers to choose a PCP for yourself and each of your covered dependents. (3) Please see employer 
representative as some dental plans require a Primary Care Dentist (PCD) selection. (4) For court ordered dependent, legal documentation must 
be attached. If a dependent does not reside with eligible employee, please provide address on a separate sheet. (5) If you answered “Yes” for 
Disabled and the dependent child is 26 years of age or older, unmarried, chiefly dependent upon subscriber for support and is not able to be self-
supporting because of a physically or mentally disabling injury, illness or condition, please attach a medical certification of disability.


Employee name ____________________________________________________________________________________________________


C. Family Information (continued) List all enrolling (attach sheet if necessary)
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G. Signature


Your enrollment in the plan is expressly conditioned upon your acceptance of all terms and conditions contained in this enrollment 
application. If you do not agree to the following terms and conditions, you may not complete your enrollment.
TERMS AND CONDITIONS
As a condition of my and/or my dependents’ participation in the plan, and in consideration for the privileges that come from 
participation in the plan, I hereby agree for myself and/or for my dependents as follows:
I recognize and understand that the plan contracts with physicians and other providers that make up the plan network. I recognize 
that all physicians and other providers that participate in the plan network are subject to credentialing under applicable State 
regulations and pursuant to the plan’s network credentialing process. I understand that such credentialing includes a review of 
provider education, training and licensure. However, by participating in the plan I hereby acknowledge and accept that the plan is not 
a provider of medical services, and I am aware that obtaining or not obtaining medical care involves significant risks such as serious 
injury and even death. I acknowledge that the credentialing of physicians and other providers does not in any way reduce this risk. I 
agree to assume all risks and responsibility for, and hold the plan harmless from, any and all claims for damages, including personal 
injury or death, medical expenses, disability, lost wages, and loss of earning capacity which may be incurred or associated with 
medical treatment obtained through a participating physician or other provider. I recognize that all physicians and other providers that 
participate in the plan network are independent contractors and not the plan’s employees or agents and are solely responsible for any 
malpractice, adverse outcomes, or any other claims arising from medical treatment rendered to me and my dependents. I HEREBY 
AGREE THAT THE PLAN IS NOT RESPONSIBLE NOR LIABLE FOR ANY ADVICE, COURSE OF TREATMENT, DIAGNOSIS OR ANY 
OTHER INFORMATION, SERVICES OR PRODUCTS THAT I OR MY DEPENDENTS OBTAIN THROUGH A PARTICIPATING NETWORK 
PHYSICIAN OR OTHER PROVIDER.
I recognize and understand that the plan does not recommend, endorse or make any representation about the appropriateness or 
suitability of any specific tests, products, procedures, treatments, services, or opinions. I recognize that the plan, plan documents, 
and any health and wellness information provided by the plan, are not intended or implied to be a substitute for professional medical 
advice, diagnosis or treatment. I agree to confirm any medical information obtained from or through the plan with other sources, and 
will review all information regarding any medical condition or treatment with my physician. I HEREBY AGREE TO NEVER DISREGARD 
PROFESSIONAL MEDICAL ADVICE OR DELAY SEEKING MEDICAL TREATMENT BECAUSE OF SOMETHING I HAVE READ OR 
ACCESSED THROUGH THE PLAN.
I authorize UnitedHealthcare Insurance Company and its affiliates (collectively, “UnitedHealthcare”) to obtain, use and disclose my 
medical, claim or benefit records, including any individually identifiable health information contained in these records. I 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. I 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. I understand that the purpose of the disclosure and use of my information is to allow UnitedHealthcare to 
facilitate the appropriate management of treatment, services, payment and benefits. I further understand that the information disclosed 
will not be used for purposes of eligibility, enrollment, underwriting and premium risk rating. I understand this authorization is voluntary 
and I may refuse to sign the authorization. I understand I may revoke this authorization at any time by notifying my UnitedHealthcare 
representative in writing, except to the extent that action has already been taken in reliance on this authorization. As required by HIPAA, 
UnitedHealthcare also requires that I acknowledge the following, which I do: I understand that information I 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.
I understand that I am completing a joint life and health application and that each response must be complete and accurate. I (we) 
request the indicated group medical coverage. I authorize any required premium contributions to be deducted from my earnings. I 
(we) have not given the agent or any other persons any required information not included on the application. I (we) understand that 
UnitedHealthcare is not bound by any statements I (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.


F. Other Medical Coverage Information (continued) This section must be completed. (Attach sheet if necessary.)
Medicare – Employee Information: 	 If enrolled in Medicare, please attach a copy of your Medicare ID card.


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


Reason for Medicare eligibility:    Over 65     Kidney disease     Disabled     Disabled but actively at work
Are you receiving Social Security Disability Insurance (SSDI)?   Yes   No    Start Date _/_/_
Medicare – 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_____________  Ineligible for Part B* 	  Not Enrolled in Part B (chose not to enroll)**
 Enrolled in Part D: Effective Date_____________  Ineligible for Part D* 	  Not Enrolled in Part D (chose not to enroll)**


Reason for Medicare eligibility:    Over 65     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.
** 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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G. Signature (continued)
Please note that if you knowingly or intentionally leave out information or make a misrepresentation of a material fact on this form we 
may be allowed by law to take one or more of the following actions: terminate or non-renew your coverage or change your premium 
retroactively to the date your policy became effective. 
I understand that the health benefit plan that I have selected provides reimbursement for certain medical costs, which are more 
fully described in the current Certificate of Coverage. I understand there may be instances where treatment decisions made by my 
physician or me or medical expenses which I have incurred may not be covered by my health benefit plan.
I understand that information collected in connection with administration of the benefit plan may be used to bring to my attention 
health or health-related procedures, products and services that might be valuable to me and otherwise as permitted by law. I 
understand that you may combine that information with other information so that it is no longer individually identifiable and use it for 
commercial and other purposes.
Please maintain a copy of this authorization for your records.


Date Employee Signature for all applying Spouse Signature (if applying for coverage)


Coverage Provided by “UnitedHealthcare and Affiliates”: 
Medical coverage provided by UnitedHealthcare Insurance Company (PPO, indemnity) or UnitedHealthcare of Texas, Inc. (HMO). 
Dental coverage provided by UnitedHealthcare Insurance Company (indemnity) or National Pacific Dental, Inc. (HMO). Life, Short-Term 
Disability (STD), Long-Term Disability (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company. Vision coverage 
provided by UnitedHealthcare Insurance Company.


Texas Mandatory Disclosure Statement
Dental indemnity benefits are provided through UnitedHealthcare Insurance Company and Dental HMO (DHMO) benefits are offered 
through National Pacific Dental, Inc. In order to receive benefits from the DHMO plan, an enrollee must utilize only network providers, 
except for emergency dental care, and pay the copayments specified in the evidence of coverage or certificate. To receive benefits 
under the dental indemnity plan, the enrollee may utilize any provider but prior to receiving reimbursement, the enrollee must meet the 
required deductible and is responsible for the coinsurance amount specified in the evidence of coverage or certificate.





		Effective date MM: 

		Effective date, DD: 

		Effective date, yyyy: 

		Group Name: 

		Policy number: 

		Date of Hire: 

		Position / Title: 

		Hrs Worked: 

		Salary: 

		Reason New Group: Off

		Reason New Hire: Off

		Reason Life Event: Off

		Life Event/date: 

		Reason Annual OE: Off

		Reason Status Chg: Off

		Status Change Date: 

		Reason Dep: Off

		Reason Chg Name/address: Off

		Reason Late Enroll: Off

		Reason PT to FT: Off

		Reason Waiving: Off

		Reason Termination: Off

		Reason Other: Off

		Reason Other text: 

		EE Type Active: Off

		EE Type COBRA: Off

		EE Type State Continuation: Off

		COBRA Start MM: 

		COBRA Start DD: 

		COBRA start Year: 

		COBRA End MM: 

		COBRA End DD: 

		COBRA End Year: 

		EE Type Hourly: Off

		EE Type Salary: Off

		EE Type Union: Off

		EE Type Non Union: Off

		EE Type Retired: Off

		EE Type Other: Off

		EE Type Other text: 

		EE SSN: 

		EE Address: 

		EE Apt#: 

		EE City: 

		EE State: 

		EE Zip code: 

		EE DOB MM: 

		EE DOB DD: 

		EE DOB YEAR: 

		EE Marital status: Off

		EE Lang pref if not English: 

		EE Home Phone: 

		EE Cell Phone: 

		EE Gender: Off

		EE Work phone: 

		EE Email address: 

		EE Use tobacco: Off

		EE Cessation program?: Off

		EE Race Prefer not to answer: Off

		EE Race American Indian/Alaska Native: Off

		EE Race Asian: Off

		EE Race Black, African-Amer: Off

		EE Race Hispanic/Latino: Off

		EE Race Native Hawaiian/Pacific Islander: Off

		EE Race White: Off

		EE Race Other: Off

		EE Race other Specify: 

		EE PCP existing pt: Off

		EE PCP Name: 

		EE PCP Address: 

		EE PCP ID#: 

		EE PCP ID#2: 

		EE PCD Name: 

		EE PCD ID#: 

		EE PCD existing pt: Off

		EE Disablity to communicate: Off

		Decline for myself: Off

		Decline Sp: Off

		Decline dep ch: Off

		Decline all: Off

		Spouse plan: Off

		Individual: Off

		Medicare: Off

		Medicaid: Off

		COBRA: Off

		VA: Off

		Tri-Care: Off

		No other cvg: Off

		Other: Off

		Other coverage: 

		Waiver date: 

		EE Last Name: 

		EE First Name: 

		EE MI: 

		SP Last name: 

		SP First Name: 

		SP MI: 

		SP Sex: Off

		SP DOB Mth: 

		SP DOB Day: 

		SP DOB Year: 

		SP SSN: 

		SP Use tobacco: Off

		SP Cessation program: Off

		SP PCP existing pt: Off

		SP PCP Name: 

		SP PCP Address: 

		SP PCP ID#: 

		SP PCP ID#2: 

		SP PCD existing pt: Off

		SP PCD Name: 

		SP PCD ID#: 

		SP Race - Prefer not to answer: Off

		SP Race - American Indian/Alaska Native: Off

		SP Race - Asian: Off

		SP Race - Black, African-Amer: Off

		SP Race - Hispanic/Latino: Off

		SP Race - Native Hawaiian/Pacific Islander: Off

		SP Race - White: Off

		SP Race - Other: Off

		SP Specify other Race: 

		SP Zip Code: 

		Dep1 Last name: 

		Dep1 First Name: 

		SP Perm Disabled: Off

		Dep1 MI: 

		Dep1 DOB Mth: 

		Dep1 DOB Day: 

		Dep1 DOB Year: 

		Dep1 SSN: 

		Dep1 PCP Name: 

		Dep1 PCP Address: 

		Dep1 PCP ID#: 

		Dep1 PCP ID#2: 

		Dep1 PCD Name: 

		Dep1 PCD ID#: 

		Dep1 Sex: Off

		Dep1 Tobacco use: Off

		Dep1 PCP Existing patient: Off

		Dep1 Perm Disabled: Off

		Dep1 Cessation program: Off

		Dep1 PCD existing pt: Off

		Dep1 Race - Prefer not to answer: Off

		Dep1 Race - American Indian/Alaska Native: Off

		Dep1 Race - Asian: Off

		Dep1 Race - Black, African-Amer: Off

		Dep1 Race - Hispanic/Latino: Off

		Dep1 Race - Native Hawaiian/Pacific Islander: Off

		Dep1 Race - White: Off

		Dep1 Race - Other: Off

		Dep1 Specify other Race: 

		Dep1 Zip Code: 

		Dep2 Last name: 

		Dep2 First Name: 

		Dep2 MI: 

		Dep2 DOB Mth: 

		Dep2 DOB Day: 

		Dep2 DOB Year: 

		Dep2 SSN: 

		Dep2 PCP Name: 

		Dep2 PCP Address: 

		Dep2 PCP ID#: 

		Dep2 PCP ID#2: 

		Dep2 PCD Name: 

		Dep2 PCD ID#: 

		Dep2 Race - Prefer not to answer: Off

		Dep2 Race - American Indian/Alaska Native: Off

		Dep2 Race - Asian: Off

		Dep2 Race - Black, African-Amer: Off

		Dep2 Race - Hispanic/Latino: Off

		Dep2 Race - Native Hawaiian/Pacific Islander: Off

		Dep2 Race - White: Off

		Dep2 Race - Other: Off

		Dep2 Specify other Race: 

		Dep2 Zip Code: 

		Dep2 Sex: Off

		Dep2 Use tobacco: Off

		Dep2 PCP existing pt: Off

		Dep2 Cessation program: Off

		Dep2 PCD existing pt: Off

		Dep2 Perm disabled: Off

		Dep3 Last name: 

		Dep3 First Name: 

		Dep3 MI: 

		Dep3 Sex: Off

		Dep3 DOB Mth: 

		Dep3 DOB Day: 

		Dep3 DOB Year: 

		Dep3 SSN: 

		Dep3 Use tobacco: Off

		Dep3 PCP existing pt: Off

		Dep3 PCP Name: 

		Dep3 PCP Address: 

		Dep3 PCP ID#: 

		Dep3 PCP ID#2: 

		Dep3 Cessation program: Off

		Dep3 PCD existing pt: Off

		Dep3 PCD Name: 

		Dep3 PCD ID#: 

		Dep3 Perm disabled: Off

		Dep3 Race - Prefer not to answer: Off

		Dep3 Race - American Indian/Alaska Native: Off

		Dep3 Race - Asian: Off

		Dep3 Race - Black, African-Amer: Off

		Dep3 Race - Hispanic/Latino: Off

		Dep3 Race - Native Hawaiian/Pacific Islander: Off

		Dep3 Race - White: Off

		Dep3 Race - Other: Off

		Dep3 Specify other Race: 

		Dep3 Zip Code: 

		Dep4 Last name: 

		Dep4 First Name: 

		Dep4 MI: 

		Dep4 Sex: Off

		Dep4 DOB Mth: 

		Dep4 DOB Day: 

		Dep4 DOB Year: 

		Dep4 SSN: 

		Dep4 Tobacco: Off

		Dep4 Cessation program: Off

		Dep4 PCP Exist Patient: Off

		Dep4 PCP Name: 

		Dep4 PCP Address: 

		Dep4 PCP ID#: 

		Dep4 PCP ID#2: 

		Dep4 PCD existing pt: Off

		Dep4 PCD Name: 

		Dep4 PCD ID#: 

		Dep4 Perm Disabled: Off

		Dep4 Race - Prefer not to answer: Off

		Dep4 Race - American Indian/Alaska Native: Off

		Dep4 Race - Asian: Off

		Dep4 Race - Black, African-Amer: Off

		Dep4 Race - Hispanic/Latino: Off

		Dep4 Race - Native Hawaiian/Pacific Islander: Off

		Dep4 Race - White: Off

		Dep4 Race - Other: Off

		Dep4 Specify other Race: 

		Dep4 Zip Code: 

		EE med: Off

		Medical plan: 

		EE dental: Off

		Dental plan: 

		EE vision: Off

		EE life: Off

		EE life amt: 

		EE Supp life: Off

		EE Supp life amt: 

		SP med: Off

		SP dental: Off

		Sp vision: Off

		SP life: Off

		SP life amt: 

		SP Supp life: Off

		SP Supp life amt: 

		Dep med: Off

		Dep dental: Off

		Dep vision: Off

		Dep life: Off

		Dep life amt: 

		Dep Supp life: Off

		Dep Supp life amt: 

		STD: Off

		LTD: Off

		Life Ins Beneficiary Primary: 

		Relationship, primary beneficiary: 

		Life Ins Beneficiary Secondary: 

		Relationship, secondary ben: 

		Prior cvg: Off

		Prior carrier name: 

		Eff prior cvg MM: 

		Eff dt prior cvg DD: 

		Eff dt prior cvg YYYY: 

		End date cvg MM: 

		End date cvg DD: 

		End date cvg YYYY: 

		Type EE: Off

		Type SP: Off

		Type CH: Off

		Type Family: Off

		Other cvg: Off

		Other carrier name: 

		EE name: 

		Eff dt - EE: 

		End dt - EE: 

		Policyholder 1: 

		SP name: 

		Eff dt - SP: 

		End dt - SP: 

		Policyholder 2: 

		Dep name 1: 

		BSF dep1: 

		Eff dt - dep1: 

		End dt - dep1: 

		Policyholder 3: 

		Dep name 2: 

		BSF dep2: 

		Eff dt - dep2: 

		End dt - dep2: 

		Policyholder 4: 

		Dep name 3: 

		BSF dep3: 

		Eff dt - dep3: 

		End dt - dep3: 

		Policyholder 5: 

		EE Part A Enrolled: Off

		EE Part A Eff date: 

		EE Inelig Part A: Off

		EE Not Enrolled Part A: Off

		EE Part B Enrolled: Off

		EE Part B Eff date: 

		EE Inelig Part B: Off

		EE Not Enrolled Part B: Off

		EE Part D Enrolled: Off

		EE Part D Eff date: 

		EE Inelig Part D: Off

		EE Not Enrolled Part D: Off

		EE Over 65: Off

		EE Kidney Disease: Off

		EE Disabled: Off

		EE Disabled at work: Off

		SSDI: Off

		SSDI Start date MM: 

		SSDI Start date DD: 

		SSDI Start date YYYY: 

		Medicare Sp/dep name: 

		SP/DP Part A Enrolled: Off

		SP/DEP Part A Eff date: 

		SP/DEP Inelig Part A: Off

		SP/DEP Not Enrolled Part A: Off

		SP/DEP Part B Enrolled: Off

		SP/DEP Part B Eff date: 

		SP/DEP Inelig Part B: Off

		SP/DEP Not Enrolled Part B: Off

		SP/DEP Part D Enrolled: Off

		SP/DEP Part D Eff date: 

		SP/DEP Inelig Part D: Off

		SP/DEP Not Enrolled Part D: Off

		SP/DEP Over 65: Off

		SP/DEP Kidney Disease: Off

		SP/DEP Disabled: Off

		SP/DEP Disabled at work: Off

		EE Signature date: 
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Solicitud para Empleadores de Pequeñas Empresas/ 
Employer Application for Small Business
Texas
Para evitar demoras en el procesamiento, asegúrese de/
To avoid processing delays, please make sure you:
1 �Responder todas las preguntas de manera completa 


y precisa./Answer all questions completely and 
accurately.


2 �Llenar y enviar el formulario de elección de beneficios 
y productos, si corresponde./Complete and submit 
the product and benefit selection form, if applicable.


3 �Presentar el estado de cuenta más reciente que indique 
las personas aseguradas actualmente y su estatus 
actual./Submit the most recent billing statement listing 
those currently insured and current status.


4 �Presentar la información más reciente sobre 
salario e impuestos./Submit most recent wage 
and tax information.


5 �Incluir un cheque de depósito para pagar las 
primas requeridas./Include a deposit check for 
any required premiums.


6 �NO CANCELAR SU COBERTURA EXISTENTE 
HASTA QUE HAYA RECIBIDO UNA NOTIFICACIÓN 
DE APROBACIÓN POR ESCRITO./DO NOT CANCEL 
YOUR EXISTING COVERAGE UNTIL YOU RECEIVE 
WRITTEN NOTIFICATION OF APPROVAL.


UnitedHealthcare Insurance Company
UnitedHealthcare of Texas, Inc.


National Pacific Dental, Inc.


Aviso para los Empleadores que eligen un plan Consumer Choice: Usted tiene la opción de elegir este Plan 
de Seguro de Beneficios de Salud Consumer Choice o plan de cuidado de la salud de una Organización para 
el Mantenimiento de la Salud que no proporcione, total o parcialmente, beneficios de salud exigidos por el 
estado normalmente requeridos en evidencias de cobertura o pólizas de Seguros por Enfermedad o contra 
Accidentes en Texas. Este plan de beneficios de salud estándar puede proporcionarle un plan de salud más 
económico, aunque, al mismo tiempo, podría ofrecerle menos beneficios del plan de salud que aquellos 
incluidos normalmente como beneficios de salud exigidos por el estado en Texas. Si usted elige este plan 
de beneficios de salud estándar, consulte a su agente de seguros para descubrir qué beneficios de salud 
exigidos por el estado están excluidos en esta evidencia de cobertura o póliza./Notice for Employers who 
select a Consumer Choice plan: You have the option to choose this Consumer Choice of Benefits Health 
Insurance Plan or Health Maintenance Organization health care plan that, either in whole or in part, does 
not provide state-mandated health benefits normally required in evidences of coverage or accident and 
sickness policies in Texas. This standard health benefit plan may provide a more affordable health plan for you 
although, at the same time, it may provide you with fewer health plan benefits than those normally included as 
state-mandated health benefits in Texas. If you choose this standard health benefit plan, please consult with 
your insurance agent to discover which state-mandated health benefits are excluded 
in this evidence of coverage or policy.


SG.ER.23.TX.ES 11/22
275-8892ES rev 1/23 
UHCTX884993_000


(NO ENGRAPAR)/(DO NOT STAPLE)


Información General/General Information
Nombre legal del grupo/Group’s Legal Name


Nombre del grupo que aparecerá en la tarjeta de ID (máximo de 30 caracteres)/Group Name to appear on ID card (maximum 30 characters)


Dirección/Street Address ID fiscal/Tax ID


Ciudad/City Estado/State Código postal/
ZIP Code


Nombres de los propietarios/socios 
(si corresponde)/Names of Owners/
Partners (If applicable)


¿Acceso a Internet?/
Internet Access?
 Sí/Yes  No


Persona de contacto/Contact Person Dirección de correo electrónico/Email Address N.º de años en actividad/ 
# of Years in business


Dirección de facturación (si es diferente)/Billing address (If Different) Teléfono/Telephone Fax


¿Grupo con varios sitios?*/
Multi-location Group*
 Sí/Yes  No


N.º de sitios/
# Locations


Direcciones (o indíquelas en una hoja aparte)/Address(es) (or list on additional sheet of paper)


*�Si la mayoría de sus empleados no viven en el estado en que usted presenta la solicitud, es posible que las normas de
UnitedHealthcare o las leyes estatales exijan que su póliza se emita en un estado diferente o que sus planes de beneficios varíen./
*If 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.


Tipo de organización/Organization Type  Sociedad/Partnership  C-Corp 
 S-Corp  LLC  LLP  Propietario único/Sole proprietor
 Otro/Other ________________________________________________________________
¿Tuvo algún empleado que no sea usted o su cónyuge durante el año calendario anterior?/Did you
have any employees other than yourself and your spouse during the preceding calendar year?
 Sí/Yes  No


¿Tuvo al menos un empleado conforme al derecho consuetudinario que no sea cónyuge
durante el año calendario anterior?/Did you have at least one non-spouse common-law
employee during the prior calendar year?
 Sí/Yes  No


Opción de Plan 
de Beneficios 
Médicos/Medical 
Benefit Plan 
Option
 �Año calendario/


Calendar Year
 �Año de la


póliza/Policy
Year


¿Quiere ofrecer 
cobertura para parejas 
de unión libre?/
Domestic Partner 
Coverage 
 Sí/Yes  No


Fecha de vigencia solicitada/
Requested Effective Date
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Nombre del grupo/Group Name 	


Participación/
Participation


N.º de empleados que 
solicitan la cobertura/ 
# Employees Applying 


for:


N.º de empleados 
que renuncian a la 


cobertura/# Employees 
Waiving for:


Contribución/
Contribution


% del 
empleador/
Employer %


% del 
empleador  


para 
dependientes/ 


Employer %  
for Dep


N.º de empleados 
que cumplen 
los requisitos de 
participación/ 
# Eligible Employees


Seguro Médico/
Medical


Seguro Médico/
Medical


Seguro Médico/
Medical


N.º de empleados 
que no cumplen 
los requisitos de 
participación/ 
# Ineligible Employees


Seguro Dental/
Dental


Seguro Dental/
Dental


Seguro Dental/
Dental


N.º total de 
empleados/ 
Total # Employees


Seguro de la Vista/
Vision


Seguro de la Vista/
Vision


Seguro de la Vista/
Vision


N.º de horas por semana 
para cumplir los requisitos 
de participación1/ 
# Hours per week to 
be eligible1 _______
1Se considera que una 
persona es un empleado 
que cumple los requisitos 
de participación si 
generalmente trabaja 
al menos 30 horas por 
semana./1A person is 
considered an eligible 
employee if the employee 
usually works at least 
30 hours per week.
Para los productos de 
Seguro por Discapacidad, 
el número mínimo de horas 
laborales por semana 
para cumplir los requisitos 
de participación es de 
30 horas./For Disability 
products the minimum # of 
work hours per week to be 
eligible is 30 hours.


Seguro Básico de 
Vida/por AD&D/
Basic Life/AD&D


Seguro Básico de 
Vida/por AD&D/
Basic Life/AD&D


Seguro Básico de 
Vida/por AD&D/
Basic Life/AD&D


Seguro de Vida 
para Dep./Dep Life


Seguro de Vida para 
Dep./Dep Life


Seguro de Vida para 
Dep./Dep Life


Seguro Comp. de 
Vida/por AD&D/
Supp Life/AD&D


Seguro Comp. de 
Vida/por AD&D/
Supp Life/AD&D


Seguro Comp. de 
Vida/por AD&D/
Supp Life/AD&D


Seguro Comp. de 
Vida/por AD&D 
para Dep./Supp 
Dep Life/AD&D


Seguro Comp. de 
Vida/por AD&D para 
Dep./Supp Dep 
Life/AD&D


Seguro Comp. de 
Vida/por AD&D para 
Dep./Supp Dep Life/
AD&D


STD STD STD


LTD LTD LTD


Otro/Other Otro/Other Otro/Other


Período de espera 
para nuevas 
contrataciones 
(El período de 
espera para la 
cobertura médica 
no puede exceder 
los 90 días)/Waiting 
Period for new hires 
(Waiting period for 
medical coverage 
cannot exceed 
90 days)


 �El 1.º del mes de la póliza después de la fecha de contratación/ 
1st of Policy Month following date of hire


 �El 1.º del mes de la Póliza después de/1st of Policy Month 
following ____  meses/Months  días de empleo/Days of 
employment


 �Fecha de contratación (sin período de espera)/Date of Hire 
(no waiting period)


 �____  meses/months  días de empleo después de la fecha 
de contratación/days of employment following Date of Hire


¿Se anula el 
período de 
espera a los 
miembros 
iniciales?/Waiting 
Period waived for 
initial enrollees  
 Sí/Yes  No


Período de espera 
para recontrataciones/
Waiting Period for 
Rehires:
 Sí/Yes  No
Si respondió Sí, se 
anula si se recontrata 
en un plazo no mayor 
de/If yes, waived 
if rehired within 
____ meses./months.


Actividad comercial/Nature of Business Código industrial (SIC)/Industry (SIC) Code


¿Tiene Seguro 
de Accidentes 
Laborales?/Have 
Workers’ Comp?
 Sí/Yes  No


Nombre de la compañía del Seguro de 
Accidentes Laborales/Workers’ Comp 
Carrier Name


Nombres de los propietarios/socios no cubiertos por el Seguro de 
Accidentes Laborales/Names of Owners/Partners not covered by 
Workers’ Comp:


Nombres de las personas que actualmente están cubiertas por COBRA/la continuación del seguro o el Seguro por Discapacidad a 
Corto/Largo Plazo/Names of Persons currently on COBRA/Continuation, and/or Short/Long Term disability:   Consulte la lista 
adjunta/See Attached List   Ninguna/None


Información General (continuación)/General Information (continued)
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Nombre del grupo/Group Name 	


Información General (continuación)/General Information (continued)


 �Sí/Yes
 No


¿Está sujeto a la ley ERISA? (La mayoría de los planes del sector privado están sujetos a la ley ERISA)/ 
Subject to ERISA? (Most private sector plans are ERISA plans)


Si respondió No, indique la categoría correspondiente/If No, please indicate appropriate category:
 �Iglesia (se necesita información adicional)/	  Gobierno federal/Federal Government 


Church (additional information needed)
 �Tribu indígena – empresa comercial/	  Gobierno no federal (estatal, local o tribal)/


Indian Tribe – commercial business	 Non-Federal Government (state, local or tribal gov.)
 �Gobierno extranjero/Embajada extranjera/	  Otra no sujeta a la ley ERISA/Non-ERISA other


Foreign Government/Foreign Embassy


Norma sobre los Permisos para Ausentarse (LOA); requisitos de participación en la cobertura médica de UnitedHealthcare/
UnitedHealthcare’s Leave of Absence (LOA) policy; eligibility for medical coverage
Si el empleado está con un permiso para ausentarse y el empleador sigue pagando las primas médicas requeridas, la cobertura 
permanecerá en vigencia durante: (1) No más de 13 semanas consecutivas si se trata de un permiso no médico (p. ej., suspensión 
temporal). (2) No más de 26 semanas consecutivas si se trata de un permiso médico. La cobertura se puede extender durante más 
tiempo, si lo exigen las reglas locales, estatales o federales./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.


Si la cobertura médica del empleado se cancela conforme a esta norma sobre los Permisos para Ausentarse (Leave of Absence, LOA), 
el empleado puede ejercer los derechos conferidos por cualquier disposición de Continuación de la Cobertura Médica vigente o de 
Conversión de Beneficios Médicos descrita en el Certificado de Cobertura./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 Conversion of 
Medical Benefits provision described in the Certificate of Coverage.


¿Su compañía continúa la cobertura médica durante un permiso para ausentarse (sin incluir la continuación de la cobertura de 
parte del estado o la cobertura de COBRA)?/Do you continue medical coverage during a leave of absence (not including state 
continuation or COBRA coverage)?
___ �Sí, continuamos la cobertura médica durante un permiso para ausentarse aprobado para los empleados a tiempo completo./ 


Yes, we continue medical coverage during an approved leave of absence for full-time employees.
___ �No, no ofrecemos cobertura médica durante un permiso para ausentarse./No, we do not offer medical coverage during a leave 


of absence.


Opciones de Planes de Salud Dirigidos por el Consumidor/Consumer Driven Health Plan Options
Cuenta de Ahorros para la Salud/Health Savings Account (si se elige)/(if selected): Banco que se usará/Which bank will be used: 
 OptumBank   Otro/Other
En la actualidad ¿ofrece o tiene la intención de ofrecer un plan con Cuenta de Reembolso para la Salud (HRA) o alguna póliza 
de seguro complementario integral o arreglo de financiamiento, además de este plan médico de UnitedHealthcare?/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?
Las respuestas deben ser precisas, sin importar que se haya comprado un producto de UnitedHealthcare o de cualquier otra 
compañía de seguros o administrador externo./Answers must be accurate whether purchased from UnitedHealthcare or any other 
insurer or third party administrator.
HRA   Sí/Yes   No
Si respondió Sí, identifique el tipo/If yes, please identify type:  HRA de UnitedHealthcare (cualquier diseño de HRA ofrecido a través 
de UnitedHealthcare)/UnitedHealthcare HRA (any HRA design offered through UnitedHealthcare)   
 HRA de otro administrador/Other Administrator HRA 
Los planes con HRA administrados por otras compañías de seguros o administradores externos deben cumplir los estándares 
de diseño de HRA de UnitedHealthcare./HRA plans administered by other insurers or third party administrators must comply with 
UnitedHealthcare HRA design standards.
¿Póliza de Seguro Complementario Integral o arreglo de financiamiento?/HRA plans administered by other insurers or third party 
administrators must comply with UnitedHealthcare HRA design standards.   Sí/Yes   No
Si respondió “Sí” a cualquiera de las dos preguntas anteriores, debe elegir de la lista de planes médicos que cumplen los requisitos 
para HRA de UnitedHealthcare tal como le ha mostrado su agente de seguros. Otros planes no cumplen los requisitos para 
combinarse con estos arreglos. Si se compran tales arreglos en cualquier momento durante el plazo de esta póliza, deberá notificar 
a UnitedHealthcare./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.
¿Ofrecerá a los empleados una cuenta de reembolso para la salud con la cobertura individual (ICRHA)?/Are you offering 
employees ICRHA (individual coverage health reimbursement account)?   Sí/Yes   No
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Nombre del grupo/Group Name 	


Preguntas sobre el Tamaño del Grupo/Questions Regarding Group Size
 COBRA
 �Continuación 


de parte del 
estado/State 
continuation


Conforme a la ley federal, si su grupo tuvo 20 o más empleados en su nómina en al menos el 50% de los días 
laborables del grupo en un año calendario, usted debe proporcionar a los empleados la continuación de COBRA 
a partir del 1 de enero del año calendario siguiente. Si su grupo tuvo menos de 20 empleados durante un año 
calendario, usted debe proporcionar la continuación de parte del estado a partir del 1 de enero del año calendario 
siguiente./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 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.


 �Medicare 
primario/
Medicare 
Primary


 �Plan primario/
Plan Primary


Conforme a la ley federal, si su grupo tuvo 20 o más empleados durante 20 o más semanas calendario en el año 
calendario anterior, el plan de salud es primario y Medicare es secundario. Esta declaración no contempla todas 
las reglas que rigen la situación con respecto a Medicare a nivel de grupo. El grupo debe comunicarse con su 
asesor legal o fiscal para obtener información sobre otras reglas que pueden afectar la situación del grupo con 
respecto a Medicare. Conforme a la ley federal, es responsabilidad del grupo determinar con precisión su situación 
con respecto a Medicare./Under federal law, if your group had 20 or more employees during 20 or more calendar 
weeks in the preceding calendar year, 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.


Ingrese el 
número 
promedio total de 
empleados en el 
año calendario 
anterior/Enter the 
Prior Calendar 
Year Average 
Total Number of 
Employees


Conforme a la Ley de Reforma del Cuidado de la Salud, el número de empleados es el número promedio de 
empleados que trabajaron en la compañía durante el año calendario anterior. Por lo general, un empleado es 
cualquier persona para la cual la compañía emite un Formulario W-2, independientemente de su situación de 
trabajador a tiempo completo, a tiempo parcial o de temporada, o si tiene o no cobertura médica./Under Health 
Care Reform law, the number of employees means the average number of employees employed by the company 
during the preceding calendar year. An employee is typically any person for which the company issues a W-2, 
regardless of full-time, part-time or seasonal status or whether or not they have medical coverage.


Para calcular el promedio anual, sume todos los totales mensuales de los empleados, luego divida por el 
número de meses en que su compañía estuvo en actividad el año pasado (generalmente 12 meses). Al calcular 
el promedio, considere todos los meses del año calendario anterior, independientemente de si usted tuvo o no 
cobertura con nosotros, tuvo cobertura con una compañía de seguros anterior, o estuvo en actividad, pero no 
ofreció cobertura. Use el número de empleados al final del mes como el “valor mensual” para calcular el promedio 
del año. Si su empresa se formó recientemente, para calcular su promedio del año anterior, solamente use los 
meses en que estuvo en actividad. Use números enteros solamente (sin decimales, fracciones ni rangos)./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).


Ingrese el 
número total 
de empleados 
que cumplían 
los requisitos de 
participación en 
el año calendario 
anterior/
Enter the Prior 
Calendar Year 
Total Number 
of Eligible 
Employees


A los efectos de determinar el número de empleados que cumplen los requisitos de participación, estos son 
aquellos que cumplen los requisitos para inscribirse en cualquier plan médico que usted ofrezca, aunque no 
cumplan los requisitos para inscribirse en un plan de UnitedHealthcare. Aquí puede sumar a aquellos que tienen 
COBRA y a los jubilados./For purposes of determining your number of eligible employees, eligible employees 
are those who are eligible to enroll in any medical plan you offer, even if they aren’t eligible to enroll in a 
UnitedHealthcare plan. Here you may add COBRA and retirees.
Calcule el número de empleados que cumplían los requisitos de participación en el año calendario anterior: 
(1) Cuente el número total de empleados que cumplían los requisitos de participación al final de cada mes 
(2) Sume todos los totales mensuales de empleados que cumplían los requisitos de la línea (1) y divida el 
resultado por 12. Use números enteros solamente (sin decimales, fracciones ni rangos, y redondee hacia abajo)./
Calculate your number of eligible employees from the preceding calendar year: (1) Count the total number of 
eligible employees at the end of each month (2) Add all the monthly eligible totals from line (1) and divide by 12. 
Use whole numbers only (no decimals, fractions or ranges and round down).
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Nombre del grupo/Group Name 	


Preguntas sobre el Tamaño del Grupo (continuación)/Questions Regarding Group Size (continued)
Ingrese el 
número total 
equivalente 
a empleados 
a tiempo 
completo en el 
año calendario 
anterior/Enter the 
Prior Calendar 
Year Full-Time 
Equivalent Total 
Number of 
Employees


A fin de determinar el número equivalente a empleados a tiempo completo, el número de empleados es el número 
promedio de empleados contratados a tiempo completo (al menos 30 horas por semana en cualquier mes dado) 
por la compañía en los días hábiles del año calendario anterior./For purposes of determining your number of full‑time 
equivalent employee count, the number of employees means the average number of employees employed full-time (at 
least 30 hours/week in any given month), by the company on business days during the preceding calendar year.
Además del número de empleados a tiempo completo mencionado anteriormente, por cualquier mes determinado, 
incluya el número de empleados a tiempo completo de dicho mes dividido por el número total de horas de 
servicio de todos los empleados que no son empleados a tiempo completo en el mes por 120. Los empleadores 
deberían excluir a los empleados que fueron trabajadores de temporada y que trabajaron 120 días o menos en 
el año calendario anterior./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.


 Sí/Yes
 No


¿Utiliza actualmente los servicios de una Organización Profesional de Empleadores (PEO), Compañía de 
Contratación de Empleados (ELC), Compañía de Contratación de Personal, Organización de Externalización de 
Recursos Humanos (HRO) u Organización de Servicios Administrativos (ASO)?/Do you currently utilize the services 
of a Professional Employer Organization (PEO) or Employee Leasing Company (ELC), Staff Leasing Company, HR 
Outsourcing Organization (HRO), or Administrative Services Organization (ASO)?


 Sí/Yes
 No


¿Es su grupo una Organización Profesional de Empleadores (PEO), una Compañía de Contratación de Empleados 
(ELC) u otra entidad similar que comparte los empleados con sus clientes?/Is your group a Professional Employer 
Organization (PEO) or Employee Leasing Company (ELC), or other such entity that is a co-employer with your 
client(s) or client-site employee(s)?
Si respondió Sí, al firmar esta solicitud, usted acepta la certificación de esta sección./If you answered yes, then by 
signing this application you agree with the certification in this section.
Por medio del presente documento, certifico que mi compañía es una Organización Profesional de Empleadores, 
una Compañía de Contratación de Empleados u otra entidad similar, y que solamente aquellos empleados que 
son los empleados corporativos de mi compañía, y no mis coempleados, tienen permitido inscribirse en esta 
póliza de grupo. Si mi grupo en algún momento después de que yo firme esta solicitud determina que el grupo 
proporcionará cobertura a los coempleados a través del plan del grupo, entiendo que UnitedHealthcare no cubrirá 
a los coempleados con esta póliza de grupo./I 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 I sign this application determines that the 
group will provide coverage to the co-employees under the group’s plan, I understand that UnitedHealthcare will not 
cover the co-employees under this group policy.


 Sí/Yes
 No


¿Su grupo patrocina un plan que cubre a empleados de más de un empleador?/Does your group sponsor a plan 
that covers employees of more than one employer?
Si respondió Sí, indique cuál de las siguientes opciones describe mejor a su plan/If you answered yes, then 
indicate which of the following most closely describes your plan:
 �Organización Profesional de Empleadores (PEO)/	  Gubernamental/Governmental 


Professional Employer Organization (PEO)
 �Arreglos de Bienestar de Empleadores Múltiples (MEWA)/	  Iglesia/Church 


Multiple Employer Welfare Arrangement (MEWA)
 Sindicato de Taft Hartley/Taft Hartley Union 	  Asociación empresarial/Employer association


 Sí/Yes
 No


¿Tiene la propiedad común de alguna otra empresa? Si tiene varias compañías, o existe una relación de casa 
matriz-subsidiaria entre su compañía y otra, esto podría indicar la propiedad común de empresas./Do you have 
common ownership with any other businesses? If you own multiple companies, or a parent-subsidiary relationship 
exists between your company and another, this may indicate common ownership of businesses.
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Información sobre la Compañía de Seguros Actual/Current Carrier Information
¿El grupo actualmente tiene alguna cobertura de UnitedHealthcare o ha tenido alguna cobertura de UnitedHealthcare durante los 
últimos 12 meses?/Does the group currently have any coverage with UnitedHealthcare or has the group had any UnitedHealthcare 
coverage in the last 12 months?
 Sí/Yes No	 Si respondió Sí, indique el número de póliza/If Yes, please provide policy number _________________, la fecha de 
inicio de la cobertura/and Coverage Begin Date ___/___/___ y la fecha de finalización/End Date ___/___/___
¿Este grupo ha tenido cobertura de servicios dentales mayores durante los últimos 12 meses consecutivos?/Has this group been 
covered for major dental services for the previous 12 consecutive months?  Sí/Yes   No


Nombre de la compañía de seguros/ 
Name of Carrier


Fecha de inicio de 
la cobertura inicial/
Initial Coverage 
Begin Date


Fecha de finalización 
de la cobertura/
Coverage End Date


Compañía del Seguro 
Médico actual/Current 
Medical Carrier


 �Ninguna/
None


Compañía del Seguro 
Dental actual/Current 
Dental Carrier


 �Ninguna/
None


Compañía del Seguro de 
Vida actual/Current Life 
Carrier


 �Ninguna/
None


Compañía del Seguro 
por Discapacidad actual/
Current Disability Carrier


 �Ninguna/
None


Compañía del Seguro de 
la Vista actual/Current 
Vision Carrier


 �Ninguna/
None


Declaración de Divulgación Obligatoria de Texas/Texas Mandatory Disclosure Statement
Los beneficios de indemnización dental son proporcionados a través de UnitedHealthcare Insurance Company y los beneficios de la 
Organización para el Mantenimiento de la Salud Dental (Dental Health Maintenance Organization, DHMO) son ofrecidos a través de 
National Pacific Dental, Inc. Para recibir los beneficios del plan de la DHMO, un miembro solamente debe utilizar proveedores de la 
red, excepto para recibir cuidado dental de emergencia, y debe pagar los copagos especificados en la evidencia de cobertura o el 
certificado. Para recibir beneficios conforme al plan de indemnización dental, el miembro puede utilizar cualquier proveedor, pero 
antes de recibir un reembolso, el miembro debe alcanzar el deducible requerido y es responsable del coseguro especificado en la 
evidencia de cobertura o el certificado./Dental indemnity benefits are provided through UnitedHealthcare Insurance Company and 
Dental HMO (DHMO) benefits are offered through National Pacific Dental, Inc. In order to receive benefits from the DHMO plan, an 
enrollee must utilize only network providers, except for emergency dental care, and pay the copayments specified in the evidence of 
coverage or certificate. To receive benefits under the dental indemnity plan, the enrollee may utilize any provider but prior to receiving 
reimbursement, the enrollee must meet the required deductible and is responsible for the coinsurance amount specified in the 
evidence of coverage or certificate.


Nombre del grupo/Group Name 	
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Nombre del grupo/Group Name 	


Información Importante/Important Information 
Declaro que, a mi leal saber y entender, la información que he proporcionado en esta solicitud, incluida la información sobre los 
beneficiarios y dependientes calificados que han elegido la continuación conforme a COBRA o las leyes de continuación de parte 
del estado, es correcta y verdadera. Entiendo que UnitedHealthcare y sus compañías afiliadas se basarán en la información que les 
proporcione para determinar el cumplimiento de los requisitos de participación en la cobertura, para establecer las tarifas de las 
primas y para otros propósitos, y que cualquier declaración falsa, tergiversación u omisión intencional que constituya fraude puede 
producir la rescisión de la póliza de grupo, la cancelación de la cobertura, el aumento de las primas retroactivo a la fecha de la póliza 
u otras consecuencias según lo permita la ley./I represent that, to the best of my knowledge, the information I 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. I understand that UnitedHealthcare and Affiliates will rely on the information I 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.


Presentar, a sabiendas o intencionalmente, un reclamo falso o fraudulento para obtener el pago de una pérdida o de un beneficio, o 
presentar, a sabiendas o intencionalmente, información falsa, u ocultar información con el propósito de engañar, en una solicitud de 
seguro, es un delito punible con multas y reclusión en prisión./Knowingly or willfully presenting a false or fraudulent claim for payment 
of a loss or benefit or knowingly or willfully presenting false information, or concealing information for the purpose of misleading, in an 
application for insurance, is a crime punishable by fines and confinement in prison.


En algunas circunstancias, les pagamos a los agentes de seguros (a los que en conjunto se les llama “productores”) una remuneración 
por sus servicios relacionados con la venta de nuestros productos, en cumplimiento con la ley vigente. En ciertos estados, es posible 
que paguemos “comisiones básicas” según factores como el tipo de producto, la cantidad de la prima, el tamaño del grupo o de la 
compañía y el número de empleados. Estas comisiones, si corresponden, se reflejan en la tarifa de la prima. Además, es posible que 
paguemos bonificaciones conforme a programas establecidos que están diseñados para fomentar la introducción de nuevos productos y 
proporcionar incentivos para alcanzar objetivos de producción, niveles de persistencia, metas de crecimiento u otros objetivos. Los gastos 
de bonificaciones no se reflejan directamente en la tarifa de la prima, pero se incluyen como parte de los gastos administrativos generales. 
Tenga en cuenta que también realizamos pagos, de vez en cuando, a los productores por otros servicios aparte de los relacionados con la 
venta de pólizas (por ejemplo, remuneración por servicios como agente general o como asesor)./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 agentor as a consultant).


La remuneración de los productores puede estar sujeta a la divulgación en la Lista A del Formulario ERISA 5500 para los clientes que 
se rigen por la ley ERISA. Entregamos informes de la Lista A a nuestros clientes según lo exigido por la ley federal vigente. Para obtener 
información específica sobre la remuneración pagadera con respecto a su póliza en particular, comuníquese con su productor./
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.


Firma/Signature
Firma autorizada del grupo/Group Authorized Signature Cargo/Title Fecha/Date
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Cobertura proporcionada por “UnitedHealthcare y sus compañías afiliadas”/Coverage provided by “UnitedHealthcare and Affiliates”:
Cobertura médica proporcionada por UnitedHealthcare Insurance Company (Organización de Proveedores Preferidos [Preferred Provider 
Organization, PPO], indemnización) o UnitedHealthcare of Texas, Inc. (HMO)/Medical coverage provided by UnitedHealthcare Insurance Company 
(PPO, indemnity) or UnitedHealthcare of Texas, Inc. (HMO) 
Cobertura dental proporcionada por UnitedHealthcare Insurance Company (indemnización) o National Pacific Dental, Inc. (HMO)/Dental coverage 
provided by UnitedHealthcare Insurance Company (indemnity) or National Pacific Dental, Inc. (HMO) 
Cobertura de Seguro de Vida, por Discapacidad a Corto Plazo (Short-Term Disability, STD) y por Discapacidad a Largo Plazo (Long-Term Disability, 
LTD) proporcionada por UnitedHealthcare Insurance Company/Life, Short-Term Disability (STD) and Long-Term Disability (LTD) Insurance coverage 
provided by UnitedHealthcare Insurance Company 
Cobertura de la vista proporcionada por UnitedHealthcare Insurance Company/Vision coverage provided by UnitedHealthcare Insurance Company


Información sobre el Productor (si corresponde)/Producer Information (if applicable)
Nombre del productor emisor/Writing Producer Name N.º del Seguro Social del productor emisor/ 


Writing Producer SSN
¿Está el productor asignado 
con UHC?/Is the Producer 
appointed with UHC? 
 Sí/Yes  No


Todos los pagos a/All Payments to: Código CRID (uso exclusivo interno)/ 
CRID Code (for internal use)


ID fiscal/Tax ID Si es más de 1 productor*, 
divida por/If more than  
1 Producer*, Split _______%


Dirección/Street Address Ciudad/City Estado/State Código postal/ 
ZIP Code


N.º de teléfono del productor/Producer Phone # Dirección de correo electrónico del 
productor/Producer Email Address


Número de fax del productor/
Producer Fax Number


El contenido de esta solicitud se explicó completamente durante una reunión con el grupo 
que presenta esta solicitud. Se analizaron la cobertura, los requisitos de participación, 
las limitaciones de condiciones preexistentes, el efecto de las declaraciones falsas y las 
disposiciones de cancelación./The contents of this application were fully explained during 
a meeting with the group submitting this application. Coverage, eligibility, pre-existing 
condition  limitations, the effect of misrepresentations, and termination provisions were 
discussed.


Firma del Productor/
Producer Signature


Fecha/Date


*Si hay más de un productor, proporcione la información del segundo productor en una hoja aparte./*If more than one Producer, 
provide the second Producer’s information on an additional sheet of paper.


Representante de Ventas/Ejecutivo de Cuentas de UnitedHealthcare/UnitedHealthcare Sales Representative/ 
Account Executive


Representante de ventas o ejecutivo de cuentas (nombre y apellido)/Sales Representative Or Account Executive (First & Last Name)


Información sobre el Agente General (si corresponde)/General Agent Information (if applicable)
Agente general/General Agent N.º de teléfono/Phone # Código de franquicia/ 


Franchise Code


Dirección/Street Address Ciudad/City Estado/State Código postal/ 
ZIP Code


Nombre del grupo/Group Name 	


EITX23MP0095208_000
03/2023





		Requested Eff Date: 

		Group name on id card: 

		Street address: 

		Tax ID: 

		City: 

		State: 

		Zip code: 

		Names of owners/partners: 

		Internet access: Off

		Contact person: 

		Email address: 

		# years in business: 

		Billing address: 

		Telephone: 

		Fax number: 

		Multi-Loc group: Off

		# locations: 

		Address of other loc: 

		Org type: Off

		Other org type: 

		Other employees: Off

		Domestic Partner coverage: Off

		Med Ben Plan Option: Off

		Non-spouse: Off

		Group legal name: 

		Waiting period for new hires: Off

		Waiting period Months doe: Off

		# months/days of employment: 

		Months/employment: Off

		Days/employment: Off

		Waiting period 1st of mo follow doh: Off

		Waiting period 1st of policy mo: Off

		# months/days following doh: 

		Months/doh: Off

		Days/doh: Off

		Waiting period rehires: Off

		Waiting period waived for initial enrollees: Off

		Rehire months: 

		Nature of business: 

		SIC code: 

		Workers' Comp carrier name: 

		Names not covered by WC: 

		Have Workers' Comp: Off

		COBRA STD: Off

		# Eligible employees: 

		# Ineligible employees: 

		Total # employees: 

		# Hours to be eligible: 

		Medical - applying for: 

		Medical - waiving for: 

		Medical Contribution: 

		Medical Contribution for dep: 

		Dental - applying for: 

		Dental - waiving for: 

		Dental Contribution: 

		Dental Contribution for dep: 

		Vision - applying for: 

		Vision - waiving for: 

		Vision Contribution: 

		Vision Contribution for dep: 

		Basic life - applying for: 

		Basic life - waiving for: 

		Basic life Contribution: 

		Dep life - applying for: 

		Dep life - waiving for: 

		Dep life Contribution: 

		Dep life Contribution for dep: 

		Supp life - applying for: 

		Supp life - waiving for: 

		Supp life Contribution: 

		Supp dep life - applying for: 

		Supp dep life - waiving for: 

		Supp dep life Contribution: 

		Supp dep life Contribution for dep: 

		STD - applying for: 

		STD - waiving for: 

		STD Contribution: 

		LTD - applying for: 

		LTD - waiving for: 

		LTD Contribution: 

		Other - applying for: 

		Other - waiving for: 

		Other Contribution: 

		Other Contribution for dep: 

		Subject to ERISA?: Off

		Church - no ERISA: Off

		Indian tribe: Off

		Foreign Govt: Off

		Federal Govt: Off

		Non-Fed Govt: Off

		Non-ERISA Other: Off

		Non-ERISA Other type: 

		LOA medical coverage: Off

		HSA Bank: Off

		HRA: Off

		UHC HRA: Off

		Other Administrator HRA: Off

		Supp Ins or Funding Arrangement: Off

		ICRHA: Off

		COBRA: Off

		State Continuation: Off

		Medicare Primary: Off

		Plan Primary: Off

		ATNE: 

		ELIGIBLE: 

		FTE: 

		Utilize PEO, ELC: Off

		Is your group a PEO, ELC: Off

		PEO/ATP: Off

		PEO: Off

		MEWA: Off

		Taft Hartley Union: Off

		Governmental: Off

		Church: Off

		Employer Assoc: Off

		Common Ownership: Off

		Current coverage: 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: 

		Cvg end date - Vision: 

		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: 

		GA zip code: 
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Employer Application for Small Business
Texas


275-8892 rev 1/23
UHCTX883971_000


SG.ER.23.TX 11/22


(DO NOT STAPLE)


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? 
 Yes    No


Contact Person Email Address # of Years  
in business


Billing address (If Different) Telephone Fax


Multi-location Group* 
 Yes    No


# Locations Address(es) (or list on additional sheet of paper)


*�If 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    Partnership    C-Corp    S-Corp    LLC    LLP    Sole proprietor    
 Other______________________________________________________________________


Did you have any employees other than yourself and your spouse during the preceding  
calendar year?    Yes    No
Did you have at least one non-spouse common-law employee during the prior calendar year?   


 Yes    No


Medical 
Benefit  
Plan Option 


 �Calendar 
Year
 Policy Year


Domestic Partner 
Coverage  Yes   No


Waiting Period for 
new hires  (Waiting 
period for medical 
coverage cannot 
exceed 90 days)


 1st of Policy Month following date of hire 
 1st of Policy Month following ___  Months   Days of employment
 Date of Hire (no waiting period) 
_ ___  months   days of employment following Date of Hire


Waiting Period 
waived for  
initial enrollees 


 Yes    No


Waiting Period for Rehires: 
  Yes    No  
If yes, waived if rehired 
within ______months.


Nature of Business Industry (SIC) Code


Have Workers’ Comp? 
 Yes    No


Workers’ Comp Carrier Name Names of Owners/Partners not covered by Workers’ Comp:


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


Participation # Employees 
Applying for:


# Employees 
Waiving for: Contribution Employer 


%
Employer 
% for Dep


# Eligible Employees Medical Medical Medical
# Ineligible Employees Dental Dental Dental
Total # Employees Vision Vision Vision
# Hours per week 
to be eligible1_______
1A person is considered 
an eligible employee if the 
employee usually works at 
least 30 hours per week. 
For Disability products the 
minimum # of work hours 
per week to be eligible is  
30 hours.


Basic Life/AD&D Basic Life/AD&D Basic Life/AD&D
Dep Life Dep Life Dep Life
Supp Life/AD&D Supp Life/AD&D Supp Life/AD&D
Supp Dep Life/AD&D Supp Dep Life/AD&D Supp Dep Life/AD&D
STD STD STD
LTD LTD LTD
Other Other Other


Requested Effective Date


UnitedHealthcare Insurance Company
UnitedHealthcare of Texas, Inc.


National Pacific Dental, Inc.


Notice for Employers who select a Consumer Choice plan: You have the option to choose this Consumer Choice 
of Benefits Health Insurance Plan or Health Maintenance Organization health care plan that, either in whole or 
in part, does not provide state-mandated health benefits normally required in evidences of coverage or accident 
and sickness policies in Texas. This standard health benefit plan may provide a more affordable health plan for 
you although, at the same time, it may provide you with fewer health plan benefits than those normally included as 
state-mandated health benefits in Texas. If you choose this standard health benefit plan, please consult with your 
insurance agent to discover which state-mandated health benefits are excluded in this  
evidence of coverage or policy.


To avoid processing delays, please make sure you:
1	 Answer all questions completely and accurately.
2 	� Complete and submit the product and benefit 


selection form, if applicable.
3	� Submit the most recent billing statement listing those 


currently insured and current status.


4	 Submit most recent wage and tax information.
5	� Include a deposit check for any required premiums.
6	� DO NOT CANCEL YOUR EXISTING COVERAGE 


UNTIL YOU RECEIVE WRITTEN NOTIFICATION 
OF APPROVAL.
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Group Name_ ______________________________________________________________________________________________________


General Information (continued)


 Yes  
 No


Subject to ERISA? (Most private sector plans are ERISA plans)


If No, please indicate appropriate category: 
 Church (additional information needed) 	  Federal Government 
 Indian Tribe – commercial business 	  Non-Federal Government (state, local or tribal gov.) 
 Foreign Government/Foreign Embassy 	  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 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.


___  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     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     Yes     No
If yes, please identify type:   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     Yes     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.
Are you offering employees ICRHA (individual coverage health reimbursement account)?      Yes     No


Questions Regarding Group Size
 COBRA
 �State 
continuation


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 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.


 �Medicare 
Primary
 Plan Primary


Under federal law, if your group had 20 or more employees during 20 or more calendar weeks in the preceding 
calendar year, 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 
Calendar Year 
Average Total 
Number of 
Employees


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


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).
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Group name_________________________________________________________________________________________________________


Questions Regarding Group Size (continued)
Enter the Prior 
Calendar Year  
Total Number  
of Eligible 
Employees


For purposes of determining your number of eligible employees, eligible employees are those who are eligible to 
enroll in any medical plan you offer, even if they aren’t eligible to enroll in a UnitedHealthcare plan. Here you may 
add COBRA and retirees.


Calculate your number of eligible employees from the preceding calendar year: (1) Count the total number of 
eligible employees at the end of each month (2) Add all the monthly eligible totals from line (1) and divide by 12. 
Use whole numbers only (no decimals, fractions or ranges and round down).


Enter the Prior  
Calendar Year  
Full-Time Equivalent  
Total Number 
of Employees


For purposes of determining your number of full-time equivalent employee count, the number of employees means 
the average number of employees employed full-time (at least 30 hours/week in any given month), by the company 
on business days during the preceding calendar year.


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.


 Yes  
 No


Do you currently utilize the services of a Professional Employer Organization (PEO) or Employee Leasing 
Company (ELC), Staff Leasing Company, HR Outsourcing Organization (HRO), or Administrative Services 
Organization (ASO)?


 Yes  
 No


Is your group a Professional Employer Organization (PEO) or Employee Leasing Company (ELC), or other such 
entity that is a co-employer with your client(s) or client-site employee(s)?
If you answered yes, then by signing this application you agree with the certification in this section.
I 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 I sign this application determines that the group will provide coverage to the 
co-employees under the group’s plan, I understand that UnitedHealthcare will not cover the co-employees under 
this group policy.


 Yes  
 No


Does your group sponsor a plan that covers employees of more than one employer?
If you answered yes, then indicate which of the following most closely describes your plan: 


 Professional Employer Organization (PEO) 	  Governmental 
 Multiple Employer Welfare Arrangement (MEWA) 	  Church
 Taft Hartley Union 	  Employer association


 Yes  
 No


Do you have common ownership with any other businesses? If you own multiple companies, or a parent-subsidiary 
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?


 Yes   No  If Yes, please provide policy number_______________________ and Coverage Begin Date _/_/_   End Date_/_/_ 
Has this group been covered for major dental services for the previous 12 consecutive months?    Yes    No


Name of Carrier
Initial Coverage 
Begin Date Coverage End Date


Current Medical Carrier  None


Current Dental Carrier  None


Current Life Carrier  None


Current Disability Carrier  None


Current Vision Carrier  None


Texas Mandatory Disclosure Statement
Dental indemnity benefits are provided through UnitedHealthcare Insurance Company and Dental HMO (DHMO) benefits are offered 
through National Pacific Dental, Inc. In order to receive benefits from the DHMO plan, an enrollee must utilize only network providers, 
except for emergency dental care, and pay the copayments specified in the evidence of coverage or certificate. To receive benefits 
under the dental indemnity plan, the enrollee may utilize any provider but prior to receiving reimbursement, the enrollee must meet the 
required deductible and is responsible for the coinsurance amount specified in the evidence of coverage or certificate.
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Group Name_ _______________________________________________________________________________________________________


Important Information
I represent that, to the best of my knowledge, the information I 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. I understand that UnitedHealthcare and Affiliates will rely on the information I 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.
Knowingly or willfully presenting a false or fraudulent claim for payment of a loss or benefit or knowingly or willfully presenting false 
information, or concealing information for the purpose of misleading, in an application for insurance, is a crime punishable by fines and 
confinement in prison.
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 agentor 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.


Signature
Group Authorized Signature Title Date


Producer Information (if applicable)
Writing Producer Name Writing Producer SSN Is the Producer 


appointed with UHC?    
 Yes   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  
group submitting this application. Coverage, eligibility, pre-existing condition  
limitations, the effect of misrepresentations, and termination provisions were discussed.


Producer Signature Date


*If more than one Producer, provide the second Producer’s information on an additional sheet of paper.


UnitedHealthcare 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


Coverage provided by “UnitedHealthcare and Affiliates”:
Medical coverage provided by UnitedHealthcare Insurance Company (PPO, indemnity) or UnitedHealthcare of Texas, Inc. (HMO)
Dental coverage provided by UnitedHealthcare Insurance Company (indemnity) or National Pacific Dental, Inc. (HMO)
Life, Short-Term Disability (STD) and Long-Term Disability (LTD) Insurance coverage provided by UnitedHealthcare Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company





		Requested Eff Date: 

		Group name on id card: 

		Street address: 

		Tax ID: 

		City: 

		State: 

		Zip code: 

		Names of owners/partners: 

		Internet access: Off

		Contact person: 

		Email address: 

		# years in business: 

		Billing address: 

		Telephone: 

		Fax number: 

		Multi-Loc group: Off

		# locations: 

		Address of other loc: 

		Org type: Off

		Other org type: 

		Other employees: Off

		Domestic Partner coverage: Off

		Med Ben Plan Option: Off

		Non-spouse: Off

		Waiting period 1st of mo follow doh: Off

		Waiting period 1st of policy mo: Off

		# months/days of employment: 

		Months/employment: Off

		Days/employment: Off

		Waiting period for new hires: Off

		Waiting period Months doe: Off

		# months/days following doh: 

		Months/doh: Off

		Days/doh: Off

		Waiting period rehires: Off

		Waiting period waived for initial enrollees: Off

		Rehire months: 

		Nature of business: 

		SIC code: 

		Workers' Comp carrier name: 

		Names not covered by WC: 

		Have Workers' Comp: Off

		COBRA STD: Off

		# Eligible employees: 

		# Ineligible employees: 

		Total # employees: 

		# Hours to be eligible: 

		Medical - applying for: 

		Medical - waiving for: 

		Medical Contribution: 

		Medical Contribution for dep: 

		Dental - applying for: 

		Dental - waiving for: 

		Dental Contribution: 

		Dental Contribution for dep: 

		Vision - applying for: 

		Vision - waiving for: 

		Vision Contribution: 

		Vision Contribution for dep: 

		Basic life - applying for: 

		Basic life - waiving for: 

		Basic life Contribution: 

		Dep life - applying for: 

		Dep life - waiving for: 

		Dep life Contribution: 

		Dep life Contribution for dep: 

		Supp life - applying for: 

		Supp life - waiving for: 

		Supp life Contribution: 

		Supp dep life - applying for: 

		Supp dep life - waiving for: 

		Supp dep life Contribution: 

		Supp dep life Contribution for dep: 

		STD - applying for: 

		STD - waiving for: 

		STD Contribution: 

		LTD - applying for: 

		LTD - waiving for: 

		LTD Contribution: 

		Other - applying for: 

		Other - waiving for: 

		Other Contribution: 

		Other Contribution for dep: 

		Group legal name: 

		Subject to ERISA?: Off

		Church - no ERISA: Off

		Indian tribe: Off

		Foreign Govt: Off

		Federal Govt: Off

		Non-Fed Govt: Off

		Non-ERISA Other: Off

		Non-ERISA Other type: 

		LOA medical coverage: Off

		HSA Bank: Off

		HRA: Off

		UHC HRA: Off

		Other Administrator HRA: Off

		Supp Ins or Funding Arrangement: Off

		ICRHA: Off

		COBRA: Off

		State Continuation: Off

		Medicare Primary: Off

		Plan Primary: Off

		ATNE: 

		ELIGIBLE: 

		FTE: 

		Utilize PEO, ELC: Off

		Is your group a PEO, ELC: Off

		PEO/ATP: Off

		PEO: Off

		MEWA: Off

		Taft Hartley Union: Off

		Governmental: Off

		Church: Off

		Employer Assoc: Off

		Common Ownership: Off

		Current coverage: 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: 

		Cvg end date - Vision: 

		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: 

		GA zip code: 







