Use this form to apply or make changes to the coverages
listed beiow.

€il:y OfROCkledge Late applicants are subject to Evidence of Insurabiity.
ENROLLMENT FORM

Group Llfe Insurance productsprowded by UnltedHeaIthcare In rance Comany o

O Enroll |:| Cancei DAddress Change [ Name Change D Other Date

Last Name First Name M.L Social Security Number Gender Date of Birth
oMQoF

Street Address Apt No. City State Zip Code County

l(-lome Pho;]e \(Nork Phon)e Date of Hire [] Single [] Married

Employer or Group Name Division/Location Subgroup Code | Job Title Salary

d heck aIl that apply)

Beneflmary De3|gnat|on L|fe coverage

_B. PRODUCT SECTION - Application:

[[] Supplemental Employee Life  $ benefit amount Primary Beneficiary | Percentage Relationship to
$25,000 to $150,000 in increments of $25,000 Insured

D Supplemental Dependent Life option 1
$20,000 Spouse benefit and $10,000 child (ren) benefit (age 15 days to 6
months is $1,000)

Contingent Percentage Relationship to
Beneficiary Insured

Supplemental Dependent Life option 2

$10,000 Spouse benefit and $5,000 child (ren) benefit (age 15 days to 6
months is a $500 benefit)

Additional Beneficiaries should be listed on the back of this form. The
employee is automatlcally the benefmary for the dependent coverage‘

 C. INFORMATION FOR DEPENDENT COVERAGE (if applicable)

If child is over age 19, please
Last hame First Name M.L Date of Birth Relationship | indicate status and/or school Gender | Check one

[] Handicapped

M Enrol
[] Student at O [ Enroli - [gCancel

D F []Waive  [qChange

[J Handicapped

M
[ Student at | [ Enrolf - Cancel

D F ] Waive [ Change

[] Handicapped

M E
[ Student at O [ Enroll [ Cancel

D F [ Waive {7} Change

[] Handicapped

M
[] Student at O g Enroll [ Cance!

D F [ Waive 3 Change

[] Handicapped

M
[[] Student at O O Enroll g Cancel

D F O Waive Im} Change

IUST BE SIGNED) ~

I understand that by signing this form that I am authorizing the necessary premium deductions from my salary or wages for the coverage(s)
| have selected.

X

L ognature Date
Employee Effective Date
(mm/dd/yyyy)

Signed for Employer by Group Nuer

[ Initial enroliment following Date of Hire
[] Late Applicant

UnitedHealthcare

11.24.08 Specialty Benefits



