| I l Health Plans | UnitedHealthcare Level Funded

Level Funded plan participant
enrollment application form

UnitedHealthcare Level Funded
Send correspondence to: P.O. Box 31394, Salt Lake City, UT 84131 « Phone: 1-877-797-8812

Fill out the entire enrollment application form to avoid processing delay. Please clearly print all information.

Enrollee Social
Security Number 3|q|o] - UtL-1o]1]1|7 ‘ Group:No. 1
Enrollee Information
Plan Sponsor Name Plan Sponsor Address (If more than one location)
Last Name First Name Initial
\Oaw’g dinlC bddie
O Single Address Apt #
Married - p
A4 N 4D Vlae
City State zZIP County
Cave ree Aer 003 Merie apa
Phone # Email Address
H80- 330- 313 o it 0.0 piail .com
Cell Phone # Occupition
i;: [ C L |
Date Employed Full Time cvveragegmus X Are you an independent contractor? [ Yes E‘No
/ orked Per Wee
os/ol / Ao | 59 -
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Enrollee and Dependent Information (only for those applying)

If you need to list additional dependents, please use lined paper, sign and date it, and check this box: (]

Enrollee Spouse

Chiid 1 Child 2

Child 3

Middie Inftial \IJ

Last Name Dawydivk

Gender /E(M OF Oom 0OF

Om 0OF Om OF

OM OF

preerer __05-35-19%0

Helght G'O-I

w185

e 390-94-017

m""" AV Lon HM[J(L\

Eligibllity and Cther Insurance (Insurance that will be kept In addition to this coverage)

Full ‘I'Imo’ . li(Yes OYes

OYes OVYes

OYes

f‘,,:‘,‘.‘;.e."“:,.m. OYes OYes

OYes O Yes

OYes

Other Insurance
Policy Number

Name of Other
Insurance

Company(ies)

W’:’ daaa OYes OYes

O Yes OYes

OYes

Coverage Effective
Date

Coverage and Change Request Information ‘ ;

Medical: B Plan Participant B3 Family B Plan Participant/Spouse I Plan Participant/Dependent Child(ren)

Name of Medical Pfan You Have Selected:

Change Request: B Marriage B Divorce 3 Adoption [ Returning to School Full Time K Court Order

Date of Event:

(you may be required to provide proof of event)

Attach a written and signed statement by the plan sponsor for a requested coverage effective date other than plan participant effective date.

Effective date may not be guaranteed.
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Medical History

Please answer the following questions for yourself and each person listed on the Enrollee and Dependent Information Section on page 20of

this form. Please answer completely and truthfully. Has anyone on this enroliment application form been diagnosed, consulted with, or been
examined or treated by any health care professional during the last 5 years for any lliness, injury, or health condition In any of the categories listed
below? If yes, please check the bax that most appropriately describes the problem and explain fully below. Please note that, if you fraudulently
leave out or fraudulently misrepresent information, we may terminate or not renew your coverage, or we may change your monthly payment
retroactive to the date your coverage became effective.

All statements contained In this entire form must be true and correct and no material Information can be withheld or omitted.

1 Cancer/Tymor
OvYes MNo

Oereast [ Colon [ Leukemia O Lymphoma O Liver OLung O Melanoma [JTesticular O8rain [J Ovarian
O Cervical O Prostats [ Other Cancer 1 Non-Malignant Tumor -Location of Tumor

2 Heart/Cirgulatory

O Aneurysm [ Bypass (J Angioplasty/Stent (] Congestive Heart Failure [J Heart Disease
O Elevated Cholesterol/Triglycerides (] High Blood Pressure [JStroke [JAngina [JHemophilia O Blood Clots

Ni
Lives ENo O Pacemaker/ICD [ Blood Disorder (] Sickle Cell Anemia ] Other
3 Reproductive [ Current Pregnancy (due date if multiples # ) O Pregnancy Complications
Ol Yes & No OFibroids O Menstrual Disorders ([ Breast Disorders [J Endometriosis [ Infertility
0O Other
4 Intestinal/ O Chronic Pancreatitis [J Colon Disorder [ Crohn's [ Ulcerative Colitis [ Diabetes [J Cirrhosis
Endocri O Hepatitis B/C [Reflux [ Liver Disorder [JUlcer (] Growth Hormones [J Gallbladder 0 Gastric Bypass
OYes MNo O other
5 Brain/ NUS O Aizheimer's [ Cerebral Palsy [JMigraines [ Multiple Sclerosis [ Paralysis [ Seizures/Epilepsy
OYes EINo O Parkinson's Disease [ Head Injury (JCyst [ Other,
6 Immune OScleroderma [JALS O Psoriasis JAIDS OHIV+ OLupus O Iimmunodeficiency
OYes &No 0O other
7 Lung/Respiratory [J Allergies [J Asthma [J Cystic Fibrosis [JEmphysema [ Sarcoidosis [JLung Disorders [ Tuberculosis
OYes MNo O Slesp Apnea [ Chronic Bronchitis [J Pneumonia [ Other
8 Eyes/Ears/ 2 ) . :
Nose/Throat [J Acoustic Neuroma (] Cataracts [J Cleft Lip/Palate [ Deviated Septum [ Glaucoma [J Retinopathy
O Chronic Ear Infections [ Chronic Sinusitis [ Other
OYes ElNo
9 Urinarygdney O Kidney Stones [ Kidney Disorders [ Bladder Disorders [ Polycystic Kidney Disease O Prostate Disorder
OYes MNo O Renal Failure [ Other

10 Bones/Myscles

[ Rheumatoid Arthritis [J Osteoarthritis (J Bulging/Herniated Disc [ Joint Injury
O Fibromyalgia/Chronic Fatigue Syndrome [ Chronic Pain Syndrome [ Shoulder Disorder (0 Knee Disorder

UvYes MNo  Hqninapifida OBack Disorder [INeck Disorder []Other
11 Behavioral O Anxisty/Depression [JADHD [J Bipolar Depression [JManic Depression [JSchizophrenia [J Autism
Health E/ O Eating Disorder [ Suicide Attempt [ Inpatient Alcohol/Drug [ Inpatient Mental Health Hospital
OYes MNo O Substance Abuse [JOther,
12 Transpla O Bone Marrow [1Organ [ Discussed Possible Future Transplant [JStem Cell [J Transplant Complications
DOYes MNo O other
Oyes @No Condition not mentioned above with claims in excess of $5,000 LI Disabllity L1 Congenital Disorder
14
:cib;:cr:t{ [ Anyone on this enroliment form used tobacco or nicotine products including e-cigarette or similar devices
O Yes Eﬁ:o l? the past 12 months: Person
dCurrent Mm%ss: Fradtn,
15 Medications Person ﬂ:’yﬁ“"'\# of Meds _l_ Person # of Meds ___ (list meds below)
Yes [INo [ Medications taken within the past 12 months:

Person #of Meds __  Person # of Meds ___ (list meds below)

Please give detalls of all “yes" answers above. (If additional space is required, please attach a separate sheet and date and sign that sheet.)

Question #

Person

Dates

ndition/Diagnosis Treatm ™M
Col n/Diag ent/Meds —

Physiclan's Name Prognosis

5
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Prior Medical Coverage Information

OYes ONo Have you or any dependents applying for coverage been covered by this plan spansor's prior group medical plan?
OYes CONo Have you or any dependents applying for coverage been covered by any medical plan other than this plan sponsor's
prior group plan?
If yes:
Insurance Company Name Phone #
Termination Date Etfective Date Reason for Termination

Who was covered?
Type of Plan: 3 Prior Plan Sponsor Group Plan 1 Spouse's Plan Sponsor Group Plan B Individual Policy B Other

Policy/Group #

| declare that all statements and responses contained in this entire form, and in any other health insurance administration and/or coverage
application form that | completed within the last 120 days that was provided to UnitedHealthcare, are true and correct and that no material
information has been withheid or omitted. | also understand that the information provided on this form is used to make decisions regarding
eligibility and pricing. | understand that misrepresentation, concealment or omission of fact, or a mistake of fact (whether or not a mutual
mistake), could materially affect the underwriting, premium, rating or terms and conditions of my plan sponsor's Excess Loss Insurance Policy
(“Policy™) which could result in changes to the terms and conditions of my plan sponsor's Excess Loss Insurance Policy, including retroactive
increased premium rates and attachment points, or termination of that Policy. | also understand that willful or intentional misrepresentation,
concealment or omission of any material fact affecting terms, conditions, or underwriting of my plan sponsor's Excess Loss Insurance Policy
could resutt in that Policy being null and void in its inception.

| understand and agree that the Plan Sponsor is not bound by any statement made by or to any agent unless written herein. | agree that no
medical benefits will be effective until the date specified in the Summary Plan Description. If | am now waiving medical coverage for myself
and/or for my dependents, | have read the entire Waiver provision and understand the enroliment requirements if | make a request for such
coverage at a later date. Coverage is effective only after approval and satisfaction of any probationary period.

In some states, any person who, knowingly and with intent to defraud an insurance company or plan administrator, submits an enroliment
application form or files a claim containing any materially false information may be guilty of fraud, which is a crime.

All pages must be attached and complete, including this authorization, for the enroliment application form to be considered complete.
Incomplete enrollment application forms may be rejected.

I (we) understand that UnitedHealthcare and Affiliates is not bound by any statements | (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. | have a continuing obligation to report changes in health
status (e.g. recelved medical advice, diagnosis, care or treatment) after | sign the enroliment form and before receipt of my identification card.
Please maintain a copy of this authorization for your records.

Authorization to Disclose Medical Information for Enroliment

| hereby authorize those physicians, medical practitioners, hospitals, clinics, veterans administration facilities, pharmacy benefit managers,
_medical information services, urgent care facilities, and other medical or medically related entities, insurance or reinsurance companies, and
consumer reporting agencies that have information available as to the present or former physical health condition, including drug or alcohol
abuse, and/or treatment of me or my dependents proposed for coverage to release any and all such information, including, but not limited to,
medical records, health care provider notes, laboratory tests and results, diagnoses, treatment, and prognoses. | understand the information
obtained by use of this authorization may be used to determine eligibility for issuance of health coverage for me and my dependents. This
authorization is not applicable to psychotherapy notes.

| agree that a photographic copy of this authorization shall be as valid as the original and that this authorization shall expire 15 months after
the termination of any coverage | obtain. | understand that | may request a copy of this authorization. | understand that | may revoke this
authorization at any time in writing uniess action has been taken in reliance on my authorization. Any information obtained will not be released
to any person or organization, except to reinsuring companies or other persons or organizations performing business or legal services in
connection with my enrollment for the coverage, for any claim, for medical management purposes, or as may be otherwise lawfully required or

as | may further authorize. ) ;
Applicant Signature X %@/ Date 13/ V{ [ 20

If signed by a representative of enrollee, please indicate the representative’s legal authority to act on behalf of enroliee.
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