HMO @HANGE APPLECA-”ON United HealthCare of North Carolina, Inc.

PLEASE TYPE OR PRINT. PRESS ARMLY

" Company Name United HealthCare | Social Security No.
of North Carolina ID
Number
Employee's Name (As it appears on ID card) Reason for Change

[0 Defete Employee - Effective Date:

L1 Changes to employee address/name (enter only those data elements you wish to change)

Name Effective Date
Address, City, Zip Dept. Billing No.
Home Phone Date of Birth
Marital Status Marriage Date
Primary Care Doctor Effective Date Date of Divorce
O Chﬂﬂg&/ﬂdd Dependents Note: When adding dependent children below, including Afternate Recipients, number according to birth sequence.
Check Appropriate Full Name and Relationship if child is over age 18,
Box (i.e. Son, Daughter) Social Security Number Bex Birthdlate Eliective Date please indicate
_____ status and schoo! name
Change 01 SPOUSE M
Add
Delete F SR
| change 02 M [ Student at:
~ | Add
Delele F I Handicapped
Change 03 M [ Student at:
Add
Deleite F [ Handicapped
Change 04 M [ Student at:
Add
Deleie F 1 Handicapped

Other Healih Insurance Information: On the day your coverage begins, will any family members, including those not fisted above, be covered by ciher health insurance or
Medicare? [1YES [ NO ifyes,fil out this section.

Coverage [ Medical Ins. | Insurance Company Name and Phone Number Policy Number
type: O Medicare
Policy Coverage Dates Name of Policyholder Policyholder's Family Members Covered
fo Birthdate
Policyholder's Employer:
Name: Address: Phone Number:
Names of family members | Medicare Claim Number | Part A Effective Date | Part B Effective Date | Is Medicare eligibility due to:
covered by Medicare I Kidney failure
O Handicapped [ Age

AUTHOREZATION TO OBTAIN OR RELEASE MEDICAL INFORMATION: On behalf of myself ard anyone enrolled on or added to this application ("Us"), | authorize any health care professional or enfly to ghe United HealthCare of Merth Carafina (and any of
~comditng bodies) or any of its designess, any and all ecords or information pertaining to medical history or senices rendered to Us for any administatve pupose, incluting evaluation of an application or a claim, and for any analyfical or research
oses. |also authorize on behalf of Us the use of a Social Security Number for purpase of identification. The information pronided on this application is accurate and complete. | understand and agree that any omissions or incomect statements knowingly

by Us on this application may imakdate my andfor my dependents’ coverage.

Signature - Date
Employer Signature Date
Form UChange rev 02/98 HCA-1

430-1204 (7/98)



