PROCESSOR STAMP DATE RECEIVED

PLEASE COMPLETE THIS HERE

FORM IN BLOCK LETTER
PRINT

USE BLACK INK

UNITED HEALTHCARE INSURANCE COMPANY
ENROLLMENT FORM FOR STUDENTS AND THEIR DEPENDENTS

2008-200282-1
COMMUNITY COLLEGE OF DENVER

STUDENT ID #
PRIMARY INSURED STUDENT NAME:

Last (Family Name)

First (Given) Name

GENDER: o Male o Female DATE OF BIRTH: - - EXPECTED DATE OF GRADUATION: -

Check one Month Day Year Month Year

PERMANENT ADDRESS:

House/Building Number and Street Name

Apt. or P.O. Box # or Rural Route City County State Zip Code
MAILING ADDRESS:
House/Building Number and Street Name
Apt. or P.O. Box # or Rural Route City County State Zip Code

TELEPHONE #

- E-MAIL ADDRESS:

SPOUSE - o Male o Female DATE OF BIRTH: - -
Social Security Number (Check One) Month Day Year
First (Given) Name M1 Last (Family) Name
CHILD: E 0 Male o0 Female DATE OF BIRTH: - -
Social Security Number (Check One) Month Day Year
First (Given) Name M1 Last (Family) Name
CHILD: - o Male o Female DATE OF BIRTH: - -
Social Security Number (Check One) Month Day Year
First (Given) Name M1 Last (Family) Name
CHILD: - 0 Male o Female DATE OF BIRTH: - -
Social Security Number (Check One) Month Day Year
First (Given) Name M Last (Family) Name
CHILD: - o Male o Female DATE OF BIRTH: - -
Social Security Number (Check One) Month Day Year
First (Given) Name M/ Last (Family) Name

NOTICE TO STUDENT: Coverage will be effective on the first date of the semester in which you have enrolled if you have paid premiums by the “Last Day to En-
roll” on the back of this form. By signing, the student acknowledges the following: 1) He/She has carefully read the brochure and elects to enroll as indicated on this
enrollment card; 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
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.

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud
the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who know-
ingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder
or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

STUDENT'S SIGNATURE DATE

06-NRL






