
EF-20

 
 
 

PRIMA

SOCIAL
 
LAST (F

GENDE

PERMA

CITY: 

TELEPH

 

DEPEN
Comple
include 
SPOUS
 SECUR

First (G

CHILD 
 SECUR

First (G

CHILD 
 SECUR

First (G

CHILD 
 SECUR

First (G

CHILD 
 SECUR

First (G

 
NOTICE 
the effect
following
listed on 
determine
refund of 
premium 
 
NOTICE:
incomple

Student’s

014-MN 

ARY INSURED

L SECURITY #

FAMILY) NAME

ER: 
 MALE  

ANENT U.S. AD

HONE #: 

NDENT INFOR
ete information b
a blank sheet fo

SE SOCIAL 
RITY #: 

iven) Name: 

SOCIAL 
RITY #: 

iven) Name: 

SOCIAL 
RITY #: 

iven) Name: 

SOCIAL 
RITY #: 

iven) Name: 

SOCIAL 
RITY #: 

iven) Name: 

TO STUDENT:
tive date of the 
: 1) He/She ha
this election f

ed that the stud
unearned prem
will be delivere

: Any person w
te, or misleadin

s Signature: ___

ELECT

D COMPLETE I

: 

E: 

          FEMALE

DRESS: (HOU

RMATION 
below for Depe
or additional De

: Coverage will 
coverage perio
s carefully read
form; 3) He/Sh
dent is not eligib
mium as of the t
d to the Insured

who knowingly 
g information m

______________

UNITED
ION FORM F

M

NFORMATION

E 
DATE OF B
(MONTH/DA

SE/BUILDING 

ndents to be in
ependents). 

be effective the
od, whichever is
d the brochure a
he meets the e
ble, the premium
time of cancella
d within 30 days

and with inten
may be subject t

_____________

DHEALTHCA
FOR DEPEN

INNESOTA S

 BELOW FOR 

FIRST (GIVE

BIRTH:  
AY/YEAR) 

# AND STREE

sured.  Depend

GENDER: 

Middle Initia

GENDER: 

Middle Initia

GENDER: 

Middle Initia

GENDER: 

Middle Initia

GENDER: 

Middle Initia

e date the corre
s later, unless o
and elects to en
eligibility requir
m will be refund
ation if the unea
s following rece

t to injure, def
to criminal and/

______________

1 of 2 

ARE INSURA
NDENTS OF 

STATE UNIV

STUDENT. 

OR ST

EN) NAME: 

ET NAME) 

STATE

EMAIL

dent coverage is

MALE             

al: 

MALE             

al: 

MALE             

al: 

MALE             

al: 

MALE             

al: 

ect premium is 
otherwise stated
nroll as indicate
ements for this
ded. A student 
arned premium 
eipt of the Insur

fraud, or deceiv
/or civil penaltie

______________

ANCE COM
INTERNATIO

VERSITIES

TUDENT ID #:

E: 

L ADDRESS: 

s only available 

FEMALE
DA
(MO

Last (Fa

FEMALE
DA
(MO

Last (Fa

FEMALE
DA
(MO

Last (Fa

FEMALE
DA
(MO

Last (Fa

FEMALE
DA
(MO

Last (Fa

received by the
d in the Master 
ed on this electi
s coverage as 
who requests t
is for a period 

red's request fo

ve any insurer, 
s.  

________ 

PANY 
ONAL STUD

EXPECTED
(MONTH/YE

ZIP 

for Students in

ATE OF BIRTH: 
ONTH/DAY/YE

amily) Name: 

ATE OF BIRTH: 
ONTH/DAY/YE

amily) Name: 

ATE OF BIRTH: 
ONTH/DAY/YE

amily) Name: 

ATE OF BIRTH: 
ONTH/DAY/YE

amily) Name: 

ATE OF BIRTH: 
ONTH/DAY/YE

amily) Name: 

e Company or a
Policy. By sign
ion form; 2) Rat
described in t

to cancel cover
of more than o
r cancellation. 

 files a statem

DENTS 

MIDDLE INIT

D DATE OF GR
EAR) 

CODE: 

nsured under the

EAR) 

EAR) 

EAR) 

EAR) 

EAR) 

a representative
ing, the studen
tes are not pro-
the brochure; 
rage under the 

one month.  The

ent of claim co

Date: _______

2014-175

TIAL: 

RADUATION:  

e Plan (Please 

e of the Compan
t acknowledges
-rated other tha
and 4) If it is 
Policy will rece

e return of unea

ontaining any f

__________ 

 

57-4 

ny or 
s the 
an as 
later 
ive a 

arned 

false, 

Matthew.Burgess
Modal



 MINNESOTA STATE UNIVERSITIES  2014-1757-4 
 

EF-2014-MN 2 of 2 

INTERNATIONAL, F-VISA AND J-VISA SCHOLAR STUDENTS MUST CONTACT THEIR SCHOOL’S INTERNATIONAL OFFICE OR STUDENT HEALTH
CENTER TO ENROLL IN THIS INSURANCE. DEPENDENTS OF ENROLLED STUDENTS MAY PURCHASE THIS INSURANCE BY FOLLOWING THE 
PAYMENT INSTRUCTIONS OR DEPENDENT ENROLLMENT INSTRUCTIONS AT THE BOTTOM OF THIS FORM. 

 
CAMPUS LOCATION: 
☐ Bemidji State University Policy # 2014-1530-4  
☐ Minnesota State University-Mankato Policy # 2014-1769-4 
☐ Minnesota State University-Moorhead# 2014-1661-4 
☐ St. Cloud State University Policy # 2014-1666-4 
☐ Southwest Minnesota State University Policy # 2014-1675-4 
☐ Winona State University Policy # 2014-1682-4 
 

☐ I elect to purchase blanket Injury and Sickness insurance coverage under the University’s student blanket insurance plan.  Below 
are the choices I have made. 

 
PLEASE CHECK ALL APPROPRIATE BOXES.       

INSURED CATEGORY:  ☐ International         
          

ID Codes  Annual (A-)  Spring/Summer (J-)  Summer (S-) 

2 Spouse ☐ $ 1,197.00 ☐ $    741.00 ☐ $    348.00 

3 Each Child ☐ $ 1,197.00 ☐ $    741.00 ☐ $    348.00 

4 All Children ☐ $ 2,394.00 ☐ $ 1,482.00 ☐ $    695.00 

5 All Dependents ☐ $ 3,591.00 ☐ $ 2,223.00 ☐ $ 1,043.00 

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

  

☐ Annual 8/15/2014 to 8/14/2015 
☐ Spring/Summer 1/1/2015 to 8/14/2015 
☐ Summer 5/1/2015 to 8/14/2015 

 
Payment Instructions: Make check or money order payable to UnitedHealthcare StudentResources in US dollars.  Mail this election 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. 

 
Dependents only: To request dependent coverage and pay online using a credit card or eCheck, please go to www.uhcsr.com/control and 
select the “Do you Need a Control Number?” link on the home page. Follow the on screen prompts to request coverage for your dependent. 
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. 
 


