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Overview of Forms

Process

Documentation Needed

New Add

Enrollment Application

Adding Dependent

Enrollment Application

QMCSO

Court order, QMCSO Certification Form, completed application if dependent is
not already enrolled.

QMCSO

QMCSO Disenrollment Form, and court order

Custodial Parent

Court order, completed Enrollment Application if dependent is not already
enrolled.

Disabled Dependent

Adult Disabled Dependent Form, if dependent is not already enrolled or becomes
disabled prior to maximum age of contract.

Key Employee

Enrollment Application, letter on company letterhead. Letter must contain
required information, refer to your Group Administrator’s Guide under Enroliment
and maintenance procedures.
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https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/documents/20152/127484/GLO-Qualified+Medical+Child+Support+Order+Certification+Form.pdf/7f91e4cb-b31c-a9c1-72b9-a301e24c2985
https://employer.univerahealthcare.com/documents/20152/127499/GLO-Qualified+Medical+Child+Support+Order+Disenrollment+Form.pdf/6ef52638-5c56-265f-5ece-170ca9ff37ab
https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/documents/20152/127151/UNI-EMP-BRK-INP-Adult+Disabled+Dependent+Form.pdf/c38b2a96-3759-1032-7d3b-c650e76f5073?t=1597082608790
https://employer.univerahealthcare.com/resources/forms

Process Documentation Needed
Dependent (Student) Dependent Certification Form and Enrollment Application, if not already enrolled.
Certification
Demographic Change Enrollment Application or enter action needed in the Additional Details section of
request.
Cancel Enrollment Application or Membership Cancellation Worksheet
Reinstate e If within 30 days from cancellation date, okay to reinstate without a new
application. Enter action needed in the Additional Details section of request.
e If over 30 days from cancellation date, a new Enroliment Application is
needed.
Medicare Medicare Eligibility Form or Enrollment Application
COBRA Enrolliment Application and COBRA Form. to be provided by either the employer

group or Lifetime Benefit Solutions (LBS) based on who is managing the COBRA
benefit.

UNivera, gt
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https://employer.univerahealthcare.com/documents/d/global/dependent-certification-form_unv
https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/documents/d/global/uni-emp-brk-membership-cancellation-worksheet
https://employer.univerahealthcare.com/documents/d/global/uni-brk-emp-medicare-eligibility-form
https://employer.univerahealthcare.com/resources/forms
https://employer.univerahealthcare.com/resources/forms

New Add Required Fields
Enrollment Forms Overview

UNivera, gt
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Commercial Group Health Insurance Application/Change Form

POS/HMO — Requires Primary Care Physician (PCP)

FOR INTERNAL USE ONLY

HIOS ID#
EC

Please print clearly and complete all sections that apply. Signatures are required. Additional instructions included on Page 4.

Section 1: Employer Group & Benefit Information To be completed with your Group Administrate~
Check Desired Action

-—

T Add T Cancel T Change

CONFIDENTIAL

Subscribar's Last Name:

Section 3: Reason for enrollment or change 7o be compieted by the Group Administrator Mot required for cancelstions

—— g

Group Administrator's Signature (required) __Daber— Empioyee Numiber Department Number
Medical Information Whe's ? Subscriber |Dental Information WhO's covered?
Only Status: Seif Ondy
I | S e e

Medical Group Number (B digits c Working Dental Groug Numbes ¥

ieal Grous (8 dighs) Family Retied o Hu Family

" Disabled

—_ EESaea—— Cancgled  |-——— —— — e ———
Subgroup  Class Medical Effective Date —COBRA Subgroup  Class Dental Effective Date

Medical Plan Selection

Dental Plan Selection
l:‘ Please chooss plan options from dropdoans

[l

Only fill out
the product
you are
enrolling into
(Medical,
Dental, Vision)

Enrollment Opportunity: ~/Mew Hire TIRehire Clopen Enrollment ' Medicare eligible

Special Enrollment Opportunity: T Mewly Eligible Dependent: ~ Newborn TMarriage T Other

T Change in employment status T A move in or out of the service area

CInvoluntary boss of coverage — Former dependent regains eligibility Dateof Ewent .
COBRA Election - Please indicate the reason for COBRA if applicable:

" Left Emiployment/Retired CDivorcefLegal Separation " Loss of Student Status " Death of Spouss

T Disability TIDependent Reached Max Age T Other:

Demographic Change: JAddress  [OBirthdate [JSubscriber Name — ODependent Name  [Phone Number
section 4: Cancel Information - If canceling coverage, who are you canceling coverage for?
Cancel Code: Medical Cancel Date: Dental Cancel Date: Vision Cancel Date:

Cancel Codes:
SE02-Left Employment  SB58-Change in Ernplu',\ee El'lglblllt',' Status  SB0E-Subgroup Transfer®

SB0G-Employes Mo Longer Wants Coverage® ez et SB57- Layoff Without Benefits * = Hok wighle for COBEA
SBO7-Deceased SEIS-Enrolied in Error® SMMEdl:are Eligible: paoved i seticars plan with same enployes
Dependent{s) Name: Cancel Code: | Medical Cancel Date: | Dental Cancel Date: | Vision Cancel Date:

® o Fict wiigitie, for (TSR

Cancel Codes:
M002-Deceased® MDO5-Divorced MO10-Chverage Dependent MO14-YA No Longer Qualifies™ MﬂlH-IneligiHe Dependent

MD03-Subscriber No Longer Wants to Cover Dependent™ MO07-Dependent No Longer Wants Coverage™ mﬂ!l—l'"lamage

|

Subgroup  Cass Vision Effective Date
Vizion Plan Selection

I:‘ Please chooss pian options Tom dropoowns

[

| K| B e

Section 2: Subscriber’s Information

Birthdate:
Last Name Gender: Gender II‘IEI'ItIl".' (optional): —
CIFemale T Transgender Male I;'Ler‘i‘:ehr“nnflt‘#w =¥
T Male " Transgender Female
Gender X T Prefer to self-describe:
First Name

Middle Initial  Title (e.g., Jr, S, III, etc.)

Social Security Number™™

Date of Hire/Rehire:

- - covered?
Vision Information Sell Only
TI5al B Child{ren)
e — Sell B SpousefDomeshic Pariner
Vision Group Number “Family !

MOL1-No Longer & Student MOO4-Enrolled in Error®  MOOB-Moved Out of Area MO40-Medicare Same Group®

Section 5: Information about who you would like coverage for (dependent information)

=
_- |

Only required
if you are
adding
dependents

TSpouse [Domestic Partner T Dependent Child T Adult Disabled Dependent (Separate pplication form required)

Clother

/| Last Name (¥ different) Tile  First Name M Social Security Number *=
Gender: “Female  TiMale  TiGender X Birthdate . .
Gender ilentity (stonall: _ Transgender Male  _Transgender Female  CNon-binary  Prefernottosay  CPrefer to self-descibe:
Is dependent & full-time shudent over age 197 [ Yes 1IN0 Mamied? CNo _Yes  __ Espectesd Gradualion Date:
1 yas, plesse provide name of oollegefuniersity ) " Wil dependent further education afier gradualion? CYes CiNo
Medicare Eligible T¥es “No If yes, ndlcahe reason | Age 65+ CIDisability TEnd Stage Renal *
Part A Effective Date: Part B Effective Date:

Medicare Number (I applicable)

Primary Care Physician's Last Name First Hame Tip Code ObyGyn's Last Name First Mame Zip Code

This is needed

CDependent Child [ Adul Disabled Dependent |Separate application form reguired) _Other

Last Name (i different) Title: First Name MI Social Security Number *=
Retirement Date: . « TFemale TIMale TGender X Birthdate . ,
Streel Address Age €5+ Disabity Only If you are iden ity o der Male  TTramsgerdes Female  Mon-binary Prefernotiosay  CPrefer bo self-describe:
_ TEnd Stage Renal * s dependent & full-time student over age 197 [ Yes CNo  Marded? CIMo CYes ., Expected Graduation Date: P
Subscribers Medicare Number (if aopicabie] a fe m a I e Ove r If yes, please provide name of colegefuniversity . T Will depandent further education aher graduation? TTYes TTHD
City State
_ _ Medicare Eligible TlYes TNo If yes, indicate reason T Age 65+ T Disability TEnd Stage Renal *
Medicare Part A Effctive Date  Medicane Part B Efective Date Date: Dot B
h f 19 Part A Effective Date: |, | art B Effective Date: .
Zip Cote Phane Primary Care: Physician's Last Name _ First Name Zip Code t ea ge O ecdicare Number (¥ applicable)
< Primary Care Physician's Last Name First Name Zip Coge ObjGyn's Last Name First Mame Zip Code
Oy Gyn's Last Name First Name Tp Code
\PP-352 [0723] U Mid/Large Group Paze 2
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Subscritears Last Name:
CDependent Child —Adult Disabled Dependent (Separate application form reguired) —Other

Instructions for completing the Group Health Insurance Application/Change Form

gaction 1: Employer Group & Benefit Information

Last Name (¥ cificrent) Tie  FretMame N Social Sacarity Mumber ** is section should be completed with your Group Administrator. Group Administrator's signature is required. Medical,

Gender: TFemale TMale TGenderX Birthdate ental and/or vision group numbers and information must be populated. Select who you need coverage for on the medical,

Gender identity (epionall: “Transgender Male  “TTransgander Female  CNon-binary  TFrefer nottosay  CIFrefer In sef-describe: O n I ental and/or vision plan(s). Mext, select the medical, dental and/or vision plan{s) you are enrolling in. All products may

y ot be applicable to your employer group. Please check with your Group Administrator, Indicate the subscriber's status,

Is dependent a full-time student over aje 197 Yes [No Mared? [(No ! Yes Bspeded Gradualion Date: §

If yes, please provide name of collegeyuniversity Will dependent further education after graduation? _Yes | CO m | ete if jon 2: Subscriber’'s Information

Medicare Eligible ~Yes — No If yes, indicate reason Age 65+ " Disability TEnd Stage Renal * p is section should be completed by the Subscriber. **\We are required fo ask for your secial security number in order to

Part A Effective Date: Part B Effective Date: | Oth e r e;.t wr‘r:lepo'l:ﬁlgzzlig;ions und:l:tthe ﬂﬁt:al'duhlat;au_a J:;:'t : 11f':r:5 additional pridlti::zlmdﬁnn needed if eligible for

Merkcare Humber (i anpicabie) icare due to . Please contact your Group Administrator for the appro rm.

Primary Care Physican's Last Hame First Name i Code DiyGyn's Last Name First Name /p Code . ender and gender identity: Univera Healthcare does not discriminate on the basis of gender identity, gender
Cove ra ge I s wpression or behavior, In order to ensure that you are receiving access to high quality, affordable health care based on

Mote: Liee am saitionsd sppiication or addendem ¥ more than thres depesdents nasd coversge our individual needs, we ask that you consider completing this eptional gender identity section of the application.

Section 6: Other coverage information (Reqguired) - You may be contacted for additional information I H bl ivera Healthcare will not limit coverage or impose any additional cost-sharing for any otherwise-covered services that
] ] . ] B ) — — a p p I Ca e re ordinarily available to individuals of one sex, to a transgender individual, based on the fact that an individual's sex

Have you or any member of your family been enrolled in other medical or dental coverage? ~Yes No ssigned at birth, gender identity, gendsr expression or behavior or ge atherwice recorded is differant From the

If yac, what type of coverage? T Medical TDental gender for which health care services are ordinarily available,

What is the effective date of the other coverage? " 'Madical: . ) " Dental: . ,

Saction 3: Reason for enrollment or change
Select the box(es) that describe(s) the reason for this enrollment or change regarding health insurance coverage and
include the date of the event. An event is a specific occurrence, due to change in status, marriage, divorce, birth or

What is the name of the other carrier?
Are you keeping the coverage? ~Yes T No

I no, when will the coverage end? TMedical: _ | | CDental: adopbion, group's anniversary date, or rate changes. Your request must be received within 30 days of the event date.
Policyholder's name ID#(s) Please see your Group Administrator for events that fall outside the 30-day period. You may be required to provide
Who did the insurance cover? TSelf Only  TSelf & Spouse/Domestic Partmer  T1Self & Child{ren) T Family documentation of certain events.
Section 7: Release - You must sign and date this form to be eligible for health insurance Section 4: Cancel Information - If canceling coverage, who are you canceling coverage for?

L n 3 . If you are canceling coverage, complete the appropriate section for who you are canceling. List the cancel code and enter
I acknowledge and agree that by signing this enrcllment form and subsequently accepting services, I and everyone else the date(s) the coverage is to be canceled. List each applicable dependent to be canceled.
who is covered under the contract you issue is bound by the terms and conditions of the contract applicable to my
coverage. This includes, without limitation, the terms and conditions regarding the receipt and release of medical records Section 5: Information about who you would like coverage for (dependent information)
and information, I make this acknowledgement and agreement on behalf of myself and each other person who accepts Please include information about all the people who you would like coverage for.
coverage under the terms of the contract applicable to my coverage (who may include, for example my spouse and my Use an additional application or addendum if more than three dependents need coverage.
eligible family dependents). If your dependents are Medicare eligible, complete the questions regarding Madicare coverage.
I hereby accept responsibility for payment of any portion of the premium, Qualified guidelines for coverage include:
I hereby represent that all information furnished by me hereon is true and complete to the best of my knowledge. + A legal spouse/domestic partmer (An ex-spouse no longer qualifies as of the date court documents are stamped
Pediatric dental is an essential health benefit mandated by the ACA. If your employer group does not provide pediatric and filed with the county clerk)
dental coverage through this Univera Healthcare plan, you agree to enroll in the dental plan offered to *  Must be under the eligible child age for your employer group including natural, adopted or stepchild{ren)
you by your employer, +  Child{ren) Only coverage is available for children up to age 26 or 29 depending on the employer group coverage.
EXCLUSIVE PROVIDER ORGANIZATION (EPO) I understand that if Telect Exclusive Provides Drganization (EPO) coverage, except in an *  There are additional eligibility requirements for dependents pending adoption, for which you are the legal
emengency, all care must be provided by medical providers who participate with the EPD and I will not receive benefits for care that I receive from guardian, andfor a disabled dependant who is over the maximum dependent age. Please contact your Group
[h!f\rilﬂ‘s wih do I'I'I participate with the EPO. HEALTH P_Iﬂ]"TEHAHCE ORGANIZATION (HMO) I ms!.am that I have slected a Health Administrator for the approprizte form.
Martmamel:»ﬂnza_mn[HHmﬂmam_matIam_nen.umdhod‘mcseaﬁlmam EarePrﬂmer{PEPiwmﬂ_mﬁemrpiﬁEﬂfare.msaem r— ired to ack fo il . ber i d . L
otfier health care services, and, when required, cbtin prior approval fo entain Servces Quch as Inpatient Facility Care. PREFERRED PROVIDER & are requi ask for your social security number in arder to mest our reporting obligations under the Affordable
ORGANIZATION (PPO) 1 understand that the Preferred Provider Organization (PPO) coverage is comprised of an in-network benefit that is dependent Care Act.
on the wtilimtion of medical providers who participate with the PPO and cut-of-network benefit that provides coverage for services of medical providers * There is additional information needed if eligible for Medicare due to ESRD. Please contact youwr Group Administrator for
wiho 0o Mot partipate with Ee PRO. T understand Hat INe in-network benefit provides ihe Nighest Ievel of coverags under the pian. POINT OF the appropriate form.
FERVILE (POG) 1 nderstond that the Point of Senice (PCG) plan provides services on bwo benefit levels: in-network or oul-of network benefits. [ A saparate Adult Disabled Dependent application form is required for applicable dependents, Please contact your Group

understand that the in-network benafil provides the highest leed of Ooverage under the plan and hat I must chocse & Primary Care Provides [POP) 1o e v
prosdde my primary care, overses miy other health care sarvices, and, when required, obtain prioe appeoval for certain services sisch a5 Inpatient Faciity Administrator for the appropriate forms.
care.

I have thoroughly read, understand and agree to comply with the terms of the release in this section.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for
the purpose of misleading, information concerning any fact material thereto, commits a fraudulent
insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed 55,000 and the

Saction 61 Dther coverage information (Required)
Please include accurate information in this section. This could affect the processing of your application and/or claims.

stated value of the claim for each such viclation. Section 7: Release
] } Subscriber signature and date are required in this section. The subscriber must sign the application prior to or within 30
Subscriber Signature Date days of the effective date or qualifying event date.
Please return to P.0, Box 211256 Eagan, MN 55121-2656 APP-352 (0723) U Mid/Large Group Paged

If you have questions, please contact your Group Administrator, Or, visit us at: UniveraHealthcare, com

APP-352 (0723) U Mid/Large Group Page 3



PPO/EPO/Indemnity — No Primary Care Physician (PCP)
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Commercial Group Health Insurance Application/Change Form
Please print clearly and complete all sections that apply. Signatures are required. Additional instructions included on Page 4.

Section 1: Employer Group & Benefit Information To be completed with your Group Administrar-:

FOR INTERMAL USE ONLY

HIOS ID#
EC

Check Desired Action

Emﬁger Name

Wm [ =pplicable) \7%

CONFIDENTIAL

Add Cancel O Chany
Diepartmes

Group Administrator's Signature (required)
Medical Information

Whe's co
nky
Self & Child{ren}

Subgroup

Medical Group Mumber (8 digits)

Class

Family

Medical Plan Selection

Self & Spouse/Domestic Partner

Employee Number

Subscriber |Dental Information E,f.ﬁ,.:e"d?
s“::ﬁ‘::ly TSelf & Child(ren)
e " riself& Spouse/Domesti
R:(:ir;g Diental Group Mumber CFamily
Disabled
E:I;I;U:;d Sibgroup Class Dental Effe

Dental Plan Selection

Ll
[]

Only fill out the
product you
are enrolling
into (Medical,
Dental, Vision)

c P,

D Please choose plan options from dropdowns

[

o - Who's covered?
Vision Informa el Oy
Self & Child(ren)
™ | |Vision Group Number _:ﬁ;‘SMse.l'Dumesu
Subgroup  Class Vision Effective Date
Vision Plan Selection

ic Partner

-]
_|

Birthdate: . n
Last Name Gender: Gender |denl:|t\r 1z
~ Female T Transgender Male ;?::;“:fym =¥
T Male T Transgender Female
: Gender X T Prefer to self-describe:
First Name
Social Security Number**
Middle Initial Title (e.g., Ir, Sr, IIL, etc.) Date of Hire/Rehire:
Retirement Date: . .
Street Address Thge 65+ TDisability
TEnd Stage Renal *
Subscribar's Medicare Number (i applicable)
City State R I
Medicare Part A Effective Dete  Medicare Part B Effective Date
Zip Code Phone

APP-352 (0723) U Mid/Large Group

Page 1l

Only required
if you are
adding
dependents

Subscriber's Last Name:

Section 3: Reason for enrollment or change Te be completed by the
" Open Enrollment

Enrollment Opportunity: “New Hire T Rehire MedIGI e e||g|ble

Spedial Enrollment Opportunity: T Newly Hligible Dependent: T Newborn TManiage  DOther
TIChange in employment status T A move in or out of the service area

TInvoluntary loss of coverage T Former dependent regains eligibility Date of Event ___, ,

COBRA Election - Please indicate the reason for COBRA if applicable:

T Left Employment/Retired M Divorcef/Legal Separation TLoss of Student Status T Death of Spouse
T Disability M Dependent Reached Max Age T Other:
Demographic Change: DAddress  OBirthdate  OSubsaiber Name  ODependent Name  ©OPhone Number

Section 4: Cancel Information - If canceling coverage, who are you canceling coverage for?
Medical Cancel Date: Dental Cancel Date: Vision Cancel Date:

Cancel Code:

Cancel Codes:
SBOZ-Left Employment
SBO&-Employee Mo Longer Wants Coverage® (subsoiber mouest)

5B58-Change in Employee Eligibility Status SB08-Subgroup Transfer®
SB57- Layoff Without Benefits
SB44-Medicare Eligible (Moved tm Mesicare plan with same empioyer)

Dental Cancel Data:

Vision Cancel Date:

SBO7-Deceased SB09-Enrolled in Error*

Cancel Codes:
M002-Deceased*®

Name: Cancel Code: | Madical Cancel Date:

MO05-Divorced MO10-Overage Dependent MO14-YA No Longer Qualifies* M013-Ineligible Dependent
MO003-Subscriber No Longer Wants to Cover Dependent® MO07-Dependent No Longer Wants Coverage® MO03-Marriage
MO11-MNo Longer a Student MO04-Enrolled in Error*  MO0S-Moved Out of Area® MO40-Medicare Same Group®

Section 5: Information about who you would like coverage for (dependent information)

“Spouse [JDomestic Partner T Dependent Child T Adult Disabled Dependent (separate application form required)

Last Name (if different) Tite  First Name ML Social Security Number **
Gender: TFemale  TMale TGender X Birthdate
Gender identity miy der Male I der Female Non-binary Prafer not to say Prefer to self-describe:

Expected Graduation Diate:
W’II dependent further education after graduatnn’ _YE CNa

TAge 65+ [ Disability TEnd Stage Renal *
Part B Effective Date: __

Married? CNo CiYes

Is dependent a full-time student over age 197 [Yes [No
If yes, please provide name of college/university

Medicare Eligible DYes TNo

If yes, indicate reason
Part A Effective Date:

Medicare Number (if applicable)

¥ Additional Dependent{=) ¥

TDependent Child T Adult Disabled Dependent (Separate application form required) T Other

Last Name (if different) Tile  First Name MI Social Security Number **
Gender: TFemale TMale TGender X Birthdate

Gender identity (optionaly T Transgender Male  TITransgender Female Non-binary Prefer not to say  [1Prefer to salf-describa:

Expectad Graduation Date:
W’II dependent further education after graduamn7 _\‘E CONo

If yes, indicate reason  TAge 65+ [ Disability TEnd Stage Renal *
Part A Effective Date: _, Part B Effective Date: ___,

Married? CNo CYes

Is dependent a full-time student over age 197 [T¥es [No
If yes, phease provide name of college/university

Medicare Eligible DYas TNo

[—

Medicara Number (if applicable)

APP-352 (0723) U Mid/Large Group Page 2



Subscriber’s Last Name:
[ Dependent Child 2 Adult Disablad Dependent (Separte apslication frm required) [Cther Instructions for completing the Group Health Insurance Application/Change Form

Section 1: Employer Group & Benefit Information
This section should be completed with your Group Administrator. Group Administrator’s signature is required. Medical,
dental and/or vision group numbers and information must be populated. Select who you need coverage for on the medical,

e Only
Gender: T Female Male Gender X Birthdate - - . s )
Giandian id . =} N Eim . Biney — - ﬁb.__ dentzl and/or vision plan(s). Next, select the medical, dental and/for vision plan(s) you are enrolling in. All products may

Last Name (if diferent) “Tele First Mame -l Social Security Number **

_ I not be applicable to your employer group. Please check with your Group Administrator. Indicate the subscriber’s status.
Iz dependent a full-time student over age 197 [ves TNo  Mamied? TNo [es | Expected Graduastion Date: CO m p ete
1F yes, olease provide name of collage/universiy Wil deps dependent further education ater graduation? ~Tes 1Ng _mﬁed](]' n 2: SS;_.I'OIHmId i)l;er’s [I'Ilgt()ﬂedll-ab tiﬂ-og T o o | ber d
Medi ible TlYes CINo i3 indicate DAoe 65 — Disabil “End Stage Renal * H is section shou comp y the Subscriber. e are required to a I your social security number in order to
icar= Eig = paﬁ : FF _ver;: Age 5+ Part B Itvﬁ e Diak: e If Ot h e r meet our reporting obligations under the Affordable Care Act. * There is additional information needed if eligible for

- Medicare due to ESRD. Please contact your Group Administrator for the appropriate form.
Medicane Numnber (i apolicable) ra e iS
Cove g Gender and gender identity: Univera Healthcare does not discriminate on the basis of gender identity, gender

- — - . expression o behavior. In order to ensure that you are receiving access to high quality, affordable health care basad on
Note: Use an additional application or addendum if more than three dependents need coverage a p p I | Ca b I e your individual needs, we ask that you consider completing this optional gender identity section of the application.
Section 6: Other coverage information (Required) - You may be contacted for additional information Univera Healthcare will not limit coverage or impose any additional cost-sharing for any otherwise-covered services that

. > are ordinarily available to individuals of one sex, to a transgender individual, based on the fact that an individual's sex

e ?’"_Tamh = i“dbd Bt o eniut eyl s s assigned at birth, gender identity, gender expression or behavior or gender otherwise recorded is different from the
If yes, what type of coverage? TIMedical Dental gender for which health care services are ordinarily available.

What is the effective date of the other coverage? TMedical: . . DDental: . .
Whiat is the name of the other carmier? Section 3: Reason for enrollment or change
Are you keeping the coverage? DYes TlNo Select the box{es) that describe{s) the reason for this enrollment or change regarding health insurance coverage and
Tf no, when will the coverage end? T Medical: = Dental: include the date of the event. An event is a specific occurrence, due to change in status, maniage, divorce, birth or
pdrp' o — - - adoption, group’s anniversary date, or rate change. Your reguest must be received within 30 days of the event date.

Ws rame — — ID#(s) — - — Please see your Group Administrator for events that fall outside the 30-day period. You may be required to provide
Who did the insurance cover?  OSelf Only  TSelf & Spouse/Domestic Partner Self & Child(ren)  — Family documentation of certain events.
Section 7: Release - You must sign and date this form to be eligible for health insurance Section 4: Cancel Information - If canceling coverage, who are you canceling coverage for?
I acknowledge and agree that by signing this enroliment form and subsequently accepting senvices, T and everyone else If you are canceling coverage, complete the appropriate section for who you are canceling. List the cancel code and enter
who is covered under the contract you issue is bound by the terms and conditions of the contract applicable to my the date(s) the coverage is to be canceled. List each applicable dependent to be canceled.
coverage. This includes, without limitation, the terms and conditions regarding the receipt and release of medical records
and information. I make this acknowledgement and agresment on behalf of myself and each other person who accepts Section 5: Information about who you would like coverage for (dependent information)
coverage under the terms of the contract applicable to my coverage (who may indude, for example my spouse and my Please include information about all the people who you would like coverage for.
ehigible family dependents). Use an additional application or addendum if more than three dependents need coverage.
I hereby accept responsibility for payment of any portion of the pramium. If your dependents are Medicare eligible, complete the questions regarding Medicare coverage.
I hereby represent that all information furmished by me hereon is true and complete to the best of my knowledge. Qualified guidelines for coverage include:
Pediatric dental is an essential health benefit mandated by the ACA. If your employer group does not provide pediatric + A legal spouse/domestic partner (An ex-spouse no longer gualifies as of the date court documents are stamped
dental coverage through this Univera Healthcare plan, you agree to enroll in the dental plan offered to and filed with the county derk)

by your employer. *  Must be under the eligible child age for your employer group including natural, adopted or stepchild(ren)

Eﬁlﬂfaﬁﬁﬁfﬁ'ﬁﬁwﬂ;ﬁmyﬁS;ﬁlﬁﬂﬂﬁ?ﬂ"épc"f nndwlidﬁ E&&Zﬁ;ﬂ%caﬁxﬂﬁm: frorm +  Child(ren) Only coverage is available for children up to age 26 or 29 depending on the employer group coverage.

s wi tho et particioute with e EPO. HEALTH MATNTENANCE DRGANIZATION (HMO) T urderstand that I have dected s Hadkth . Therfe_are additional eligibility requirements for deqmdents pending adoption, for which you are the Ie_gal
Maintgeance Organization [HMOY) plan and that T am requined to choose & Primary Care Provider (PCP) who will provide my primary care, cwerses my guardian, and/or a disabled dependent who is over the maximum dependent age. Please confact your Group
other health care ’?m"‘; d'da:ﬂunndrugl.l“i‘r‘:;obt-in priar m—l for certain s[-wu:}n such as Irm.rt;:ju::y can. PI.EFEI\‘.I\‘.ED PIIUH'.II;EII o Administrator for the appropriate form.
DRGANIZATION (PPO] I understa Preferred Pr Organization [PPO) coverage iz compri an in-network benefit that i depe ¥ i - ;- 2 - - - rP— -
m,,::o"mm of madficad "“ﬁ"’l'h&“'“gﬁ"u"ﬂ et T’ m;d_murk“ ,:;‘::‘, - mw-geann- mﬂgf’#&"dﬂ’ [:a?’lueeﬁit.m required to ask for your sodal security number in order to meet our reporting obligations under the Affordable

) e

:Env:cr: %ﬁwﬂﬁm mupn:.gg':f s,e.-“e%: Lrs‘.-;. olan nmgﬂg;-::ﬁiq m:gbenefz haﬁf:;:;i ;g?g:ﬁ.-mt benafis. 1 * There is additional information needed if eligible for Medicare due to ESRD. Please contact your Group Administrator for
understand that the in-netwark benefit provides the: highest level of coverage under the plan and that | must choose a Primary Care Provider (PCP) o the appropriate form.
::?:* my primary care, oversee my other health care services, and, when required, obtain prior approval for certain services such as Inpatient Faciity A separate Adult Disabled Dependent application form is required for applicable dependents. Please contact your Group
I have thoroughly read, understand and agree to comply with the terms of the release in this section. Administrator for the appropriate forms.

Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing any materially false information, or conceals for
the purpose of misleading, information concerning any fact material thereto, commits a fraudulent

insurance act, which is a crime, and shall also be suh]ect to a civil penalty not to exceed £5,000 and the Section 6: Other cove inf - .
- : rage information (Required)
stated value of the claim for each such violation. Please indude accurate information in this section. This could affect the processing of your application and/or claims.
- = -
Subscriber Signature Date Section 7: Release
o PO, Box 211256 Eagan, MN 551212656 Subscriber signature and date are required in this section. The subsaiber must sign the application prior to or within 30
M reburr n, ﬂ: + -
If you have questions, please contact your Group Adrm‘ﬁtrm Or, wisit us at: UniveraHealthcare.com days of the date or qualifying date.
APP-352 (0723) U Mid/Large Group Page 4
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How to Access the Enroliment
Inquiry & Support Dashboard
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Visit www.univerahealthcare.com

Click “Login/Register”
I

univera

HEALTHCARE

Home Find aPlan ~ How it Works ~ Find a Doctor -

Paying Your Monthly Premium

Home Members Medicare Members Employers Brokers 1 Providers
Q Search 7 GetHelp Login/Register

Health and Wellness -

Find the best plan for you
with Medicare, individual and

family plan options. ®

The Univera Healthcare Advantage

univera, |t

HEALTHTCATRE
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http://www.univerahealthcare.com/

Click “Get Help” in
the top right-hand
corner

a _ Accounts-e:ti& Log Out

UNIVETa,  empioyers Q s

HEALTHCARE

Home Enroll & Update ~ Compare Plans ~ Billing Data Reporting ~ Resources ~

2025 Small Group Product

Updates ®

univera, e

HEALTHTCATRE



Click “Enrollment Inquiry &
Support Tool”

- _ Account Settings | Log Out
Umvera Employers

Q, Search 7 GetHelp
HEALTHCARE

Home Enroll & Update -~ Compare Plans -~ Billing

Data Reporting -~ Resources -

Employers » ContactUs

Contact Us

ByEmail ByPhone By Mail

Follow these links to send a privatf, secure message to us. Our representatives will respond within four business days. If you need an immediate response, please call by telephone.

Enroliment Inquiry & Support Tool

(@ Login and use the Enrollment & Inquiry Support tool to send all inquiries to our Enroliment team. S5L encryption ensures that the information transmitted remains secure.

(@ Check Out Our Process for Enroliment Inquiry & Support [3
If you do not hawve online account or need access to additional online features, it's easy!
Register or create an account or request access today !

= Select the type of access you need:
o Enroliment and Account Maintenance
e Online Bill Pay
& Annual Group Information Form
« Complete all fields; click "Submit’
* Requests are typically completed within 3-5 business days.

univera, et
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To access tips, click on Enrollment Inquiry &
Support

Contact Us

By Email ByPhone By Mail

Follow these links to send a private, secure message to ys. Our representatives will respond within four business days. If you need an immediate response, please ca
Enrollment Inquiry & Support Tool ﬁ

® Login and use the Enrollment & Inquiry Suppoft tool to send all inguiries to our Enroliment team. SSL encryption ensures that the information transmitted rer

\ 4

® Check Out Our Process for Enrollment Inquiry & Support [}
If you do not have online account or need access to additional online features, it's easy!
Register or create an account or request access today !

s Select the type of access you need:
o Enrollment and Account Maintenance
o Online Bill Pay
o Annual Group Information Form
+« Complete all fields; click 'Submit"
» Requests are typically completed within 3-5 business days.

+ Add or Remove Group Numbers for Online Enroll & Update
+ Prescription Drug Help Desk
« Web Training/Support

s _JTcchnical Website lssues

Enrollment Inquiry
Support tool process

Security

You will need to log in before using the Enrollment Inguiry
& Support ool When submitting requests, the form

will aute -populate specific fields based on your profile.

It utilizes Secure Sockets Layer [SS5L) technology (the
industry standard for secure transactions) to transrmit the
infarmation to our request managernent system_

Completing the form

The most commen reason for an inguiry is likely to be
Eligibility Maintenance. You should select this option

for subseriberimermber activity, which includes new
enroliments, additions to an existing contract, changes,
terminations, etc. All appropriate paperwork must
accormparty the request, and you must complete the
required fields. If retroactive review is required, please refer
tor the Member Retro Submission Tip Sheet on page two
and include a completed Exception Reguest form.

Attachments

Please ensure that all selected attachments are uploaded
o the request before clicking the “Agree and Submit”
butten. Attach your docurmentation. The functionality of
attachrnents may vary depending on the browser and
wersion being used. Web browsers such as Google Chrorme
allow multiple attachments to be submitted an the same
request In contrast, specific versions of Microsoft Edge
rmay only allow one attachment. If your browser has an
“Upload™ button, fully upload the attachments to the form
befora submitting.

UM 19571198 25-24MB

univera

HE A LTHTG CAMRE

Benefits of the tool

This tool is designed to streamline your work
by handling elig
enrollment inquiries, billing/reconciliation
requests, and other support requests.

By submitting your inguiries and requests via this
tool, you ensure they are securely transmitted
directly to our request management system,
which efficiently assigns and processes them
within our Enrollment departrment.

ity maintenance requests,

Tracking and notifications

You will be given a case |D immediately when your case
is submitted Your dashboard will be updated with the
case 1D in real time. The case 1D is used for tracking
purposes. Click the "Search’ button to refresh the list and
view the most up-to-date status of your inquiries. Upon
completion, the secure email you receive will contain the
case |0, company name, group number(s), subscriber
narne, and subscriber ID, if applicable, and entered in the
request |t will also contain resolution comments. If you
have any questions concerning the status of a specific
inguiry, please use the case ID to check the status on your
dashboard. Contact your account service consultant with
the case number if further assistance is needed.

Additional information needed

If your inquiry does not contain the necessary information
to complete the request, you will receive an initial secure
ermail asking for additional information. Replying promiptly
to the secure email in the ZixIT portal will keep the case
open and send the additional infarmation provided to the
reviewer. A second reminder email will be sent on the due
date. In most cases, this will be two business days Later.
Suppose additional information is not received within

ten days of the due date. In that case, the request will be
aute closed, and you must submit a new request. The
initial request must contain all required infarmation to
prevent enrallment delays. Use your Group Maintenance
Guide, a comprehensive resource that provides answers
to commaon guestions on enraliment guidelines, billing,
online bill pay, and many other topics, to ensune your
request contains all the necessary information.

univera.

For you.

HEALTHTCATRE
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Creating a New Case

univera, fees
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The Dashboard can be used to locate previously submitted cases and create new requests.

Resources ~

To Create a
New Case

Employers » Contact Us : Enrollment Inquiry & Support

Enroll & Update -~ Compare Plans ~ Billing Data Reporting

Enrollment Inquiry & Support

DASHBOARD

+ Create New Case

The system
automatically
defaults to 90
days. These dates
can be changed to
access previously
submitted cases
beyond 90 days.

My Cases

From

—— 01-22-2025

B

Show 10 - entries

REASON
FOR

CASEID
INQUIRY

To

\ If you have any questions regarding your case, please contact your dedicated Account Service Consultant.

04-22-2025 i Q, search
Search:
A
ACTION DATE LAST
NEEDED SUBMITTED UPDATED GROUP NUMBER(S)

DATE

TIP:

The Status is in real
time. If you would like
to refresh, click the
blue “Search button.

GROUP SUBSCRIBER STATUS
NAME NAME

Use the Search bar
to enter keywords.

univera, fstree
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Below is the form that will appear after clicking “+ Create a New Case” you will be
brought to this page. Fill out the required fields (*).

Home Enroll & Update -~ Compare Plans ~ Billing Data Reporting ~ Resources ~

Employers : ContactUs : Enrollment Inquiry & Support

Enrollment Inquiry & Support

FORM

< Return to Previous Page
*Required Fields
Please provide as much information as you can then click ‘Agree and Submit’ at the bottom of the form. We protect the privacy of your message with S5L Encryption [ .

Your Mame *

Your Phone * Extension

Phone Number

Your Email *
Your Role *
Group Administrator Broker of Record
Case For*
Direct Pay Individual Market Employer Group Market

univera, ftree
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Case For: Employer Group Market

Select Your Role option based on your applicable
role as either the Group Administrator or Broker of
Record

In the Case For field select Employer Group
Market.

In the Market Segment field select either
“Commercial Group Health Insurance” or
“Medicare Employer/Union Group Health Plan”

NOTE: In the Case For field Individual Market is for
direct pay plans only. Employer groups should not
be using this option. It is an option for our Brokers
of Record when enrolling through the Exchange. In
these instances, the option to select under Market
Segment would be Qualified Health Plan Individual
& Family Health Insurance.

Your Role *

Group Administrator Broker of Record

Case For*

Direct Pay Individual Market

Market Segment *

-Please Select-

| Qualified Health Plan Individual & Family Health Insurance

Employer Group Market

Commercial Group Health Insurance

Medicare Employer/Union Group Health Plan

univera.

HEAILTMHTGCATRE

Right here.
For you.
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Market Segment:
Commercial Group Health Insurance

e
E_ln]‘rera Home Enroll & Update ~ Compare Plans ~ Billing Data Reporting ~ Resources

HIALTHCARLE

Your Role *
Group Administrator Broker of Record
Then select the

Case For * Reason for Inquiry Market Segment *
SeleCt Bl e Employer Group Market from dropdown. \ Commercial Group Health Insurance ~
Commercial \
Grou P Health il Reason for Inquiry *
Insurance -Please Select-

-Please Select- ¥ | ® View Details

under Market -Please Select-
Segment. | Qualified Health Plan Individual & Family Health Insurance i eE——

T—

Medicare Employer/Union Group Health Plan
Group Number(s) * | _ Billing and Reconciliatioi

Search Group Mumber

Group Number not listed @ +

Enter Group Mumber

Group Number (& digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

univera, e
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Commercial Group Health Insurance

Reason for Inquiry:
Eligibility Maintenance

UNivera, gt
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Action Needed: Add new subscriber/policyholder

Reason for Inguiry *

Eligibility Maintenance

. G) View Details

Action Needed *

Add new subscriber/policyholder

Group Mumber(s) * <

Search Group Number

Enter Group Number

Subscriber First Name * @

Subscriber First Name

Plan(s)

_IMedical

_|Dental

_IRX Only

_IVision

Group Mumber not listed @ ﬂ

Group Number (8 digits) OR Group Number with Subgroup (12 digits). C

If the group number does not appear in the listing,
manually add it under “Group Number not listed.”
Ability to add up to four (4) group numbers.

Subscriber Last Name *

Subscriber Last Name

Action Effective Date *

R
MM-DD-YYYY =

MM-DD-YYYY &

&

MM-DD-YYYY

MM-DD-YYYY &

ick + icon for additional entries

The Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Group Name
 Effective Date

| Subscriber DOB
 Plan Selection

_ Subgroup

* Dependent Name

* Dependent DOB

_ Dependent Information

* Dependent Gender

Group Number

Subscriber Name

Subscriber Gender

Class

Qualifying Event

Relationship

(If applicable)

Other Coverage Information | Group Administrator

Signature

Subscriber Signature

univera.

HEAILTMHTGCATRE

Right here.
For you.
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Action Need: Add or change coverage for a dependent

Reason for Inquiry * Action Needed*
Eligibility Maintenance “ (@ View Details Add or change coverage for a dependent
Group Number(s) *

Search Group Number

Group Number not listed © +

Enter Group Mumber

Group Mumber (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries
Subscriber First Name * @ Subscriber Last Name * Action Effective Date *
Subscriber First Name Subscriber Last Name MM-DD-YYYY ]
Subscriber ID * + The Action Needed requires these elements when filling out the
NE——— paper Enrollment Application being attached:
Effective Date Reason for Adding
Each individual may have one or more subscriber |Ds related to a medical, dental or vision policy. Click + icon to add additional subscribeq Subscriber |nf0rmati0n Dependent |nf0rmati0n (Only
Dependent First Mame * Dependent Last Mame * + FEQUiI’E‘d tO ||$t dependent bEing
Dependent First Name Dependent Last Name added}
Group Administrator Signature | Subscriber Signature
J

univera, e

HEAILTMHTGCATRE

21



Action Needed: Reinstate or re-enroll a cancelled/termed policy

Reason for Inquiry *

Eligibility Maintenance

Group Number(s) *

Search Group Number

Group Number not listed €

Enter Group Number

Group Mumber (8 digits) OR Group Number wit

Subscriber First Name

Subscriber First Mame

Plan(s)

_IMedical

_|Dental

_IRX Only

_IVision

Subscriber ID *

Subscriber ID

* (D View Details

h Subgroup (12 digits). Click + icon for additional entries

Subscriber Last Name

Subscriber Last Name

Action Effective Date *

MM-DD-YYYY &

@t

MM-DDYYYY

MM-DD-YYYY

MM-DD-YYYY &

+

Action Meeded *

Reinstate or re-enroll a cancelled/termed policy

The Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Group Administrator Signature

Qualifying Event

Subscriber ID or Name

Effective Date

Group Name

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

Group Number

univera, e

HEAILTMHTGCATRE
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Action Needed: Cancel/terminate a subscriber/policyholder

Reason for Inquiry * Action Needed *
Eligibility Maintenance (@) View Details Cancel/terminate a subscriber/policyholder
Group Mumber(s) *

Search Group Mumber

Group Number not listed & +

Enter Group Number

Action Effective Date * Group Name or Number

Group Mumber (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries
Subscriber Eirstilame Subscribes Last Name The Action Needed requires these elements when filling
Y Sibssiber Casb e out the paper Enrollment Application being attached:

Cancel Effective Date

i3

Subscriber SSN or ID

MM-DD-YYYY

Subscriber Name

Subscriber ID * 7y Group Administrator Signature

Subscriber ID

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera, fstree
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Action Needed: Cancel/terminate a dependent

Reason for Inquiry * Action Needed *

Eligibility Maintenance ~ (@) View Details Cancel/terminate a dependent

Group Mumber(s) *

search Group Number

Group Number not listed @ +

Enter Group Number

Subscriber 1D

Group Number (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries
Subscriber First Name * @ Subscriber Last Mame * Action Effective Date *
Subscriber First Name Subscriber Last Name MM-DD-YYYY =
Subscriber ID * + The Action Needed requires these elements when filling

out the paper Enroliment Application being attached:

Effective Date

Reason for Terming

Each individual may have one or more subscriber |1Ds related to a medical, dental or vision policy. Click + icon to add additional s . 8
Subscriber Information

Dependent First Mame * Dependent Last Name * =+

Dependent Information (only
required to list dependent being
termed)

Dependent First Mame Dependent Last Mame

I Subscriber Signature

univera, |t

HEAILTMHTGCATRE
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Action Needed: Update demographic data for an existing member

Reason for Inquiry * Action Meeded *

Eligibility Maintenance “ | (@ View Details Update demographic data for an existing member

Group Mumber(s) *

Search Group Mumber

Group Number not listed @ + The Action Needed requires these elements when filling out
Enter Group Number the paper Enroliment Application being attached:
Group Mumber (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries Address Change . New address
* Subscriber Information
Subscriber First Name Subscriber Last Mame - - - - -
Subscriber Name * Subscriber Information (including
Subscriber First Mame Subscriber Last Name Change name change)
Action Effective Date * Dependent Name * Subscriber Information
MM-DD-YYYY & Change * Dependent Information (including
name change)
Subscriber 1D + { Birth Date Changes *  Subscriber Information (if applicable)
Subscriber ID * Dependent Information (if applicable)
Each individual may have one or more subscriber |Ds related to a medical, dental or vision policy. Click + icon to add additional Gender Changes ) SUbscriber Information (if applicable)
* Dependent Information (if applicable)

univera, fstree
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Action Needed: Move to COBRA

Reason for Inquiry * Action Needed *

Eligibility Maintenance ~ | (@) View Details Move to COBRA )

Group Number(s) *

Search Group Mumber

Group Number not listed @ 1L

Enter Group Number

Group Number (8 digits) OR Group Number with Subgroup {12 digits). Click + icon for additional entries

Subscriber First Name subscriber Last Name | 1he Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Subscriber First Mame Subscriber Last Name
Group Administrator Signature | Subscriber Signature
Action Effective Date *
e Effective Date Subscriber ID or Name
MM-DD-YYYY :::)
Group Name or Number Subgroup
Subscriber ID * +
Class
Subscriber 1D

Each individual may have one or more subscriber |Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber |D(s) for the same individual.

univera, ftree
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Action Needed: Add multiple new members to the same employer

Reason for Inquiry *

Eligibility Maintenance ¥ (@ View Details

Group Number(s) *

Search Group Mumber

Group Number not listed @ 4

Enter Group Number

Group Mumber (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional &

Action Meeded *

Add multiple new members to the same employer -

The Action Needed requires these elements when filling

out the paper Enrollment Application being attached:

Group Name

Group I'%meer

Effective Date

Subscriber Name

Subscriber DOB

Subscriber Gender

Plan Selection

Class

Application needed for
each member being
added to the same

employer group.

Subgroup

Qualifying Event

Dependent Information
« Dependent Name

* Dependent Gender
* Dependent DOB

Other Coverage Information
(If applicable)

Relationship

Group Administrator Signature

Subscriber Signature

univera.

HEAILTMHTGCATRE
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For you. 27




Action Needed: Update multiple members of the same employer

Reason for Inquiry * Action Needed *
Eligibility Maintenance ~ | @) View Details Update multiple members of the same employer
Group Number(s) *

Note: Please fill out all
fields that include an
asterisk (*)

Search Group Mumber

Group Number not listed @ 4

Enter Group Number

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Required fields depend on
what needs to be updated

univera, fowes
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Action Needed

: Cancel/terminate multiple members of the same employer

Reason for Inquiry *

Eligibility Maintenance

Group Number(s) *

Search Group Mumber

(3 View Details

Action Needed *

Cancel/terminate multiple members of the same employer

Group Number not listed @ 4

Enter Group Number

Group Mumber (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional e

For each member being
canceled from the same
employer group

The Action Needed requires these elements when filling
| out the paper Enrollment Application or the cancellation
worksheet being attached as long as all from same group:

Group Name or Number

Cancel Effective Date

Subscriber SSN or ID

Subscriber Name

Group Administrator Signature

univera, e
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Action Needed: Change Plan

Reason for Inquiry * Action Needed *

Eligibility Maintenance @ View Details e i

Group Number(s) *

Search Group Number

Group Number not listed @ +

Enter Group Number

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name

The Action Needed requires these elements when filling

Subscriber First Name Subscriber Last Name

out the paper Enrollment Application being attached:

Action EffectiveBate™ Group Administrator Signature | Subscriber Signature
MM-DD-YYYY =
Effective Date Subscriber ID or Name
Subscriber ID *
Hhscriber o Group Name or Number
Subscriber |ID

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univerag, e
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Action Needed: | need help with something else

Reason for Inquiry * Action Needed *

Eligibility Maintenance * | (@ View Details | need help with something else -

Group Number(s) *

Search Group Number Note: Please fill out all fields
that include an asterisk (*)

Group Number not listed @ 4=

Enter Group Number

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name

Subscriber First Name Subscriber Last Mame

Action Effective Date *

i

MM-DD-YYYY

Subscriber ID * +
Subscriber D
Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber |D(s) for the same individual.

univera, fee
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Commercial Group Health Insurance

Reason for Inquiry:
Billing and Reconciliation

UNivera, gt
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Action Needed: Question on my invoice

Reason for Inquiry * Action Needed *

Billing and Reconciliation ~ | (@ View Details Question on my invoice -

Group Mumber(s)*

Search Group Number

Group Number not listed @ di NOte Please fl” OUt a”
Enter Group Number fle|dS that |nCIUde an
Group Number (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries aste r|Sk (*)

Subscriber First Name Subscriber Last Mame

Subscriber First Name Subscriber Last Name

Billing Month * Billing Year *

MM - YYYY ~
Subscriber ID +

Subscriber ID

Each individual may have one or more subscriber |Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber |D(s) for the same individual.

univera, fes
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Action Needed: Correct a payment allocation

Reason for Inquiry * Action Needed *
Billing and Reconciliation ~ | (@ View Details Correct a payment allocation ~
Group Number(s) *

Search Group Mumber

Group Number not listed @ + Note: Please fill out all
Enter Group Number fle|dS that |nC|Ude an

Group Number (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries aste riSk (*)
Subscriber First Name Subscriber Last Name

Subscriber First Name Subscriber Last Name
Payment Date * Payment Amount

il

MM-DD-YYYYER $
Subscriber ID +

Subscriber ID
Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera, e
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Action Needed: Request a refund

Reason for Inquiry * Action Needed *
Billing and Reconciliation ~ | @ View Details Request a refund -
Group Number(s) *

Search Group Number

Note: Please fill out all
Group Number not listed @ S f|e|dS that |nCIUde an
Enter Group Mumber aSte”Sk (*)

Group Mumber (8 digits) OR Group Mumber with Subgroup {12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name
Subscriber First Name Subscriber Last Name
Subscriber ID +
Subscriber D

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera, fstree
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Action Needed: Request a copy of an invoice

Reason for Inquiry * Action Needed *

Billing and Reconciliation ~ | (@) View Details

Group Number(s) *

Search Group NMumber

Note: Please fill out
Group NMumber not listed @ + a” fleldS that IﬂClUde
Enter Group Mumber an aSterISk (*)

Group Mumber (8 digits) OR Group Number with Subgroup {12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name
Subscriber First Name Subscriber Last Mame
Billing Month * Billing Year *
MM - Y -
Subscriber 1D -+

Subscriber 1D

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber |D(s) for the same individual.

Request a copy of an invoice ~

univera, e
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Action Needed: Request a rebill

Reason for Inquiry * Action Needed *

Billing and Reconciliation ~ | (@ View Details Request a rebill -

Group Mumber(s) *

Search Group Mumber

Note: Please fill out all
Group Number not listed @ + fields that include an
Enter Group Number astensk (*)

Group Mumber (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Mame Subscriber Last Name

Subscriber First Name Subscriber Last Name

Billing Month * Billing Year *

MM - YYYY -

Subscriber ID +

Subscriber 1D

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D({s) for the same individual.

univera, e
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Commercial Group Health Insurance

Reason for Inquiry:
Request Member ID Card

UNivera, gt
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Action Needed: Request an ID Card

Reason for Inquiry * Action Needed *

Request ID Card ~ | @ View Details Request an ID card -

Group Number(s) *

Search Group Number Note: Please fill out all fields
that include an asterisk (*)

Group Number not listed @ +

Enter Group Number

Group MNumber (8 digits) OR Group Number with Subgroup {12 digits). Click + icon for additional entries

Subscriber First Mame Subscriber Last Mame
Subscriber First Name Subscriber Last MName
Subscriber ID +
Subscriber |ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber ID(s) for the same individual.

univera, ftree
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Market Segment:

Medicare Employer/Union Group Health Plan

Market Segment *

Medicare Employer/Union Group Health Plan ~

[ -Please Select- tc)

Commercial Group Health Insurance

Medicare Employer/Union Group Health Plan
/ -Please Select- . @ View Details

Select Medicare
Employer/Union
Group Health Plan
under Market
Segment

b Number with Subgroup (12 digits). Click + icon for additional entries

Action Needed *

-Please Select-

Select the Reason for

Inquiry from the dropdown

Market Segment *

Medicare Employer/Union

Reason for Inquiry *
-Please Select-

-Please Select-

Billing and Reconciliation

roup Health Plan v

Request is related to Medicag€employer/union (HMO, POS, Simply Prescriptions, etc.)

~ | @ View Details

Eligibility Maintenance

Group Number not listed @

Enter Group Number

Subscriber First Name Subscriber Last Name
Subscriber First Name Subscriber Last Name
Subscriber ID -
Subscriber ID
Each individual may have one or more subscriber |Ds related to a medical, dental or vision policy. Click + icon to add additional subscribe]

univera, |t
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Medicare Employer / Union Group

Reason for Inquiry:
Eligibility Maintenance

UNivera, gt
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Action Needed: Add new subscriber/policyholder

Market Segment *

Medicare Employer/Union Group Health Plan w
Request is related to Medicare employer/union (HMO, POS, Simply Prescriptions, etc.)
Reason for Inquiry *

Eligibility Maintenance ¥ @ View Details

Group Number(s) *

Search Group Number

Group Number not listed @ -

Enter Group Number

Group Number (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name * @ Subscriber Last Name *

Subscriber First Name Subscriber Last Name

Plan(s) Action Effective Date *
CIMedical MM-DD-YYYY B
CJRX Only MM-DD-YYYY B

Action Needed *

Add new subscriber/policyholder

The Action Needed requires these elements when filling

out the paper Enrollment Application being attached:

Group Name Group Number
Effective Date Subscriber Name
Subscriber DOB Subscriber Gender
Plan Selection Class

Subgroup Qualifying Event
Dependent Information Relationship

* Dependent Name
* Dependent Gender
* Dependent DOB

Other Coverage Information
(If applicable)

Group Administrator Signature

Subscriber Signature

Right here.
For you.

univera.
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Action Needed: Reinstate or re-enroll a cancellation/termed policy

Reason for Inquiry *

Eligibility Maintenance

Group Number(s) *

Search Group Number

Group Number not listed @

Enter Group Number

~ | (D View Details

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name

Subscriber First Mame

Plan(s)

[IMedical

[JRX Only

Subscriber ID

Subscriber 1D

Subscriber Last Name

Subscriber Last Name

Action Effective Date *

MM-DD-Yyyy B

MM-DD-YYYY =

Action Needed *

Reinstate or re-enroll a cancelled/termed policy -

e =)

The Action Needed requires these elements when filling
out the paper Enrollment Application being attached:

Group Administrator Signature Qualifying Event
Subscriber ID or Name Effective Date
Group Name Group Number

univera, fee
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Action Needed: Cancel/terminate a subscriber/policyholder

Reason for Inquiry * Action Needed *

Eligibility Maintenance ~ (@ View Details Cancel/terminate a subscriber/policyholder -

Group Mumber(s) *

Search Group Mumber

Group Number not listed @ 4=

Enter Group Number
The Action Needed requires these elements when filling

out the paper Enrollment Application being attached:

Group Mumber (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name

Group Name or Number Cancel Effective Date
Subscriber SSN or ID Subscriber Name

Subscriber First Name Subscriber Last Name

Action Effective Date * Group Administrator Signature

i3

MM-DD-YYYY

Subscriber ID -+

Subscriber ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univerag, e
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Action Needed: Update demographic data for an existing member

Reason for Inquiry * Action Needed *

Eligibility Maintenance “ (1) View Details Update demographic data for an existing member i

Group Number(s) *

Search Group Number

The Action Needed requires these elements when filling out
the paper Enrollment Application being attached:
Group Number not listed @ S
Address Change * New address
Enter Group Number i *  Subscriber Information
Group Mumber (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries . . . . .
Subscriber Name * Subscriber Information (including
Change name change)
Subscriber First Name Subscriber Last Name 3 :
Dependent Name » Subscriber Information
Subscriber First Name Subscriber Last Name Change » Dependent Information (including
name change)
Action Effective Date * Birth Date Changes = Subscriber Information (if applicable)
MM-DD-YYYY = * Dependent Information (if applicable)
Gender Changes » Subscriber Information (if applicable)
Subscriber ID + * Dependent Information (if applicable)
Subscriber |ID

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera, fstree
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Action Needed: Add multiple new members to the same employer

Reason for Inquiry * Action Needed *
Eligibility Maintenance ~ | (@ View Details Add multiple new members to the same employer
Group Number{s) *

Search Group Number

Group Number not listed @ 4

Enter Group Number

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Note: Please fill out all
fields that include an
asterisk (*)

univera, fowes
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Action Needed: Update multiple members of the same employer

Reason for Inquiry * Action Needed *
Eligibility Maintenance ~ | (L View Details Update multiple members of the same employer
Group Number(s) *

Search Group Number

Group Number not listed @ I

Enter Group Number

Group Number (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries

Note: Please fill out all
fields that include an
asterisk (*)

univera, fowes
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Action Needed: Change Plan

Reason for Inquiry * Action Needed *
Eligibility Maintenance ~ @ View Details Change plan -
Group Number(s) *

Search Group Number

Group Number not listed @ +

Enter Group Number

Group Number (& digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

The Action Needed requires these elements when filling

Subscriber First Name Subscriber Last Name out the paper Enrollment Application being attached:
Subscriber First Name Subscriber Last Name Group Administrator Signature Subscriber Signature
Effective Date Subscriber ID or Name

Action Effective Date *

Group Name or Number

i3

MM-DD-YYYY

Subscriber ID +

Subscriber ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber |D(s) for the same individual.

univera, ftree
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Action Needed: | need help with something else

Reason for Inquiry * Action Needed *

Eligibility Maintenance ~ | @) View Details | need help with something else -

Group Number(s) *

Search Group Mumber

Note: Please fill out all
Group Number not listed @ + fields that include an
Enter Group Number asterlsk (*)

Group Number (8 digits) OR Group Mumber with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name

Subscriber First Name Subscriber Last MName

Action Effective Date *

&k

MM-DD-YYYY
Subscriber ID -+

Subscriber ID
Each individual may have one or more subscriber I1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera, e
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Medicare Employer / Union Group

Reason for Inquiry:
Billing and Reconciliation

UNivera, gt
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Action Needed: Question on my invoice

Reason for Inquiry * Action Needed *
Billing and Reconciliation ~ @ View Details Question on my invoice
Group Number(s) *

Search Group Number

Note: Please fill out all
Group Number not listed @ + f|e|dS that |nCIUde an
Enter Group Number aSterISk (*)

Group Number (& digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name

Subscriber First Name Subscriber Last Name

Billing Month * Billing Year *

MM “ L YYYY v

Subscriber ID -+

Subscriber ID

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber |D(s) for the same individual.

univera.
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Right here.
For you.
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Action Needed: Correct a payment allocation

Reason for Inquiry * Action Needed *
Billing and Reconciliation ~ | (@ View Details Correct a payment allocation
Group Number(s) *

Search Group Number

Note: Please fill out all
Group Number not listed @ - fields that include an
Enter Group Number aStenSk (*)

Group Number (8 digits) OR Group Number with Subgroup (12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name

Subscriber First Name Subscriber Last Mame

Payment Date * Payment Amount

MM-DD-YYYYE 3

Subscriber ID +

Subscriber ID

Each individual may have one or more subscriber 1Ds related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera.
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Right here.
For you.
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Action Needed: Request a refund

Reason for Inquiry * Action Needed *
Billing and Reconciliation * (@) View Details Request a refund v
Group Number(s) *

Search Group Number

Note: Please fill out all
Group Number not listed @ + fle|dS that |nCIUde an
Enter Group Number aStenSk (*)

Group Number (8 digits) OR Group Number with Subgroup {12 digits). Click + icon for additional entries

Subscriber First Name Subscriber Last Name
Subscriber First Name Subscriber Last Name
Subscriber ID +
Subscriber 1D

Each individual may have one or more subscriber IDs related to a medical, dental or vision policy. Click + icon to add additional subscriber 1D(s) for the same individual.

univera, fee
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Submitting a Case

univera, e
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Submitting a Case

Attach files if
needed based
on the
information
provided under
Table of Forms
section

Attach Files Below

Click “Select” to browse and add your documentation. Accepted file types: .pdf, .doc, .docx, .jpeg, xls, .tiff

Documents Attached *

O Yes No

Attached Document * @ 1L

Choose File

Additional Details

Agree and Submit

Acceptance Agreement: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any
materials false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act which is a crime, and shall also, be

subject to a civil penalty not to exceed $5,000 and stated value of the claim for each solution violation. | have thoroughly read, understand and agree to comply with the terms of the Release.

Printing a
copy of
request is
available

HEAILTMHTGCATRE

When finished, click “Agree and Submit univera Right here.
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Submitting a Case

Once the case is submitted, you will be redirected to the Enroliment Inquiry & Support dashboard

univera  emloyers

HEIALTHCARE

Employers « ContactUs » Enrollment Inquiry & Support

Service Consultant.

DASHBOARD

+ Create Mew Case

My Cases
From

02-28-2025 i

Herma:

Enrollment Inquiry & Support

If yous have any questions regarding your case, please contact your dedicated Account Service Consultant.

Enroll & Update ~ Compare Plans ~ Eilling, Data Reporting -~ Resoarces

This is where you can locate the Case ID

Your case has been submitted successfully. Your case ID s ENR-617001. If you have any questions regarding your case, please contact your ded WA R N I N G .

Clicking the refresh button
at the top of the page will
create duplicates. To see
the updates in the
Enrollment Inquiry &
) Support dashboard, click
- Q search the “Search” button.

univera.
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Right here.
For you.
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NOTES:
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