UnitedHealthcare Insurance Company IJJ UnitedHealthcare
Enrollment Form - Dental

2017-1193-4 VALDOSTA STATE UNIVERSITY

IMPORTANT: Coverage will not begin until payment is received and processed.
Send completed application with check made payable to UnitedHealthcare StudentResources to:
UnitedHealthcare StudentResources, PO Box # 809026, Dallas, Texas 75380-9026.

SOCIAL SECURITY NUMBER SCHOOL ID NUMBER {3 Enroll
[ Address Change (J Name Change
Date of Change / /
LAST NAME FIRST NAME MI ENROLLEE’'S
DATE OF BIRTH
ADDRESS CITY STATE ZIP
TELEPHONE NUMBER Home ( ) Work ( ) 1 Male Q Female
PLANPERIOD 3 Annual 1 Single [ Married

Enroliment Deadline:  9/15/17
Effective and Termination Dates: 08/01/17-07/31/18

PLAN COVERAGE [ Student @ Spouse A One Child [ Two or more Children [ Spouse and Two or more Children

INFORMATION FOR DEPENDENT COVERAGE
Spouse & Unmarried Dependent Children Only (Include Date of Birth)

FirstName Initial ~Last Name (if different) ?&:323& ;‘ Relationship™ Ifif\:IilgaltZ :::t:;g:n?;&l‘z?le
a Enroll
3 Student at
@ Wife @ Husband 2 Male O Female
a Other Dental Insurance
O Disabled
Carrier Name
a Enroll
1 Studentat 1 Male & Female
1 Son @ Daughter 1 Other Dental Insurance
O Disabled
Carrier Name
a Enroll
1 Studentat 1 Male & Female
1 Son @ Daughter a Other Dental Insurance
O Disabled _
Carrier Name
a Enroll
1 Studentat Q Male @ Female
1 Son @ Daughter @ Other Dental Insurance
O Disabled
! Carrier Name
3 Enroll
QStudentat |5 pale @ Female
 Son  Daughter @ Other Dental Insurance
O Disabled
! Carrier Name

**For court ordered dependent, legal documentation must be attached. Please see school representative for more information
about the qualifications for full-time student status. If dependent does not reside with eligible subscriber, please provide
address on separate sheet.

Annual Student| 207.12 | Spouse | 207.13 [One Child 300.17 | Two or more 300.71 | Spouse + Two or more Children  551.22
Children
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For Custom URLs use:
Please send a check or money order for your premium payment, along with your completed and signed enrollment form, to the address indicated. If
you would like to use a credit card to enroll, please go to (www.uhcsr.com/usg) and select the Explore Policy on the Dental Policy card, then select

Enroll Now.

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 brochure and elects to enroll as indicated on the enroliment card; 2) Rates are not pro-rated other than as listed on the
enroliment card; 3) He/She meets the eligibility requirements for this coverage as described in the brochure; 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.

| confirm that the information | have provided on this form is complete and accurate.

| understand that the dental benefit plan | have selected provides reimbursement for certain dental costs which are more fully described in the current
Certificate of Coverage or Summary Plan Description. | understand there may be instances where treatment decisions made by my dentist or me or dental
expenses which | have incurred may not be covered by my dental benefit plan..

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to fines and confinement in prison.

The Certificate provides dental benefits only. Review your Certificate carefully.

SIGNATURE: DATE:

UnitedHealthcare Dental insurance products are either underwritten or provided by: UnitedHealthcare Insurance Company, Hartford, Connecticut (except
in New York), UnitedHealthcare Insurance Company of New York, Hauppauge, New York (New York only), or United Healthcare Services, Inc.
UnitedHealthcare Dental Select HMO product is provided or administered by the following UnitedHealth Group companies: Dental Benefit Providers, Inc.,
Dental Benefit Providers of California, Inc., Dental Benefit Providers of lllinois, Inc., Dental Benefit Providers of Maryland, Inc. and/or Dental Benefit
Providers of New Jersey, Inc. Plan Period provides coverage for the dates indicated and must be enrolled in prior to the indicated deadline date.
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We do 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 the Civil Rights Coordinator.

Online: UHC_Civil_Rights@uhc.com
Mail: Civil Rights Coordinator. UnitedHealthcare Civil Rights Grievance. P.O. Box 30608 Salt Lake
City, UTAH 84130

You must send the 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 phone number listed on your identification

card, Monday through Friday, 7 a.m. to 10 p.m. CST.

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

Online: https://ocrportal.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 provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for an interpreter. To ask for help, please call the toll-free phone number listed on your ID card, TTY
711, Monday through Friday, 7 a.m. to 10 p.m. CST.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you.
Please call the toll-free phone number listed on your identification card.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicién. Llame
al niumero de teléfono gratuito que aparece en su tarjeta de identificacion.

FAER  MREHMP X (Chinese) , BRI ERCRMUFBS HERE, BFRITEEFMIINENEER
A5 e o

i

XIN LU'U Y: N&u quy vi néi tiéng Viét (Vietnamese), quy vi sé dugc cung cap dich vy tro gitp vé ngdn ngit mién
phi. Vui long goi s6 dién thoai mi&n phi & mat sau thé hdi vién cta quy vi.

22l 8t 0(Korean)E AIEGtAl= 22 A0 X & ANHIAE 222 0|25HA == Q
NEU IIHE R 5 32 MHSZ S22 AIL.

g

LICH #otel &l

ML
0l

PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng
tulong sa wika. Pakitawagan ang toll-free na numero ng telepono na nasa iyong identification card.

BHUMAHMUE: 6ecnnaTtHble ycayru nepesoaa AOCTYMHbI ANS N0Ael, Yeil poAHOM A3bIK ABAAETCA PYCCKOM

(Russian). NMossoHuTe no 6ecnaaTHoOMy Homepy TenedoHa, yKasaHHOMY Ha Ballel naeHTUOMKaLMOHHON KapTe.

Sl Gl 43 e JlaiVl ela i ell Zalia dlaall & sall) sacbud) cilaxs o8 ((Arabic) Az all cast < 13) 4y

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa



w. Tanpri rele nimewo gratis ki sou kat idantifikasyon w.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement.
Veuillez appeler le numéro de téléphone gratuit figurant sur votre carte d’identification.

UWAGA: Jezeli mowisz po polsku (Polish), udostepnilismy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod
bezptatny numer telefonu podany na karcie identyfikacyjnej.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue
gratuitamente para o nimero encontrado no seu cartdo de identificacao.

ATTENZIONE: in caso la lingua parlata sia I'italiano (Italian), sono disponibili servizi di assistenza linguistica
gratuiti. Per favore chiamate il numero di telefono verde indicato sulla vostra tessera identificativa.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfligung. Bitte rufen Sie die gebiihrenfreie Rufnummer auf der Riickseite lhres Mitgliedsausweises an.

FEEEIE : HARE(Japanese) RSN DHIHEE. BHOEEBEXEY—EXEZZFAVWEITEYT ., BER
BREEICEEEH SN TS 7 —F A VILICEEBELCZELY,

‘;1\5\;\) uﬂ.: o)uﬁ: L Ladal v ) Lo J\:u;\ DL u&g\) J}Ja 4 @L}J Al Glead ¢l (Farsi) u.uu& Lo ULIJ )g\ eI
280 el oad a8 ek lulid @ )lS (55548

ST &A1 & I 31T REY (Hindi) 8T § oY 30 T 1T WETIan YU fo: Qe 3ueistr 1
39T ggaTT 99 R U eTel-3hr Bl FaX W el Hhi|

CEEB TOOM: Yog koj hais Lus Hmoob (Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau tus xov
tooj hu deb dawb uas teev muaj nyob rau ntawm koj daim yuaj cim ghia tus kheej.

o . < 8 o a 0 h 3 an. & o o a %, v o o D
BAMUMIEAN: mmsgﬁsunmmmsg: (K mer) tmﬂﬁ§mmhmmmﬁﬁﬁmg ﬁmgmﬂﬁf‘f_ﬁﬁ h};ﬁg!fﬂgtﬁimgﬂﬁﬁﬁig iummﬂtshmﬁgm%nnﬂmi}nnmmgm

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket
sidadaan para kenyam. Maidawat nga awagan iti toll-free a numero ti telepono nga nakalista ayan iti
identification card mo.

Dif BAA'AKONINIZIN: Diné (Navajo) bizaad bee yanitti'go, saad bee aka'anida'awo'igii, t'aa jiik'eh, bee né'ahéot'i'.
T'aa shoodi ninaaltsoos nitt'izi bee nééhozinigii bine'déé' t'aa jiik'ehgo béésh bee hane'i bikd'igii bee hodiilnih.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli
kartaa. Fadlan wac lambarka telefonka khadka bilaashka ee ku yaalla kaarkaaga agoonsiga.
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