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First Name Last Name Birthdate Sex M Social Security Number
F
Street Address City Stute Zip Cude County
Home Phune Woark Phone ' Height'Weight Marital Status Single Married
{ )] { ) Widowed Divorced
Full Company Name ) Branch/Division/Location Occupation
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» List all family members to be covered. Write name as it should appear on LD. card. Indicate coverage choice for each dependent.

H ; Coverage First N MI  LastN ; . Full-Time Resides with i Height/
Relationship Selection 1788 Name ame Social Security Number College Student Employee* Sex  Birthdate Weight
0l SPOUSE Medical YES M .
Dental NO F
Medical s hYTSN NCQ YES M o
chool Name;
0z Dental NO F
" Medical YES  NO YES M
J4x] Dental . Schoaol Name: NO e [
o4 Medical YES NO YES M
Dental School Name: NO B [

*If your dependent does not reside with you, or is 19 years or older and a full-time student in an accredited educational institution, please list the school they are attending above and their
present address on a separate sheet of paper, Coverage will not be offered to dependents living outside of the service area, uness they are a full-time student as defined above or coverage is
required by a court decree. If you are subject to provide health coverage for any of the dependents listed above, please provide a copy of the decree.

& EBODUCT, SELECION (Check all INALAPDIVL, oniiessissomintiansssist i
MEDICAL BENEFITS: DENTAL BENEFITS: WAIVER OF COVERAGE SECTION (Must he completed if employee and/or
Employee Only Employee Only dependents waive either MEDICAL or DENTAL coverage)
Employee + Spouse Employee + Spouse
Employee + Child (ren) Employee + Child (ren} The reason [ am not applying for the coverage(s) checked is: Please circle "medical” and/or "dental”, if applicable,
Family Coverage Family Coverage
No Employee Coverage® No Bmployee Coverage* Covered by spouse's group (medical) (dentalyplan .. ... ... ... .. ... ... (;ame of carrier)
* *
‘ANo Dependent Coverage No Dependent Coverage Covered by ancther (medical) (dentaly plan . (nameofcarier)
*Must be checked if coverage is waived,
OTHER COVERAGES:  Life/AD&D  DepLife  STD Octher (please eXplain) .. ... ... ..o
IF LIFE BENEFIT IS INCLUDED, Beneficiary Relationship
PLEASE COMPLETE.
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Compuny {Companies) Start Date of Prior End Date of Prior
Coverage(s) Coverage(s)

On the day your coverage beging will any family members, including those not listed above, be covered by other heatth or dental insurance, Medicare or Medicaid?
YES NO  If yes, fill out this section. Use extra paper if more than one addition policy will be in force,

Coverage type: Insurance Company Name, Address and Phone Number Policy Number
Medical Insurance Medicare
Dental Insurance Medicaid

Policy Coverage Dates  Name of Policyholder ‘ " Policyholder’s Birthdate -~ Family Members Covered
— 1o . .
Policyholder's Employer: Name Address Phone Number
Names of family members covered by Medicare Medicare Claim Number Part A Effective Date ' Part B Effective Date 15 Medicare eligibility due to:

Kidney failure . Disability
OH 1050-123  (11/00)



First Name M.1. Last Name Date © Social Security Number
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"E. HEALTH INFORMATIO

 Yes “No 1. Have you or your dependents visited a health care professional in the fast 5 years for any iliness, injuries or medical
conditions rasulting in claims in excess of $5000 (including mental health and chemical dependency)?
if yes, list person’s name, dates and reason for and results of visits.

“iyes ‘Mo 2. Have you or your dependents had any hospitalizations {including inpatient and outpatient) in the last 5 years?
If yes, list person’s name, dates and reason hospitalized or treated,

Yes “No 3 Have you or your de'pendents taken any prascription medications in the last 12 months? If yes, list person’s name, name of
drugs and dates taken. (If you are unsure of the medication name, please indicate the condition for which it was prescribed.}

“iygs : iNo 4. Areyou or your dependents aware of any condition, illness or injury which may require ongoing or future surgery or
treatment of any type or has any surgery or treatment been recommended that has not yet been performed?
If yes, list person’s name, type of surgery or treatment and dates.

‘Yes - 'No 5. Are you or your dependents currently pregnant? if yes, list parson’s name and expected delivery date.

_ F. SIGNATURE (This form must be signed)

AUTHORIZATION TO OBTAIN OR RELEASE MEDICAL INFORMATION: On behalt of myself and anyone enrolled on or added to this application ("Ls"), 1 authorize
any health care prolessional or entity 1o give United Healthcare of Ohio, nc. or any of their designees, any and all records or information, permmmg to medlcal hlSlOl')‘ or
services rendered to Us for any administrative purpose, including evaloation of an application or a claim, and for any analyucal or, rcsearch purposes: 1 also] authonze on .
behalf of Us the use of 4 Social Security Number for purpose of identification. The information provided on this application is accuraté and complete. Tunderstand tyai any
person whe knowingly and with intent to defraud any insurance company or other person files and application for insurance orstaterent-of claim Coataining any. mateml[y
false information or conceals, for the purpose of misleading, information conceming any fact material thereto commnits a fmudulent insurance act, w]nch is d crune
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i rupluyg e Slymluu Date Signed Spouse Signature (if available) Date Signed
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