A. EMPLOYER AUTHORIZATION (FOR EMPLOYER USE ONLY)

Grup Number i Company Name Dept. No. Requested Effective Date: | Approved By:
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Employee Sacial Security Number Last Name mployer's Company Name/Division

L b

Zip Code County

Home Street Address City

Home Phone (

Name of family member i Medicare Claim Number i Part A Effective Date Part B Effective Date
/ / /

§

PRODUCT SELECTION -
(CHECKALL TAPPLY,

Your Beneficia's Full Name
Relationship:

Contingent Beneficiary (If applicable)
Relationship:




For Employer Use Only: *
Submit completed applications to UnitedHealthcare at the mailing address of Fax number listed below.

Mailing Address (for all groups located in Ohio)

Ohio Enroliment
MNO002-0240

P.O. Box 1459

Minneapolis, MN 55440-1459

Or Fax to the number below:
(952) 833-6105

Employees: Please do not mail or Fax this form directly to UnitedHealthcare. Give the completed form to your employer or group
administrator who will submit to UnitedHealthcare.



