























BILLING AND CONTACT INFORMATION
FPlease provide the information below if different than above for billing purposes and plan administration.

Address

City: State: Zip Code:
Contact Mame: Phone:

Fax: E-Mail Address:

| understand and agree that the first month's estimated premium and fully completed enrollment information for all eligible
persons requesting insurance coverage must be submitted with this application BEFORE action is taken on this
apphcation. Coverage is not in effect unless and until | receive notification of acceptance from the Company. If this
apphcation is declined, the Company will returm the premium deposit submitted with the application. If my coverage is
approved. premium is payable monthly im advance.

| understand and agree that failure to pay premium when due will be considered a default in premium payment. and that
the Company will terminate coverage following a grace penod (time extension for payment of premium) of [31] days from
the date of nonpayment of premium. If the coverage is terminated by the Company for nonpayment of premium, | will still
owe, and the insurance company will collect, premium, for the grace perod. | understand that coverage may also be
terminated for cther reasons as provided in the group policy.

| represent and agree that all the answers and statements in this request are full, complete and true, fo the best of my
knowledge and belief, and understand that the said answers and staterments form the basis upon which coverage will be
made effeciive. | understand that the material omissions or misrepresentations could result im voiding or reformation of
COVETSgE.

| agree that the company shall be entitled fo rely on the most curent information in its possession regarding eligibility of
employees and their dependents in providing coverage under this policy. | understand and agree that | am responsible for
notifying the Company promptly of amy changes in this information that may affect the eligibility of employess of their
dependents, including the addition of newly eligible employees or dependents.

~Authorized Officers Name: Title:
Authorized Officer’s Signature: Date:
Agent Mame: Date:
Agent Signature: DCiate:
Agent Number:

It is unlawful fo knowingly provide false, incomplete, or misleading facts or information o an insurance company for the
purpose of defrauding or attempting to defraud the insurance company. Penalfies may include impriscnment, fines, denial
of insurance, and civil damages.

Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts
or information to a policyholder or claimant for the purpose of defrauding or attempting fo defrawd the policyholder or
claimarnt with regard to a setlement or award payable for insurance proceeds shall be reported to the Colorado Division of
Insurance within the Department of Regulatory Agencies.
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Dental Enroliment Form —
S e //V\ﬁ@fg.

SOCIAL SECURITY NUMBER EMPLOYEE ID NUMBER (I amerent than SSN) | (] Enror [] Cancel [ Change [] Wabver
DATE: ! !
LAST NAME FIRST NAME [
ADDRESS cTYy STATE aP
TELEPHONE NUMBER [ Male [ Female
HOME ( ) WORK ( ) 0 O

APPLICANTS DATE OF BIRTH EMPLOYER OR GROUP NAME

PLAN DESIGN [ standad PMlan [ Low Opfion Plan Effective Date: / /

PLAN COVERAGE [JEmplyee [J]Emplyee:One [J Family

PLAN COVERAGE [JEmpyee [JEmpioyee+Spouse [J]Employee + Chilgjren) [ Famiy

INFORMATION FOR DEPENDENT COVERAGE
Spouse & Unmarmied Dependent Children Cnly (Inciude Date of Birth)

Date of Birth If Child 15 over 19,
FirstName initial Last Name (¥ aifferent) (MaDay1Yr) Relationship pease ndcaie
” L] Student at [ Enron
Owre | Ctustans | [ I Bg;zwge
oM L1 Stugent at- Enroll
Dison | Ooagier | BF | e | [ Songe
o | L Stucent at [ Enrol
Oson | [ Daughter EF [ Change
[lFsndicseoed | [ Cancel
Oson | Clcaugreer | H o * H change
F
Ilcm
M [ Student at [ Enroll
Oson | Cloaugeer | [ e —

“For court orderad dependent, legal documentation must be attached. Please see employer representative for more Information about the

quaincations for full-ime student status. If dependent does not reside with eligibie empioyee, piease provide address on separate sheet.
FOR INTERNAL USE ONLY

EMPLOYER or GROUP AUTHORIZATION

EFFECTIVE DATE

TYPE OF COVERAGE

Vision Enroliment - Add Optional MWG Vision Coverage [0 Add Vision Coverage

PLAN COVERAGE []Empbyee [JEmployee+One  [J Famiy

SIGNATURE

Thereby understand Inat any Coverage is iMiied by (e benefiis and exclusions of the Group Denial Agreement

UHC DenEEApp (10/03)



Dental Carrier Change Form
Group Dental Coverage Provided by DENTAL
United HealthCare Insurance Company W——_‘

Group Name

We have notified our employees participating in our dental plan of the
change of carrier, benefits and rates.

Signature Title

Date






