'JJ University of Utah

Qualifying Life Event Request

NATURE OF YOUR QUALIFYING LIFE EVENT:

If you experience a Qualifying Life Event (QLE) (e.g. loss of health insurance coverage, aged out of your
parent’s health insurance, marriage, etc.) during the plan year July 15, 2023 to August 15, 2024, you can
enroll in the University of Utah health insurance for the remainder of the current coverage period. Please
complete this form and sign and date it.

Reason for Qualifying Event:

[] Loss of coverage under another plan [] Other (please detail)
] Marital status

[[] Adoption of a child/birth of a child
] Guardianship appointment

[] International Students: arrival of spouse/dependents in country

Date of Qualifying Life Event:

Gender: M |:|
PRIMARY INSURED INFORMATION: F [

Name:

(Last name, first name)

Student ID #:
(Required)
Birth Date:
(mm/dd/yyyy)
Address:
(Street, City, State, ZIP)
Student Phone #: Email Address:

(Home phone or cell phone)

United
Healthcare

23C0L4568—2310-1



Enrollment & Payment Instructions:
A QLE is required for primary insureds and dependents to be eligible to enroll in the school health
insurance plan at a time outside of the enrollment period. Enrollment in the plan must occur within 30

days of the QLE. Premiums are not pro-rated.

Make check or money order payable to UnitedHealthcare Student Resources in US dollars. Mail
this completed form, your school injury and sickness insurance enrollment form, required
supporting documentation, along with premium payment to: UnitedHealthcare Student Resources;

PO Box 809026; Dallas, TX 75380-9026.

Date:

Student Signature:

For more information: Contact Kerry Hill at the SHC — kerry.hill@studenthealth.utah.edu or 801-581-
5804.

For Administrative Use Only:

Date:

Effective Enrollment Period Dates:
Approved By:
Premium Amount:

United
Healthcare
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UNITEDHEALTHCARE INSURANCE COMPANY
ENROLLMENT FORM FOR STUDENTS AND THEIR DEPENDENTS

UNIVERSITY OF UTAH 2023-2310-1

PRIMARY INSURED COMPLETE INFORMATION BELOW FOR STUDENT.

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

GENDER: DATE OF BIRTH: SCHOOL ID #:
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: GENDER: DATE OF BIRTH:

[l MALE [l FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

[l MALE [l FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

] MALE [1 FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

) MALE [l FEMALE (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

) MALE [l 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 form; 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 presents a false or fraudulent claim for payment of a loss or benefit or who knowingly

presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement
in prison, or any combination thereof.

Student’s Signature Date:
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UNIVERSITY OF UTAH 2022-2310-1
Campus/School Attending:

O | 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 O Undergraduate [0  Graduate
CATEGORY:
ID Codes
Monthly (MX)
1  Student O $ 226.00
2 Spouse O $ 225.00
3 One Child O $ 225.00
4 Two or More Children O $ 450.00
5 Spouse + Two or More O $ 675.00
Children
ID Codes Monthly (MX)
16 Student O $ 226.00
17 Spouse O $ 225.00
18 One Child O $ 225.00
19 Two or More Children O $ 450.00
20 Spouse + Two or More Children O $ 675.00

EFFECTIVE/EXPIRATION PERIODS:
Annual 7/15/2023 to 08/15/2024

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

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: $226.00 x 3 months = $678.00

CALCULATION FOR MONTHLY PREMIUM:

Monthly premium: $
Multiply by # of months:
Total premium enclosed: $

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

UnitedHealthcare Student Resources
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.

HOW TO ENROLL OR PAY ONLINE:

Dependents Only:

If the primary insured purchases coverage through their school or broker, they can request to be notified when dependent
coverage is available to purchase once the primary insured’s coverage is in force. To complete this request, visit
uhcsr.com/control and select “Notify me” and complete the form. Once the primary insured’s coverage is in force, a
notification email will be sent indicating that dependent coverage can be purchased.
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UNIVERSITY OF UTAH

2023-2310-1

The State of Utah requires UnitedHealthcare Insurance Company to request the following information about the Primary Insured. You may
select a primary and secondary race, a primary and secondary ethnicity, and a primary language. If you choose not to supply this
information please select the box below.

O I have read the request for information and choose not to supply a response.

Primary Race (select one) Secondary Race (select one)
O |R1 American Indian / Alaska Native O |R1 American Indian / Alaska Native
O [R2 Asian O [R2 Asian
O [R3 Black / African American O [R3 Black / African American
O R4 Native Hawaiian or other Pacific Islander O R4 Native Hawaiian or other Pacific Islander
O [R5 White O [R5 White
] [R9 Other (please enter) O [R9 Other (please enter)
] [UNKNOWN Unknown / Not Specified [0 |[UNKNOWN Unknown / Not Specified
Are you Hispanic/Latino/Spanish: O Yes O No O Unknown
Primary Ethnicity (select one) Secondary Ethnicity (select one)
O |2060-2 African O |2060-2 African
O [2058-6 African American O |2058-6 African American
O |[AMERCN American O |AMERCN American
1 |2028-9 Asian O |2028-9 Asian
O [2029-7 Asian Indian O [2029-7 Asian Indian
[0 |BRAZIL Brazilian O |BRAZIL Brazilian
] |2033-9 Cambodian 1 |2033-9 Cambodian
1 |CVERDN Cape Verdean ] |CVERDN Cape Verdean
1 |CARIBI Caribbean Island O |CARIBI Caribbean Island
1 |2155-0 Central American (not otherwise specified) 0 |2155-0 Central American (not otherwise specified)
1 |2034-7 Chinese ] |2034-7 Chinese
0 |2169-1 Columbian 0 |2169-1 Columbian
] |2182-4 Cuban ] |2182-4 Cuban
1 |2184-0 Dominican ] |2184-0 Dominican
] |EASTEU Eastern European O |EASTEU Eastern European
O [2108-9 European O [2108-9 European
1 |2036-2 Filipino ] |2036-2 Filipino
1 |2157-6 Guatemalan ] |2157-6 Guatemalan
1 |2071-9 Haitian ] |2071-9 Haitian
[ |2158-4 Honduran ] |2158-4 Honduran
] [2039-6 Japanese [ [2039-6 Japanese
] [2040-4 Korean [ [2040-4 Korean
[ |2041-2 Laotian [ |2041-2 Laotian
[ |2148-5 Mexican, Mexican American, Chicano [ |2148-5 Mexican, Mexican American, Chicano
1 |2118-8 Middle Eastern ] |2118-8 Middle Eastern
] |[PORTUG Portuguese O |[PORTUG Portuguese
1 |2180-8 Puerto Rican ] |2180-8 Puerto Rican
1 |RUSSIA Russian ] |RUSSIA Russian
] |2161-8 Salvadoran ] |2161-8 Salvadoran
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Primary Ethnicity (select one) Secondary Ethnicity (select one)
O (2165-9 South American (not otherwise specified) O |2165-9 South American (not otherwise specified)
O |2047-9 Vietnamese O |2047-9 Vietnamese
1 |OTHER Other (please specify) ] |OTHER Other (please specify)
0 |UNKNOWN Unknown / Not Specified [0 |UNKNOWN Unknown / Not Specified
Primary Language (select one)
o (799 African Languages (please specify) 0o (724 Korean
0o (777 Arabic ] |656 Persian
] |708 Chinese (please specify) ] (645 Polish
] |601 Cape Verdean Creole ] 1629 Portuguese
] |600 English O 1639 Russian
] 1620 French ] 1625 Spanish
] (607 German 0 (742 Tagalog
] |637 Greek [ |671 Urdu
0 1623 Haitian Creole 0 [728 Vietnamese
] |778 Hebrew 0 1997 Other (please specify)
] |663 Hindi O [998 Declined
0 |619 Italian O (999 Unavailable
O |723 Japanese
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NON-DISCRIMINATION NOTICE

UnitedHealthcare Student Resources 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://ocrportal.hhs.qgov/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 others 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 or 1-866-260-2723, Monday through Friday, 8 a.m. to 8 p.m.
ET.

NDLAP-FO-001 (2-23)
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LANGUAGE ASSISTANCE PROGRAM

We 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
toll-free 1-866-260-2723, Monday through Friday,

8a.m. to 8 p.m. ET.

English
Language assistance services are available to you free of charge.
Please call 1-866-260-2723.

Albanian
Shérbimet e ndihmés né gjuhén amtare ofrohen falas. Ju lutemi
telefononi né numrin 1-866-260-2723.

Ambharic

PEYE KC AT AWINCRF 1R 2760 ANh® 0L 1-866-260-2723
£.L Mt

Arabic .

1-866-260-2723 53,}1 o Jeail Blae 4 galll oo Lusall clona Sl 3538
Armenian
2hq dunshiih b wd&wp (kqduljul oglnipjuat
dwnugnipintittin: Mugpnud Eup quiiquihwinby
1-866-260-2723 hwlwpny:
Bantu- Kirundi

Uronswa ku buntu serivisi zifatiye ku rurimi zo kugufasha.
Utegerezwa guhamagara 1-866-260-2723.

Bisayan- Visayan (Cebuano)

Magamit nimo ang mga serbisyo sa tabang sa lengguwahe nga
walay bayad. Palihug tawag sa 1-866-260-2723.

Bengali- Bangala

e - ST WRIFel AEIT Sl Iy (e = |
b1 F 1-866-260-2723-(0 P FFA|

Burmese

000m: RIS 0§6emlaqp: 908 F0p0d
320068 $E00pd coyadqiq o§: 1-866-260-2723 oBsl O
Cambodian- Mon-Khmer

NS gUigRMANZ IS aENE vS N UER
AJUGIATNIENIE 1-866-260-2723

Cherokee

SOhAVJI OLeoSAA COLVPET hed RGE0vTooLJ/IAT
hLEGG6°6 D4WWT. FG(d Dh @BWE6>S 1-866-260-2723.

Chinese

LI RBERGESEDR - HHE 1-866-260-2723
Choctaw

Chahta anumpa ish anumpuli hokmvt tohsholi yvt peh pilla ho
chi apela hinla. I paya 1-866-260-2723.

Cushite- Oromo

Tajaajilliwwan gargaarsa afaanii kanfalttii malee siif jira.
Maaloo karaa lakkoofsa bilbilaa 1-866-260-2723 bilbili.
Dutch

Taalbijstandsdiensten zijn gratis voor u beschikbaar. Gelieve
1-866-260-2723 op te bellen.

SR LAP 64 (6-18)

French

Des services d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-866-260-2723.

French Creole- Haitian Creole

Gen seévis ed pou lang ki disponib gratis pou ou. Rele
1-866-260-2723.

German

Sprachliche Hilfsdienstleistungen stehen Thnen kostenlos zur
Verfugung. Bitte rufen Sie an unter: 1-866-260-2723.

Greek

Ot vrnpeoisg yanoowng PonPsiag oag Swatibeviar Swpsdv.
Kaksote To 1-866-260-2723.

Gujarati
AL el Actall dHRL HER Blges Guaou B, sul s3lal

1-866-260-2723 UR SlEt 830

Hawaiian

Kdkua manuahi ma kau ‘Glelo i loa‘a ‘ia. E kelepona 1 ka helu
1-866-260-2723.

Hindi

Y & AT ST TR Ha0 f[eeh 3uereer 1 Hor
1-866-260-2723 T el hi|

Hmong

Muaj cov kev pab txhais lus pub dawb rau koj. Thov hu rau

1-866-260-2723.

Ibo

Enyemaka na-ahazi asusy, bu n’efu, diri gi. Kpoo

1-866-260-2723.

Ilocano

Adda awan bayadna a serbisio para iti language assistance.

Pangngaasim ta tawagam ti 1-866-260-2723.

Indonesian

Layanan bantuan bahasa bebas biaya tersedia untuk Anda.

Harap hubungi 1-866-260-2723.

Italian

Sono disponibili servizi di assistenza linguistica gratuiti.

Chiamare il numero 1-866-260-2723.

Japanese

SR ORRBLE Y — A% SRRV £,

1-866-260-2723 F THEFEL 23V,

Karen

()S_lgmsgwusa8%;.91;&%331396(\)1@(\9?}Lrg?:::as)_l:nﬁ(aocg)%ﬁc\gl,,

63)8%19530%83}51-866-260-27230}0@%.

Korean

Ao A|¥ MH|AE FRE 0|85t 4+ AFLCH

1-866-260-2723 H2 E T Elotp Al 2.

Kru- Bassa

Bot ba hola ni kobol mahop ngui nsaa wogui wo ba y¢ ha 1 nyuu

yor). Sebel i nsinga ini 1-866-260-2723.

Kurdish Sorani

30450 I AISS 0 Sos G B 3 2l )3 e e Sl 5
1-866-260-2723 e Je3

Laotian . , L

DBO3MVNFILWIFIVCTONI LHCCHWI V. NEQLN VWD

1-866-260-2723.



Marathi
TS 1-866-260-2723 AT HATHIGT TUH .

Marshallese

Kwomarofi bk jerbal in jipafl in kajin ilo ejjelok wdnaan. Jouj
im kallok 1-866-260-2723.

Micronesian- Pohnpeian

Mie sawas en mahsen ong komwi, soh isepe. Melau eker
1-866-260-2723.

Navajo

Saad bee aka'e'eyeed bee aka'nida'wo'igii t'aa jiik'eh bee nich't'
bee na'ahoot'i'. T'ad shoodi kohji' 1-866-260-2723 hodiilnih.
Nepali

YT HERIT FAT6E folelodh  3UTed el FoRI
1-866-260-2723 #T el TG |

Nilotic-Dinka
Kk & kuny ajueer & thok at3 tiné yin abac t& cin wéu yeke
thiééc. Yin col 1-866-260-2723.
Norwegian
Du kan f8 gratis sprakhjelp. Ring 1-866-260-2723.
Pennsylvania Dutch
Schprooch iwwesetze Hilf kannscht du frei hawwe. Ruf
1-866-260-2723.
Persian-Farsi

UIA;:.L\EL!. mhwm)t_}a;l B ug\eb J)LM‘_.,_\LJJ alasl calead

284 il 1-866-260-2723

Polish
Mozesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon
pod numer 1-866-260-2723.
Portuguese
Oferecemos servigo gratuito de assisténcia de idioma. Ligue
para 1-866-260-2723.
Punjabi
ST AT AEe 3T B Ha3 GuseT Ia| fagur a3

1-866-260-2723 '3 I 31

Romanian

Vise pun la dispozitie, In mod gratuit, servicii de traducere. Va
rugém sé sunati la 1-866-260-2723.

Russian

SI3BIKOBBIE YCIYTH MPEIOCTABISIOTCS BaM OeCINaTHO. 3BOHUTE
o Tenedony 1-866-260-2723.

Samoan- Fa’asamoa

O loo maua fesoasoani mo gagana mo oe ma ¢ I& totogia.
Faamolemole telefoni le 1-866-260-2723.

Serbo- Croatian

MozZete besplatno koristiti usluge prevodioca. Molimo nazovite
1-866-260-2723.

Somali

Adeegyada taageerada lugadda oo bilaash ah ayaa la heli karaa.
Fadlan wac 1-866-260-2723.

Spanish

Hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al 1-866-260-2723.
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Sudanic- Fulfulde
E woodi walliinde dow wolde caahu ngam maada. Noodu
1-866-260-2723.
Swabhili
Huduma za msaada wa lugha zinapatikana kwa ajili yako bure.
Tafadhali piga simu 1-866-260-2723.
Syriac- Assyrian

~gadigo, L andll) e o durdizh il B Ridennn

1-866-260-2723 s XS (i

Tagalog
Ang mga serbisyo ng tulong sa wika ay available para sa iyo ng
walang bayad. Mangyaring tumawag sa 1-866-260-2723.

Telugu
erofid 205 2OGD & &S eocerend® &Py o.

A% @32 1-866-260-2723 & s7¢5 Sotol.

Thai
fudmsanuzhavdaduneileadaa bisandoalaxn
ausatwle NilsaTmsdwvidovunaaa
1-866-260-2733
Tongan- Fakatonga
‘Oku ‘1 a1 pg “a e sévesi ki he lea’ ke tokoni kiate koe pea ‘oku
‘atd 1a ma’au ‘o ‘ikai ha totongi. Kataki ‘o ta ki he
1-866-260-2723.
Trukese (Chuukese)
En mei tongeni angei aninisin emon chon chiakku, ese kamo.
Kose mochen kopwe kokkori 1-866-260-2723.
Turkish
Dil yardim hizmetleri size ticretsiz olarak sunulmaktadir. Lutfen
1-866-260-2723 numarayi arayiniz.
UKkrainian
Tlocmyry mepekiany HafalThCS BaM Ge3KOIITOBHO. J{3BOHITE 38
HoMepoMm 1-866-260-2723.
Urdu
o oy amleady Sl clont Jiglee o da Sl
IS & 5 1-866-260-2723 (3l s ol 2
Vietnamese .
Dich vu ho trg ngdn ngtt, mién phi, danh cho quy vi. Xin vui
long goi 1-866-260-2723.
Yiddish
YU BREOR NID 7D TUR KD DVRIIIR WAVT DYOTINYO AL TRIDW
.1-866-260-2723 von
Yoruba
Tsé iranlowo édé ti 6 j¢ ofé, wa fin ¢. Pe 1-866-260-2723.
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