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UNITEDHEALTHCARE INSURANCE COMPANY
ENROLLMENT FORM VISITING FACULTY AND SCHOLARS AND THEIR DEPENDENTS

UNIVERSITY OF NORTH DAKOTA 2017-720-4

PRIMARY INSURED COMPLETE INFORMATION BELOW FOR STUDENT.

SOCIAL SECURITY #: OR STUDENT ID #:

LAST (FAMILY) NAME: FIRST (GIVEN) NAME: MIDDLE INITIAL:

GENDER: DATE OF BIRTH: EXPECTED DATE OF GRADUATION:
] MALE [ FEMALE | (MONTH/DAY/YEAR) (MONTH/YEAR)

PERMANENT U.S. ADDRESS: (HOUSE/BUILDING # AND STREET NAME)

CITY: STATE: ZIP CODE:

TELEPHONE #: EMAIL ADDRESS:

DEPENDENT INFORMATION
Complete information below for Dependents to be insured. Dependent coverage is only available for Students insured under the
Plan (Please include a blank sheet for additional Dependents).

SPOUSE SOCIAL GENDER: DATE OF BIRTH:
SECURITY #: ] MALE ] FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD SOCIAL GENDER: DATE OF BIRTH:
SECURITY #: ] MALE ] FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD SOCIAL GENDER: DATE OF BIRTH:
SECURITY #: ] MALE (] FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD SOCIAL GENDER: DATE OF BIRTH:
SECURITY #: ] MALE ] FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD SOCIAL GENDER: DATE OF BIRTH:
SECURITY #: ] MALE ] FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:

NOTICE TO STUDENT: Coverage will be effective the date the correct premium is received by the Company or a representative of
the Company or the effective date of the coverage period, whichever is later, unless otherwise stated in the Master Policy. By signing,
the student acknowledges the following: 1) He/She has carefully read the Certificate of Coverage and elects to enroll as indicated on
this enrollment card; 2) Rates are not pro-rated other than as listed on this enrollment card; 3) He/She meets the eligibility
requirements for this coverage as described in the Certificate of Coverage; and 4) If it is later determined that the student is not
eligible, the premium will be refunded. Premium will not be refunded except for ineligibility or entrance into the armed forces.

NOTICE: Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim containing any
false, incomplete, or misleading information may be subject to criminal and/or civil penalties.

Student'’s Signature: Date:
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UNIVERSITY OF NORTH DAKOTA 2017-720-4

O 1 elect to purchase Injury and Sickness insurance coverage under the University’s student insurance plan. Below are
the choices | have made.

PLEASE CHECK ALL APPROPRIATE BOXES.

INSURED CATEGORY: [0 Visiting and Faculty and Scholars
ID Codes Monthly (MX)
9  Student 0 $ 146.00
10 Spouse 0 $ 146.00
11 One Child 0 $ 146.00
12 Two or more Children O $ 292.00
13 Spouse and 2 or more Children O $ 438.00

EFFECTIVE/EXPIRATION PERIODS:
(1 Annual  8/16/2017 to 8/15/2018

EFFECTIVE AND TERMINATION DATES:
Coverage will become effective on the date the Insurance Company receives the application and correct premium
payment.

Annual coverage expires following receipt of your premium or 8/15/2018, whichever is earlier.

Please Note: If application and correct premium are received after this requested effective date, your effective date will be the date
application and correct premium are received. Requested Effective Date: / /

TO CALCULATE YOUR RATE:
Rate x # of months eligible = amount due Example: $146.00 x 3 months = $438.00

CALCULATION FOR MONTHLY PREMIUM:

Monthly premium: $

Multiply by # of months:
Total premium enclosed: $

Payment Instructions: Make check or money order payable to UnitedHealthcare StudentResources in US dollars. Mail this
enrollment card along with premium payment to:

UnitedHealthcare StudentResources
PO Box 809026
Dallas, TX 75380-9026.

Your cancelled check or credit card billing is your only receipt and notification of coverage. The student is responsible for timely
premium payments whether or not a premium notice is received.

To pay with a credit card: If you want to pay for your coverage with a credit card or eCheck, complete the required information
above and mail this enrollment form to the address indicated. Make sure your email address is correct; we will enter your coverage
request into our system and send you an email with instructions for making your premium payment online with a credit card or
eCheck. You can fax this request to 469-229-5612.
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NON-DISCRIMINATION NOTICE

UnitedHealthcare StudentResources does not treat members differently because of sex, age, race, color, disability or national
origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint
to:

Civil Rights Coordinator

United HealthCare Civil Rights Grievance
P.O. Box 30608

Salt Lake City, UTAH 84130
UHC_Civil_Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to you within 30
days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID card, Monday
through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://locrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can
ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free member phone
number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.
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LANGUAGE ASSISTANCE PROGRAM

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call 1-866-260-2723.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al 1-866-260-2723.

nlh

EOEE  MREHRP X (Chinese) , R A EATEREZESHBRSE., BFHE : 1-866-260-2723.

XIN LUU Y: Néu quy vi néi tiéng Viét (Viethamese), quy vi s& duoc cung cip dich vu tro gidp vé
ngdn ngit mién phi. Vui long goi 1-866-260-2723.

Ol

22l et=20{(Korean)E AIE0IAI= B2 A0 X3 MHIAE 222 0|2
1-866-260-2723H O = XM 3IGHA Al 2.

te &= ASLILCHL

PAUNAWA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Mangyaring tumawag sa 1-866-260-2723.

BHUMAHME: 6ecrinaTHbie ycnyru nepeBoia JOCTYIHBI AJIs JTI0ACH, Yeil pOTHOM A3BIK SBIIAETCS
pycckoM (Russian). [To3sonute mo Homepy 1-866-260-2723.

1-866-260-2723 — Juai¥) sla )1l ell dalia dlad) 4y sall) dac L) ladd (8 ((Arabic) Azl Coasis i€ 13 cagis

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sevis ki gratis pou ede w
nan lang pa w. Tanpri rele nan 1-866-260-2723.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés
gratuitement. Veuillez appeler le 1-866-260-2723.

UWAGA: Jezeli mowisz po polsku (Polish), udostgpnilismy darmowe ustugi thtumacza. Prosimy
zadzwoni¢ pod numer 1-866-260-2723.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito.
Ligue para 1-866-260-2723.

ATTENZIONE: in caso la lingua parlata sia I’italiano (Italian), sono disponibili servizi di assistenza
linguistica gratuiti. Si prega di chiamare il numero 1-866-260-2723.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufen Sie 1-866-260-2723 an.

EEEIE : BAREE (Japanese) ZiE SN 5156, BHOESEXEY—EXZZFHWEIT
F9, 1-866-260-2723 [CHEEEL &Ly,

AL e Ll s 5o g1 sk L) slae) clead sl (Farsi) o @ Lad gl ) S i4a s
S el 1-866-260-2723
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T T & fe; 3ma Ry (Hindi) 1 € A 39k T 78T Hralm AaTy Y Qe 3qeTstr & |
U el Y 1-866-260-2723

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu
rau 1-866-260-2723.

gamtsnigad: tﬁn‘jsgﬁﬁunwmnn‘:'g:(Khmer)tmﬂﬁgmmnmmmﬁﬁﬁﬁ?g Ansaintgn augiein teline 1-866-260-27234

PAKDAAR: Nu saritaem ti Ilocano (Ilocano), ti serbisyo para ti baddang ti lengguahe nga awanan
bayadna, ket sidadaan para kenyam. Maidawat nga awagan iti 1-866-260-2723.

Dil BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka'anida'awo'igii, t'4a jiik'eh,
bee nd'ahdot'i'. T'a4a shoodi kohji' 1-866-260-2723 hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah,
ayaad heli kartaa. Fadlan wac 1-866-260-2723.
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