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To speed the enrollment process, please be thorough and fill out all sections that apply.


Group Name Requested Effective Date of Coverage/Date of Change / /
Group Name/Policy Number


Date of Hire / /
Position/Title


Hours Worked per week


Annual Salary


$ _____________________


If you are waiving all coverage, please complete sections A and F.


Last Name First Name MI Social Security Number Home/Cell Phone
Work Phone


Address Apt # City State Zip Code Language preference, if not English


Date of Birth Sex Marital Status Email Address


/ / �� M  �� F �� Single      �� Married
�� Divorced �� Widowed


Physician (First & Last Name)/ ID # Do you have a disability affecting your ability to
communicate or read?   �� Yes  �� No


To Be Completed by Employer


Reason for Application
�� New Group Plan �� New Hire
�� Life Event/Date_______ �� Annual 
�� Status Change_______ Open 
�� Dependent Add/Delete Enrollment
�� Change Name/Address �� Late
�� Waiving Coverage Enrollee
�� Termination
�� Other_________________________


Employee Type
(Check all that apply)
�� Active �� COBRA   �� State Continuation


Start dt ____/____/____ 
End dt____/____/____


�� Hourly �� Salary
�� Union �� Non-Union �� Retired
�� Other ____________________________


A. Employee Information


List All Enrolling (Attach sheet if necessary) 


Last Name First Name MI   Sex  Relationship* Birthdate           Physician
Social Security Number


Spouse


Dependent


Dependent


Dependent


*For court ordered dependent, legal documentation must be attached. If dependent does not reside with eligible employee, please provide
address on a separate sheet.


B. Family Information


M


F


M


F


M


F


M


F


Employee Enrollment Form


Coverage Provided by “UnitedHealthcare and Affiliates”: 
Medical coverage provided by UnitedHealthcare Insurance Company 
Dental coverage provided by UnitedHealthcare Insurance Company (indemnity), National Pacific Dental, Inc. (HMO) or Unimerica Insurance Company
(indemnity) 
Life, Short-Term Disability (STD), Long-Term Disability (LTD) insurance coverage provided by UnitedHealthcare Insurance Company or Unimerica
Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company (PPO, indemnity) or Unimerica Insurance Company (PPO, indemnity)


UnitedHealthcare Insurance Company
National Pacific Dental, Inc.


Unimerica Insurance Company


A public/private health insurance initiative for working Texans


(DO NOT STAPLE)







Within the last 12 months, have you, your spouse, or your dependents had any other medical coverage? 
�� NO   �� YES (if yes, please complete this section.)
Prior medical carrier name ____________________________________________________ Effective date ___/___/___   End date ___/___/___ 


Prior coverage type:  �� Employee         �� Spouse         �� Child(ren)         �� Family


D. Prior Medical Insurance Information     This section must be completed to receive credit for prior medical coverage.


Medicare – Employee Information: If enrolled in Medicare, please attach a copy of your Medicare ID card.
�� Enrolled in Part A: Effective Date _____________  �� Ineligible for Part A* �� Not Enrolled in Part A (chose not to enroll)**
�� Enrolled in Part B: Effective Date _____________  �� Ineligible for Part B* �� Not Enrolled in Part B (chose not to enroll)**
�� Enrolled in Part D: Effective Date _____________  �� Ineligible for Part D* �� Not Enrolled in Part D (chose not to enroll)**
Reason for Medicare eligibility:  �� Over 65 �� Kidney Disease     �� Disabled �� Disabled but actively at work
Are you receiving Social Security Disability Insurance (SSDI)?  �� YES  �� NO    Start Date ___ /___ /___


Medicare – Spouse/Dependent Name: ____________________________________________
�� Enrolled in Part A: Effective Date _____________  �� Ineligible for Part A* �� Not Enrolled in Part A (chose not to enroll)**
�� Enrolled in Part B: Effective Date _____________  �� Ineligible for Part B* �� Not Enrolled in Part B (chose not to enroll)**
�� Enrolled in Part D: Effective Date _____________  �� Ineligible for Part D* �� Not Enrolled in Part D (chose not to enroll)**
Reason for Medicare eligibility:  �� Over 65 �� Kidney Disease     �� Disabled �� Disabled but actively at work
*Only check “Ineligible” if you have received documentation from your Social Security benefits that indicate that you are not eligible for Medicare.
** If you are eligible for Medicare on a primary basis (Medicare pays before benefits under the group policy), you should enroll in and maintain
coverage under Medicare Part A, Part B, and/or Part D as applicable.


On the day this coverage begins, will you, your spouse or any of your dependents be covered under any other medical health plan or policy,
including another UnitedHealthcare plan or Medicare?   �� YES (continue completing this section)   �� NO (skip the rest of this section)


Name of other carrier ______________________________________________________ 


Other Group Medical Coverage Information Type Effective Date End Date Name and date of birth of policyholder 
(only list those covered by other plan) (B/S/F)* MM/DD/YY MM/DD/YY for other coverage


Employee:


Spouse Name:


Dependent Name:


Dependent Name:


Dependent Name:


*B.Enter ‘B’ when this dependent is covered under both you and your spouse’s insurance plan (married)
S.Enter ‘S’ if you are the parent awarded custody of this dependent and no other individual is required to pay for this dependent’s medical expenses.
F. Enter ‘F’ if this dependent is covered by another individual (not a member of your household) required to pay for this dependent’s medical expenses.


E. Other Medical Coverage Information     This section must be completed. (Attach sheet if necessary.)
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Please check the box for each coverage you or your dependents are enrolling in. 
If your employer offers a choice of plans, indicate which plan you are selecting. Indicate the dollar amount
selected for the Life and Accidental Death & Dismemberment (AD&D), Short-Term Disability (STD), and Long-
Term Disability (LTD) plans.  Benefit offerings are dependent upon employer selection.


Person Medical Dental Vision Basic Life/AD&D


Employee ��  _____________ ��  _____________ �� ��  $_____________ 


Spouse ��  _____________ ��  _____________ ��  ��  $_____________


Dependent ��  _____________ ��  _____________ ��  ��  $_____________


Person STD LTD


Employee ��  $_____________ ��  $_____________


Life Insurance Beneficiary’s Full Name and Address Relationship


C. Product Selection


Employee Name __________________________________________________________________________________________________________
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1.  Race, check all that apply:  �� White   �� Black, African-American    �� American Indian/Alaska Native    �� Asian
�� Native Hawaiian/Pacific Islander �� Other Race, please specify_______________________


2.  Are you of Hispanic or Latino origin?   �� Yes    �� No


NOTE: Responding to this question is optional and is not required. Data collected in this section will be used only to help communicate with
enrollees and inform them of specific programs to enhance their well-being. This information will not be used in the eligibility process.


H. Census Information (optional)


G. Signature


Date Employee Signature for all applying Spouse Signature (if applying for coverage)


I authorize UnitedHealthcare Insurance Company and its affiliates ("UnitedHealthcare and Affiliates") to obtain,
use and disclose my medical, claim or benefit records, including any individually identifiable health information contained in these records.  I
understand these records may contain information created by other persons or entities (including health care providers) as well as information
regarding the use of drug, alcohol, HIV/AIDS, mental health (other than psychotherapy notes), sexually transmitted disease and reproductive
health services. I authorize any health care provider, pharmacy benefit manager, other insurer or reinsurer, hospital, clinic or other medical
facility, health care clearinghouse, and any of their affiliates, representatives or business associates, to disclose my information to
UnitedHealthcare and Affiliates. I understand the purpose of the disclosure and use of my information is to allow UnitedHealthcare and
Affiliates to make decisions regarding eligibility, enrollment, underwriting and premium risk rating. I understand this authorization is voluntary
and I may refuse to sign the authorization.  My refusal may, however, affect my ability to enroll in the health plan or receive benefits, if
permitted by law. I understand I may revoke this authorization at any time by notifying my UnitedHealthcare and Affiliates representative in
writing, except to the extent that action has already been taken in reliance on this authorization. As required by HIPAA, UnitedHealthcare and
Affiliates also request that I acknowledge the following, which I do: I understand that information I authorize a person or entity to obtain and
use may be re-disclosed and no longer protected by federal privacy regulations.  This authorization, unless revoked earlier, expires 30 months
after the date it is signed.


I understand that I am completing a joint life and health application and that each response must be complete and accurate. I (we) request the
indicated group medical coverage for myself and, if the plan provides, for my dependents. I authorize any required premium contributions to
be deducted from earnings. I (we) have not given the agent or any other persons any health information not included on the application. I (we)
understand that UnitedHealthcare and Affiliates is not bound by any statements I (we) have made to any agent or to any other persons, if
those statements are not written or printed on this application and any attachments. I have a continuing obligation to report changes in health
status (e.g. received medical advice, diagnosis, care or treatment) after I sign the enrollment form and before receipt of my identification card. 


UnitedHealthcare is only seeking to collect information about the current health status of those persons listed on the application.  You should
not include any genetic information. Please do not include any family medical history information or any information related to genetic
services or genetic diseases for which you believe you or your dependents may be at risk.


Please maintain a copy of this authorization for your records.


F. Waiver of Coverage
I decline all coverage for:
�� Myself 
�� Spouse
�� Dependent Children
�� Myself and all dependents


Declining coverage due to existence of other coverage:
�� Spouse’s Employer’s Plan �� Individual Plan
�� Covered by Medicare �� Medicaid
�� COBRA from Prior Employer �� VA Eligibility
�� Tri-Care
�� I (we) have no other coverage at this time
�� Other ____________________________________


I understand that by waiving coverage at this time, I will
not be allowed to participate unless I qualify at a special
enrollment period or as a late enrollee, if applicable, or at
the next open enrollment period. I also understand that
pre-existing limitations may apply as explained in the
Rights and Responsibilities brochure which I have
received with this form.


Date Employee Signature if waiving coverage 








To avoid processing delays, please make sure you:
1 Answer all questions completely and accurately.
2 Complete and submit the Product and Benefit Selection Form, if applicable.
3 Submit most recent wage and tax information.
4 Include a deposit check for any required premiums.


Employer Application
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(DO NOT STAPLE)


Requested Effective Date


UnitedHealthcare Insurance Company
National Pacific Dental, Inc.


Unimerica Insurance Company


Please select your coverage option: ��Healthy Texas 500 ��Healthy Texas 1500   ��Healthy Texas 2000   ��Healthy Texas 2500   ��Healthy Texas HSA 2500


�� Yes   �� No 1.  Within the last 12 months, has your business provided group health insurance that included both medical and
hospital benefits to your employees?


�� Yes   �� No a.  If the answer to question 1 above is “Yes”, did your business contribute more than $50 per employee per month
toward the premium?


�� Yes   �� No b.  If the answer to question 1 above is “Yes”, did your business provide coverage with an annual maximum benefit level
equal to or greater than $50,000?


If the answer to questions 1a and 1b above is “Yes”, then your business is not eligible for Healthy Texas, unless
coverage was under a Healthy Texas benefit plan through another insurer.  


�� Yes   �� No  Is the coverage referenced above a Healthy Texas benefit plan through an insurer other than UnitedHealthcare?


Please answer these questions.  Please note that you must be able to check “Yes” to questions 1-7 in this section in order to be eligible
to purchase Healthy Texas.


�� Yes   �� No 1.  Does your business have 2-50 eligible employees?


�� Yes   �� No 2.  Do at least 30% of eligible employees earn annual wages in 2011 of $32,670 or less?


�� Yes   �� No 3.  Will your business contribute at least 50% of the Healthy Texas premium on behalf of full-time employees (30 hours
or more per week)?


�� Yes   �� No 4.  Will your business offer coverage to all employees working 30 hours or more per week who earn annual wages in
2011 of $32,670 or less?   


�� Yes   �� No 5.  Will your business offer coverage to the dependents of all eligible employees?
(Note: Employers must offer coverage to dependents but are not required to contribute to premiums for dependent
coverage.) 


�� Yes   �� No 6.  Will at least 60% of eligible employees who are offered Healthy Texas coverage through your business actually accept
enrollment?


�� Yes   �� No 7.  Will at least one employee earning annual wages in 2011 of $32,670 or less enroll in the Healthy Texas?


�� Yes   �� No Employers may choose to make Healthy Texas available to their part-time workers (those who work less than 30 hours
weekly).  You do not have to contribute toward the premiums for part-time workers.  Will your business be offering
Healthy Texas coverage to part-time workers?


(continued on next page)
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Healthy Texas Qualification Questions


Group’s Legal Name


Group Name to appear on ID card (maximum 30 characters)


Street Address Tax ID


City State Zip Code Names of Owners/Partners (if applicable)


Contact Person Telephone Fax Email Address


Billing Address (If Different) # of Years in Business


General Information


Coverage Provided by “UnitedHealthcare and Affiliates”: 
Medical coverage provided by UnitedHealthcare Insurance Company 
Dental coverage provided by UnitedHealthcare Insurance Company (indemnity), National Pacific Dental, Inc. (HMO) or Unimerica Insurance Company (indemnity) 
Life, Short-Term Disability (STD), Long-Term Disability (LTD) insurance coverage provided by UnitedHealthcare Insurance Company or Unimerica Insurance Company
Vision coverage provided by UnitedHealthcare Insurance Company (PPO, indemnity) or Unimerica Insurance Company (PPO, indemnity)
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Organization Type �� Partnership �� C-Corp �� S-Corp       �� LLC/LLP Nature of Business Industry (SIC) Code
�� Ind. Contractor �� Sole Proprietor     �� Other_________________________


Multi-Location Group*  # Locations Address(es) (or list on additional sheet of paper)
�� Yes  �� No


*If you are an employer with a majority of your employees out of the submission Subject to ERISA regulation
state your benefit plans may vary based upon applicable state regulations. �� Yes  �� No
Waiting Period   �� 1st of Policy Month following Date of Hire Waiting Period waived Medical Benefit Plan
for new hires �� 1st of Policy Month following ____ [months] [days] of employment     for initial enrollees   Option


�� Date of Hire (no waiting period) �� Yes  �� No ��X Policy Year
�� ____ [months] [days] of employment following Date of Hire Calendar Year option is not available


Have Workers’ Comp     Workers’ Comp Carrier Name Names of Owners/Partners not covered by Workers’ Comp:
�� Yes  �� No
Names of Persons currently on COBRA/Continuation, and/or Short/Long Term Disability: Classes Excluded: �� None   �� Union   �� Hourly
�� See Attached List     �� None �� Non-Management   �� Non-Owners


�� By checking this box, I acknowledge that I do NOT want UnitedHealthcare to act as my COBRA or state continuation of coverage administrator.


General Information (continued)


What is your administrative policy regarding termination of eligibility for benefits related to your medical policy following a leave of
absence? (Please refer to the applicable state and federal rules that may require benefits to be provided for a specific length of time while an
employee is on leave.)
�� Last Day worked (following the last day worked for the minimum hours required to be eligible)
�� 3 Months (following the last day worked for the minimum hours required to be eligible)
�� 6 Months (following the last day worked for the minimum hours required to be eligible)
�� UnitedHealthcare Policy Special Provisions Related to Medical Eligibility*
*UnitedHealthcare Special Provisions Related to Medical Eligibility
If the employer continues to pay required medical premiums and continues participating under the medical policy, the covered person’s
coverage will remain in force for: (1) No longer than 3 consecutive months if the employee is: temporarily laid-off; in part time status; or on an
employer approved leave of absence. (2) No longer than 6 consecutive months if the employee is totally disabled.
If this coverage terminates, the employee may exercise the rights under any applicable Continuation of Medical Coverage provision described
in the Certificate of Coverage.


# Employees # Employees Employer Employer  Employer
Applying for: Waiving for: % % for Dep % for PT


# Eligible Employees Medical Medical Medical
# Ineligible Employees Dental Dental Dental


Vision Vision  Vision 
Basic Life/AD&D Basic Life/AD&D Basic Life/AD&D
Dep Life Dep Life Dep Life
STD STD STD
LTD LTD LTD
Other Other Other


Participation Contribution


# Part-time Employees 
less than 30 hours 
per week


�� COBRA Under federal law, if your group had 20 or more employees on your payroll on at least 50% of the group's working  


�� St. Continuation
days during a calendar year, you must provide employees with COBRA continuation effective January 1 of the next
calendar year.  If your group had fewer than 20 employees during a calendar year, you must provide State Continuation
effective January 1 of the next calendar year. 


�� Medicare Primary Under federal law, if your group had 20 or more employees during 20 or more calendar weeks in the preceding calendar year,
�� Plan Primary the Health Plan is primary and Medicare is secondary. This statement does not set forth all rules governing group level Medicare


status. The Group should contact its legal and/or tax advisor(s) for information regarding other rules that may impact the 
Group’s Medicare status. Under federal law it is the Group’s responsibility to accurately determine its Medicare status.


�� Yes Are there any other entities associated with this group that are eligible to file a combined tax return under Section 414 of the


�� No
Internal Revenue Code? If yes, please give the legal names of all other corporations and the number of employees employed 
by each.  Note: If you answered yes, this answer impacts your answers to the other questions regarding group size.


Questions Regarding Group Size







1250 Capital of Texas Hwy South
Building One, Ste. 250
Austin, TX 78746


1333 West Loop South
Ste. 1100
Houston, TX 77027


5800 Granite Parkway
Ste. 900
Plano, TX 75024


6200 Northwest Parkway
San Antonio,TX 78249


I understand that the Certificate of Coverage or Summary Plan Description, and other documents, notices and communications regarding the
coverage indicated on this application may be transmitted electronically to me and to the Group’s employees.
I represent that, to the best of my knowledge, the information I have provided in this application – including information regarding qualified
beneficiaries and dependents who have elected continuation under COBRA or state continuation laws – is accurate and truthful. I understand
that UnitedHealthcare and Affiliates will rely on the information I provide in determining eligibility for coverage, setting premium rates, and
other purposes, and that any misrepresentation or fraudulent statement may result in rescission of the group policy, termination of coverage,
increase in premiums retroactive to the policy date, or other consequences as permitted by law.
Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 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.
UnitedHealthcare disclosure regarding producer compensation: We pay brokers and agents (referred to collectively as "producers")
compensation for their services in connection with the sale of our insured products, in compliance with applicable law.  We pay "base
commissions" based on factors such as product type, amount of premium, group size and number of employees.  These commissions are
reflected in the premium rate.  In addition, we may pay bonuses pursuant to bonus programs established from time to time which are
designed to encourage the introduction of new products and provide incentives to achieve production targets, persistency levels, growth goals
or other objectives. Bonus expenses are not directly reflected in the premium rate but are included as part of the general administrative
expenses. It is our policy not to pay commissions to producers with respect to a product for which the customer is also paying the producer a
commission or other fee.   Please note we also make payments from time to time to producers for services other than those relating to the
sale of policies (for example, compensation for services as a general agent or as a consultant).
Producer compensation is subject to disclosure on Schedule A of the ERISA Form 5500 for customers governed by ERISA.  We provide
Schedule A reports to our customers pursuant to federal law.  We also have taken steps to ensure that producers properly disclose their
compensation arrangements to their customers, but we cannot guarantee the producer's compliance.  For general information on our producer
payment arrangements, including the approximate percentage of total compensation that total bonus payments comprise, please go to
http://www.uhc.com and enter the term “overview of producer compensation” in the search box.  For specific information about the
compensation payable with respect to your particular policy, please contact your producer.


Important Information


Group Authorized Signature Title Date
Signature


Writing Broker Name Writing Broker SSN Is the Broker appointed
with UHC?  �� Yes  �� No


Commissions Payable to: CRID Code (for internal use) Tax ID# If more than 1 Broker*,
Split ______%


Street Address City State Zip Code


Broker Phone # Broker Email Address Broker Fax Number


The contents of this application were fully explained during a meeting with the Broker Signature Date
Group submitting this application. Coverage, eligibility, pre-existing condition 
limitations, the effect of misrepresentations, and termination provisions were discussed.


Commission Information


Sales Representative or Account Executive (First & Last Name)
UHC Sales Representative/Account Executive


General Agent Phone # Franchise Code


Street Address City State Zip Code


General Agent Override Information


Send Admin Kit To: Address
Admin Kit


*If more than 1 Broker, provide the second Broker’s information on an additional sheet of paper.
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YOUR STATE INSURANCE LAW REQUIRES ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY HEALTH BENEFIT PLAN IT MARKETS IN
TEXAS TO SMALL EMPLOYERS OF 2-50 ELIGIBLE EMPLOYEES, UPON THE REQUEST OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUP,
REGARDLESS OF THE HEALTH STATUS OF ANY OF THE INDIVIDUALS IN THE GROUP.








Product and Benefit Selection Form 
For Small Business 


 


1. Medical Plan Selection 


 ⁭ Single Option Plan Code ______________  


 ⁭ Dual Option  Base Plan Code ______     Buy Up Plan Code_______  
 


2. Deductible Type ⁭ Calendar Year ⁭ Policy Year 
 


3. Billing Type  


 ⁭ Paper           ⁭ Online Only/Ebill ⁭ Electronic Funds Transfer 
 


4. Please indicate RX Plan 


 ⁭ JB  10/30/50 No Deductible  ⁮ JC 10/30/50 $100 Deductible  


 ⁭ JD  15/35/60 No Deductible  ⁮ JE 15/35/60 $100 Deductible 


 ⁭ JF  15/40/70 No Deductible  ⁮ JG 15/40/70 $250 Deductible 


 ⁭ JH  20/45/75 No Deductible  ⁮ JI 20/45/75 $250 Deductible ⁮ Other RX:____________ 
 


5. Dental Plan   ⁭ Plan Code________  ⁮ Not elected  
 


6. Vision Plan   ⁭ Plan Code________  ⁮ Not elected  
 


7. Basic Life Amount 


 Employee   Dependent  


 ⁭ Flat Amounts $_____________   ⁭ Spouse $____________________  


 ⁭ 1X Salary   ⁭ Child(ren) $__________________ 


 ⁭ 2X Salary  


 * Please indicate salary amount on enrollment form for each employee for multiple of salary life 
 


8. Supplemental Coverage(s)  


 Life/AD&D $_____________  STD/LTD ___________________ (Indicate plan codes) 
* Complete addendum to Employer Application for Supplemental Life and Disability Lines of Coverage 
** Life/AD&D applies to groups with over 10 eligibles, max amount is $100,000.00. 
*** Supplemental Life must be sold with Basic Life. 


 **** Please indicate salary amount on enrollment form for each employee for disability and multiple of salary life 
 


9. Optional State Rider Selection 


 ⁭ Yes  ⁭ No  Serious Mental Illness  


 ⁭ Yes  ⁭ No  Home Health  


 ⁭ Yes  ⁭ No In-Vitro Fertilization  


 ⁭ Yes  ⁭ No  Speech & Hearing  
***Texas Plans Only  
 


9. Optum Health HSA ⁭ Yes  ⁭ No 
 


10. United Benefit Services HRA ⁭ Yes  ⁭ No 
 


11. Other Comments: 
 


TEXAS INSURANCE LAWS REQUIRE ALL CARRIERS IN THE SMALL GROUP MARKET TO ISSUE ANY HEALTH BENEFIT PLAN 
IT MARKETS IN TEXAS TO SMALL EMPLOYERS OF 2-50 EMPLOYEES INCLUDING A BASIC OR STANDARD HEALTH BENEFIT, 
UPON THE REQUEST OF A SMALL EMPLOYER TO THE ENTIRE SMALL GROUP, REGARDLESS OF THE HEALTH STATUS OF 
ANY OF THE INDIVIDUALS IN THE GROUP.  
 
Please note that if you intentionally or fraudulently leave out certain information or misrepresent information, we may terminate or not 
renew your coverage or we may change your premium.  
 


Employer Signature Group Name Effective Date 
   


 








 
 
 
 
 


2 – 50 Required Tax Documentation 
ALL GROUPS: 


• Employer’s latest Texas Workforce Commission quarterly wage & tax report.  
• If in business less than one year, submit company formation documents. This may be: An 


Assumed Name Certificate (Sole Proprietors), Certificate of Formation (Corporations, LLCs, 
LLPs, etc.), Articles of Incorporation, LLC Agreement, or Partnership Agreement.  


• If owner(s) applying for coverage and not appearing on the wage & tax report, submit previous 
tax filing year’s documentation:  1040 Schedule C (Sole Proprietors), K-1 (S Corps), 1120 (some C 
Corps).   


• For groups of 2 - 5 eligible employees, a wage/tax is always required. A payroll is only acceptable in 
this group size if a payroll company (ADP, Paychex, etc.) prepares the payroll.  


• For groups of 6+ that have not been in business long enough to have filed a TWC report, a 
company payroll report is acceptable. ** 


• Husband & Wife groups:  If both are owners on the company formation documents, then refer to 
above for ownership docs and tax documentation required.  If only one is an owner, the other must 
be compensated as a W2 employee.  If no TWC report is filed (not required by Texas), then submit 
a company payroll report for consideration.  **  


• For groups with eligible 1099 individuals, submit a completed 1099 Independent Contractor form. 
 
UNACCEPTABLE DOCUMENTATION: 


• Stock Certificates 
• Corporate Minutes 
• Letters from Attorney/CPA 
• W4s, W2s, W3s, W9s, paystubs or canceled payroll checks 


 
**ACCEPTABLE COMPANY PAYROLL REPORT DOCUMENTATION (IN CERTAIN 
CIRCUMSTANCES WHEN NO TWC IS AVAILABLE): 
• List the company name and Tax ID number 
• Be current and include current pay period dates 
• List all employees on the same document NOTE:  Separate sheets or pay stubs for each employee 


is not acceptable. 
• Detail wages, and withholdings 
• Include company totals - a total balance of wages and withholdings      
 


THIS LIST IS NOT ALL-INCLUSIVE.  UNITEDHEALTHCARE RESERVES THE RIGHT TO 


REQUEST ADDITIONAL DOCUMENTATION AS NEEDED TO PROVE ELIGIBILITY. 
 


 


 


 


 


 


 


UnitedHealthcare of Texas, Inc.  
UnitedHealthcare Benefits of Texas, Inc. 


(previously Pacificare Life & Health Insurance Co.) 
 


The Insurance Exchange 
15660 Dallas Parkway, Suite 500, LB 60    


Dallas, Texas  75248   


972-991-6500 








 
 
 
 
 


CASE SUBMISSION CHECKLIST 


 
 
□ Employer application  (SB.ER.10.HTX 8/11) 
 
□ Product & Benefit Selection Form   


 
□ Copy of  Sold Rates 


 
□ Employee Applications (SB.EE.10.HTX 6/11) – for all full time applying & those in the waiting 


period that will be eligible the next calendar month 
 
□ Waiver Forms (employee application indicating not electing coverage in Section F). If 


employer is covering less than 60% of total number of full time employees, proof of other 
valid coverage is required for those waiving. 
 


□ Copy of employer’s most recent Texas Workforce Commission Report (All names must be 
accounted for: Please note those that are terminated, part-time, seasonal). 


 
□ First month’s premium check (made payable to UnitedHealthcare) 
 


 


 


 


 


 


 


 


** PLEASE NOTE: IF A 15TH OF THE MONTH EFFECTIVE DATE IS REQUESTED, THE BILLING 


DATE WILL BE 1ST OF THE MONTH & THE RENEWAL DATE WILL BE PUSHED TO 1ST OF THE 


FOLLOWING MONTH, UNLESS YOU REQUEST THE INVOICE/RENEWAL STAY ON THE 15TH. 


 


HEALTHY TEXAS 
UnitedHealthcare of Texas, Inc.  


Send completed materials to:    


The Insurance Exchange 
15660 Dallas Parkway, Suite 500, LB 60   Dallas, Texas  75248   


Attn:  Underwriting 


 





