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ﬂ'.'l‘* TO0 Bishop Strest, Swte 300

Honolulu, HI 96813 4100
UHRA  reormsams GROUP INFORMATION CHANGE FORM

HEALTH INSURAMCE uhahealth.com

Please complete this form when making changes to your group’s demographic information or adding/removing a Group
Administrator.

Please note: This form is not for Online Access. Sign up for access to UHA'S Online Employer Services Portal by submitting an
Online Agreement and Authorization Form or visit our website: uhahealth.com.

Demographic Changes: Effective Date of Changes:
Group Name: Group Number:

Physical Address (Street, City, State, Zip Code):

Mailing Address (Street, City, State, Zip Code):

Phone: { ] Fax: ( ] Email:

Add or Remove Group Administrator(s):

Action Required (check one): [] AddGA [ Remove GA Effective Date:

MName: Position Title:

Mailing Address (Street, City, State, Zip Code):

Phone: { ] Fax: ( ] Email:

Action Required (check one): [] Add 34 [ Remove GA Effective Date:

Mame: Position Title:

Mailing Address (Street, City, State, Zip Code):

Phone: ( ) Fax: [ ) Email:

Signature of Authorized Group Administrator [ Company Officer:

Mame of Autherized Group Administrator / Company Officer:

Please submit completed form to: LHA
Attn: Employer Services Department Fax: 1-877-222-3198
700 Bishop Strest, Suite 300 Email: ES{@uhahealth com

Honolulu, HI 96813-4100

EME_CON-0124-092017
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Vg QUESTIONS?
II l' Call Custamer Services

LHA eoeawce  Benefit Plan Summary UHA 3000 and UHA 600 e, os 4600

Plan Provisions® UHA 3000

Less than 26 years of age Less than 26 years of age
S200 per person; $600 per family Hone
$2,200 per person; $6,600 parfamily 52,500 per person; 7,500 per family
Unlirnited Unfimited
You Pay You Pay

Partiopatng WOO-paTLCIpating PartiCEpaTing WOS-pErTICpEting
Prawider Prowider Provider Proviger

Well ik Care Visi No co-payment

20%0fEC;
deductible-applies

20% 0fEC;
deductible applies

$10 co-payment par visit Plan pays up 1o $z0 $10 co-payment per visit Plan pays up to $zo0
First set ofx-rays at 5o of parvisit X-rays not First set of x-rays at 5o0% of pear visit X-rays not
EC’; full charge for add'l sets; covered $500 EC; fult charge for add'l sets; covered $500
$500 combined maximum | combined maximem | Ssoo0 combined maximem | combined maximum
per calendaryear per calendar year per calendaryear per calendar year

® The Information abowe ts imended 1o provide 3 condensed mplanarion of U media| plan benehis. Meass referm the apprprians Medical Benefis Gulde (B for comgpise informaion on benefe and
pevislons Incase of 2 dscrepanty bewesn this comparison and the Linguage comained In the MBG, the MAEwill oke precedente.

* annual deducnible does no apply o alf sendees. Befer m your Medical Benehs Geide mvesifywhich senvies apply

1 Ko annual or Ifeime maximum . .

* All LS Peeyembe Senvices Task fmce [USPSTRA and 8 reomeenided wresning senvices am oversd a w00% 25 mquired sederthe prstsians of the Patem Prmecion andsSordalle Cam AT ALK

* A 2000 annual dedecible does nov apph.

- B (Eltpibie Charpe) Refer oyour Medica] Benefits Guide for derflad definioon.

~ Cvered, Induding prenatd, false izbor, delvey, and posmaral series prvided by your physican or midwiis Mamminy cire does oo iecods rElaied sevices sach 25 nusey cie,
labor mom, hosphal wom and boesd, dgnosic essng, and orher abwork and mdiology. Phase refers the specific benefis for mose informarion on thise sewices

MET-0LL- 00 T



&
(! 9 $( 9 9 1( 1 ( 14 1%
" " 4 9
&
( ( ( $ (! 9
( F$ ( 4 9
o/
9 ( ( 9 ( F$
! 1 4 9
E
43" 9 $ 4) ( 1( 9 (!
9 ( 9 f$ (4 $(¢: "5 O 4
2 %
4 (1% (1 (
(! 9 ( "(<9 )
< ( 4109 1) $ (# 1)
(. 94 9 $9 F(( I(
L( 4 6 = 2::50.2:07:: J %:: $( "
N CH
#
) ) 1y (4 ( 4 "F 3 1
FC 409 I ¢ ( 1K1
9 ($ ! (9 F(9
9 $((9 Yy (4 "r$n (!
P:Q  ( I™a ("
P( Y9 9)) (4 L) 9l
$1 % ( ( 4 "% ) D) 4
o ) ) % (! $1 9 9 (9
H ol ( ol ) $ (
9 9 % 9 ) ) !
< &
&# |



1y ( $ 1! 1( L WS 4

Pt 4 ( "( - 89
A -
A - t
! 1
1 1= ("
$C $C% ) (-
? ( | 4 S ) | 4
A - ( t
! 1
? ( | 4 S ) | 4 R
$9 $(% ) 9 (r
$C% ) 4 1 R
& $C% ) R
41 SC% ) R
1) 7. 1 Y9 9 Cc 1) & 4 <
( 1) F(4"& 4 " 1 (
!
) Y( #1001 1) f& C ! 9 )9 C
(4 & ! 1/ ( 4 4 ) )
1 & "4
1| 4 & 9 7. 1 419
4 F( 9 )9 ! & )
( !
1"l )9 1 " ( ! ( 1y 1"a
! 1) *1$ 1 P4l F (!
! (I FL™) ( F Cc1oo( 1
6 1 1"91) $19 4 ( ) ( (
% < %9 9 ("9 ( 9 (



) ( 9 ¢ «( 4 ) ! ( (
$CCC (9
< J 16 E( ¢ 9 & ( :F(
9 & 9 1< I ( 9 L% )
4 & (1 ( ( & (
4 ( $(C% )F(C (%1 9 4
9 ( $1 9 1 G i
( 9 ) (9 C ¢ 1
$9 f 4 1 y (1"
F$((& 9 o< $C% ) 9¢(
( ¢ 4 (% ) 9 ( F
( (1$1 9 i G 1
"l o9IWS ( ( U$ o1
( 9 4 i "
( @ 9 1 9 0 !
I 91)
9 ( (1* 91)J 9 C (0 ( #7)
( (1 ) P FS$( 9 f
I ¢ 91)
« ¢ $( ( 4 (Ct1 (I(
4 " (9 ( I1( 4
9 ( (1 #7¢Q9 ()
C (¢ 9 ! ) 91) !
& >& 4 &
# & 9 4 ( $C% ) ( (1 #¢
9 () 9 C I C F9 cC D i)
N 9l 4 "F( 1) ( 1$"
4 ( ) ! 2
o ! ! Il
9 ( I 6 6 91) < L% )
( PrHT(9 ()
0 ( ‘ 1 ) 91) !
& 1 9 9
1 4 )L 9 C
( ! 4 F 1 ( !
9 1 C 1 9l 16 6 91)
< 9 4%9 (& | P& |

10



]
UHRA

HEALTH INSURAMLCE

Dependent Disability Certification Form

wawvi ubzheaith som

TO: UHA Health Insurance
ATTENTION: EMPLOYER SERVICES
700 BISHOP STREET, SUITE 300
HONOLULU, HI 98813

Thig i to.cerify that | have examined . borm on ! ! and find said
person to be incapable of ssif-sustaming employment by reason of physical or mental disability which existed before attisinment of zge 26. [understand
that UHA will reguire medical records or other documentation to support this cerffication and | agres to promptly provide any records reguesied to
'...'I‘L‘!l.

1. Nature of dizability

2. Dicability has been conBruous from

Approcmate Date
3. g the disabisty permanent? 1 Yes O Mo
li¥es, pleaze explain
4 in your opinion, will the ndividual recover [ Yes 1 Mo
sufficently to be capable of s=if-sustaining
employmant?

if “yes” to#4 above, by what date

wn

B Femarks

Signature of Attending Physican

Print Name

Date

Bidgress

TO BE COMPLETED BY UHA SUBSCRIBER
Child hag obfained: [ Social Secunty Dizabdity Certification Letter

[1Centers for Medicare & Madicaid Sarvices (CMS) ldenfification Card
Fiease rote that one of the above must be obtained in order to erroll 3 disabled dependent cver the age of 26, A copy must be included with the enmliment foem

| cerify that the above-named dependent under my UHA Agreement is mcapable of self-sustaining employment by reason of physical or menfal
dizability, relies primanly upon me for support and maintenance a5 a result of his or her dicability, has had no breaX in insurance coverage and is not
married, Iunderstand and agree that such coverage for said dependent is exiended only 50 long as the deperdent remains incapable of seff-sustaining
employmsnt, reies primaniy upon me for support and maintenance, and is not married. | understand and agres that this document and supporting
chinical notes are subject to review and are deemed safisfactory by UHA's Chief Madical Officer or Medical Directes.

Signahwre of Subscriber

Print Nams

Date

EAP_EMR-D245-080616
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i"‘."" 700 Bishop Street, Suite 300
100 UHA DOMESTIC PARTNERSHIP EMPLOYER
LIHPR Ferr2223198 REPRESENTATION
HeaLTH tnsurance  WWW.Uhahealth.com

1. UHA will extend coverage to all eligible Domestic Partners of the Employer Group (eligibility is
defined in UHA Domestic Partnership Affidavit).

2. The Employer Group does not establish policies that would discriminate against Domestic
Partners. Examples of these types of practices include the following:
a. Applying pre-existing condition clauses to Domestic Partners only,
b. Making coverage for Domestic Partners different from that of other subscriber’s
dependents, and
¢. Having different rates for employees with Domestic Partners versus subscribers with other
kinds of dependents.

3. The Employer Group agrees to pay the same amount toward the cost of coverage for a subscriber
with an enrolled Domestic Partner or Domestic Partner with children, as it pays toward the cost of
coverage for a subscriber with a spouse, or spouse with children.

4. Domestic Partnerships will remain eligible until UHA receives a written notice that has been signed

by the Group Administrator or an officer of the company. Allowed changes to the eligibility of
Domestic Partnerships will only be effective on the renewal date of the Employer Group.

Employer Group Name Date

Print
President or Officer Signature Name

EMP_ENR-0153-032513
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@ 38, . .
’. . .' 700 Bishop Street, Suite 300

AL UHA DOMESTIC PARTNERSHIP AFFIDAVIT
LIFHMA  F877.2223198

HEALTH Insurance  WWW.Uhahealth.com

All of the statements made in this Affidavit are true and will remain true indefinitely.

“Group” herein refers to the entity listed on the UHA Schedule of Benefits.
“Health Plan” herein refers to UHA (University Health Alliance).
“We” herein refers to the UHA subscriber and their domestic partner dependent.

Eligibility Requirements

1) We are both at least 18 years of age and mentally competent to contract.

We both have the same place of residence, and intend to reside together indefinitely.

We are emotionally committed to each other, and intend to remain each other’s domestic partner indefinitely.

Neither of us is married nor has another domestic partner.

Neither of us would be prevented from marrying one another on account of blood relationship to each other

under Hawaii law (i.e. — are not related by blood closer than would bar marriage under Hawaii law).

Both of us agree that we are economically jointly and severally liable to third parties for the common necessities

of life, defined as food, shelter, and medical care.

a) Both agree that this shall remain the case for expenses incurred during the period that the non-employee
domestic partner is covered by the Group.

7) Each of us agrees to immediately notify Group and Health Plan in writing if there is any change of circumstances

attested to in this Affidavit.

R RE R

2

Each of us understands that, if either of us has made a false statement regarding his or her qualifications as a
domestic partner or has failed to comply with the terms of the Affidavit, and Group or Health Plan suffers any loss
thereof, Group or Health Plan may bring civil action against either or both of us to recover its losses, including
reasonable attorney’s fees and court costs, or may rescind or cancel coverage.

Each of us understands that this Affidavit shall be terminated upon the death of one of the domestic partners or by a
change in the circumstances attested to in this Affidavit.

Each of us agrees to provide written notice to Group and Health Plan if there is any change of circumstances attested
to in this Affidavit within 30 days of the change by filing a “Statement of Termination of Affidavit of Domestic
Partnership.”

By executing this Affidavit, each of us agrees to be bound by the terms and conditions of coverage as set forth in the
Member Benefit Guide, including the arbitration clause.

Each of us declares under penalty of perjury under Hawaii law that the assertions in the Affidavit are true and
accurate to the best of our knowledge.

Signature of Employee Date of Birth Date
Signature of Non-Employee Date of Birth Date
Employer Group Name Date
Authorized Signature Print Name

EMP_ENR-0152-032513
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t".‘.fb 700 Bishop Street, Suite 300
Honolulu, HI 96813.4100
T 808.532.4007
LiHEA F §77.222.3198

HEALTH IRSURANCE www.uhahealth.com

Termination of Domestic Partnership

I. DECLARATION
I, (name), an employee of
(employer name),
group number , declare that, as of (date),
I am no longer in a domestic partnership with (domestic partner)
because:

[0  Our domestic partnership no longer meets all the status criteria set forth in our
Declaration of Domestic Partnership, or

[0  The domestic partner is deceased as of (date of death), or

[0 Our domestic partnership terminated or dissolved as of (date).

II. TERMINATION OF COVERAGE

| understand that termination of coverage of the domestic partner will be effective upon UHA’s receipt
of this Declaration, and continuation of coverage under COBRA is not provided for the domestic
partner.

| affirm, under penalty of perjury, that the statements in this Declaration are true and correct.

Employee Signature Date

EMP_ENR-0163-050313
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+|"I MEMBER ENROLLMENT FORM Poelid

“Hl.:luﬂc, Group Mame: Group/Division #:I I I I M I I I I
(1)REASON FOR ENROLLMENT  (0ne setection aniyi
[] ©Open Enroliment [0 Addanew subscriber (with or without family)
[] Reinstate Subscriber (no break in coverage) [ Add Dependent(s) / Spouse / Civil Union Partner

{Se Page 2)

(‘E BEMNEFIT INFORMATION
Plan Type: ]! Party [J2Party [] Family Medical Plan: [_JUHA 600 ]UHA 3000

Other Benefits: [ JDrug  []Vision []Dental Effective Date: || |‘,u“| [T
(Frstdayofthemanth) WM e

@SUBSCR[BER INFORMATION  peae pmua.d"mnm.:'m sequested

soestsseamg | | | 7| | 1] [ ]| girthpate | | /[ [ ] /[ [ [ [ | Gender [JFemale[Imale

thsicalnddres!itl | | | | | | | |

wsttame T T T T T T T T T T T I T T TTTITITITITT]
prstame T 1 [T T[T T TTTITITITITIITITITIT]
P-'131'""5:-’*dﬂmﬂfl||||||||||||||||||||||||||||||
o T 1T T TTTTITTTTT T T (1®**=[T ]

|

|

SAme a5 madng . _ .
o[ [ [ [ [T [T T T T T T T[] ]8rcode T T 1T
ContactNumber:| | | [[ | | [T | | | | Email Address
Other Health plan for you or your family in addition to UHA? D?ESDNQ Other Plan Effective Date:l | |'.-| | ||"| | | |
Fhooseramentotherolan: | CHMEA (" Medicare -Part A Policy Holdar's Nama:

(" Kaisar " Medicare - Part B
(C HMAA (" Medicare-Part ARE (" Other
Copy of other health plan 1D card sttached:[ ]

4 )REQUIRED SIGNATURES

PEDIATRIC DENTAL COVERAGE FOR SMALL GROURS ONLY (1 - E0Employass): | att=st that my employer has purchazad stand-slone pediatnic dental coverage offered by
an Exrhange-cenified stand-slone dental plan on or off the Exchange, and is thenefore eigible to purchase a medical plan that excludes pediatric dentad coverage. |
ackniowiedge that the Patssnt Protection and Affordsble Care Act requires that pedistrc be mcluded a5 an essentiz] beakth benafit for oustomens of small group ard indreidual
heakh insurance polices,

Urider peratties of perjury, L certify that the Social Sacurity number shown on thiz form is correct for mypse and my dependants (or | sm waiting for 3 number to ke xoed o
me andor my cependents]. | atso certsfy that the information | have pravided & the most ourent and accurate informaton,

CONSENT FOR RELEASE OF MEDHCAL RECORDS: § certify by signaturs below that | am 18 years of age and hareby authariee amy heakth cars facility, physician, practitioner,
oounseior, or therapist to provide UHA or its reinsurer, 28 information pertainirg to 2ny medical condition, trestment, confinement, or dizgnasis of myself or my dependents
wiha are also covered by UHA. This suthoriztion inchedes, but is not limited to, mental health conditions, slcohel and drug abuse, and HN/ADS information. This conzent shall
b valid fior all medical information throughout the period that | am covered by UHA This corsent shall 2tea indlude all informatian pemaiming 1o claims inoemed during the:

coverage period.
Subscriber's Signature: Date:
Parent/Guardian Signatura:
lif Subscriber is below age of 18) Date:

The Group Administrator and subsoriber of the above named UHA Member Group cenifies by signature below that the above named subscriberis a bona fide employee as
definad by the Hawaii Prepaic Healthcars Act. UHA may terminate coverage for any insligble snrollee upon cordimaton of mebgibiing. Fenrodment of the above named
envodiesis) is found 1o be based on fraud or intentional misrepresentation of a matenial fact by the =mployer, coverage for the Member Group and'or the enrolles(s) may be
terminated by UHA In the event of terminaticn, the above ramed Memiber Group agress that sny berefit poyments made by UHA on behs¥ of the mealigible ernnoliss{sh must
be returned in full to UHA by the ineligible erofies{st andfor the employer. UHA shall seturn all premivms paid by the employer with respect to the ineligible enrallss{s) upon
termination of coverage and remmbursemeent of benefit payments made by UHA By sigming below, the Group Administrator also confirns that they have providsd the abows
ramed subscriber with o copy of thesr Summary of Berefits & Coverage and Uniform Glassary.

Group Administrator Signature: Date:
Prepared By: Contact Number:

EMP_ENR-0212-101217
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]
uHA

HEALTH IMSHAAMCE

SUBSCRIBER NAME:

MEMBER ENROLLMENT FORM

Page2of2

5 ADD 5POUSE OR CIVIL UNION PARTMWER INFORMATION

Reason to Add:

Social Security:
Last Name:
First Mame:

Birth Date:

[] marriage

Complete anly if enrclling Spouse. Civil Unlon Partrer andfor Dapendeant{c)

[ civil Union Partnership

HEJEEEEEEE

EffectivaDate: | | |/| | V| | | |

LWL /L] [ ] | cender [Jremale [l

Living outside of Hawaii? [JYes [JNo

If Yes, Enter addrass:

a

Beason to Add:
Social Security:
Last Name:
First Mama:

Birth Date:

ADD DEPENDENTIS) INFORMATION

[] Hewham [] Adoption/Stepchild [ ] CourtOrder [ ] Disabled [ ] Loss of other medical coverage

LI LT EffectiveDate: | |/ | /[ | | ||

(L PP PP T

HEEEEEEEEEEEEEEEEEEEEEEEEEEEEn
L LD L[] ] | cenden []Female [Male

Living outside of Hawaii? [ Yes [No

If Yes, Enter address:

Reason to Add:

Social Security:
Last Mama:
First Mama:

Birth Date:

[] Mewbom  [] AdoptionStepchild [ ] Court Order [] Disabled [] Lossof other medical coverage
LT Effective Date: || |/ | V[ | | | |
Lt PP Pl
Il N e
Ll ] el [ ] ] | cender COFemale  [Imale

Living outside of Hawaii? [J¥es [JNo

If Yes, Enter addrass:

Reason to Add:

Last Mama:
First Mama:

Birth Data:

[[] Mewbom

[[] Adeption/Stepchild [ ] CourtOrder [ ] Disabled [] Loss of other medical coverage

Social Security: I I I I_I I |1 I I I I

EﬁediveDate:l I I"rl |J"r|_|_I_|J

HEN
LLLT
!

LIJ |_|J.’I I I | IGendEnDFemale DMale

Living outside of Hawaii? []Yes [JNo

If Yes, Enter addrass:

EMP_ENR-0212-101217
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i Member Enrollment Instructions

UHA

GROUP INFORMATION: Enter the group name and the eight-digit group/division number.
(1) REASON FOR ENROLLMENT: Select a reason for submitting this form (one selection only).
(2 BENEFIT INFORMATION: Choose benefit selection and enter the effective date of coverage.
() SUBSCRIBER INFORMATION: Enter all information requested for the subscriber.

(@) REQUIRED SIGNATURES
-Subscriber Signature: Form must be signed and dated by subscriber of the plan.
-Group Administrator: Form must be signed and dated by an authorized group administrator.

(5) SPOUSE or CIVIL UNION PARTNER INFORMATION:
The first row is for entering spouse or civil union partner information. If adding spouse or civil union
partner outside of open enrollment, please attach supporting documents (i.e., marriage certificate,
loss of coverage letter from other carrier, etc.)

{5) DEPENDENT INFORMATION
Enter all information for dependent(s). If additional rows are needed, please attach another sheet. If
adding dependent(s) cutside of open enrollment, please attach supporting documents {i.e, court
order, birth certificate, etc.)

To ensure proper processing, all required fields must be completed and proper documentation submitted.
Fax or mail completed forms with necessary documentation to:

UHA Employer Services
700 Bishop Street, Suite 300
Honolulu, HI 26813-4100

Toll-free fax: (877)222-3198

If you have any further quastions contact Employer Services.
Phone: (808} 532-4007; Toll-free phone: (B00) 458-4600 Ext. 299 uhahealth.com

EMFP_ENR-0212-101217
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II“F MEMBER CHANGE FORM Reset Form

UHRA
SUBSCRIBER INFORMATION
@ Filk-in afl the requestad infomation
subscrmersMambertt: | ] 1 1 111 1 1 1-[] ‘Lmﬂam-?:llllllllllllllll|||||
FrstMamer | | [ [ [[[]][][[[[]][[]
TRANSFER TO NEW DIVISION? CHANGE PLAN?
o=, Wthe subscriber is transiering to 2 different diision. enter the okd and new diisions Eiextie oW edical dovetnge
® Oid Group/Division#: | [ | |/ [ [ | (3)
: Madical Plan: [JUHA 600[] UHA 3000
Wew Group/Division#: | | [ [ [ /[ [ [ [ | S =l el gl
EffectiveDates | | /[ [ |/ [T [ [ | :[Jbrug  []Vision []
UPDATE SUBSCHIEERiNFORMATION? e ol VT A M S b

Chech one or mone boes brvpdate all the infomation regque hizpaiiporial MnﬂlhmTrﬂMu‘nbcv'ﬁ.cmurﬂfLogﬂn
—, [] NAME CHANGE |:| ADDRESS CHANGE |:| EMAIL CHANGE[ ] PHONE # CHANGE [ ] SOCIAL SECURITY CORRECTION

sociaisecurty#:l | | 1 [ |4 [ [ [

FlrstNam@:l | | |

I
LastName:|||||| || |

| PPt L L LT
Mailing.ﬁ.ddress:! | | | || ||| ||||
o LI LT L LTI TT T T T [[[sme[]]2nCode ]

e vrrrese 0 O N N A O A A I i
[[] same asmsiing City:| | [ [T LTI [ |stae| | |ZipCoe| | |

Contact Nu mber:! 'l | | H | | | E-mail Address;
UPDATE SPOUSE, CIVIL UNION PARTHNER, OR DEPENDENT INFORMATION!?

I Comiplets anly if dependent’s information nesdaio be updated.
iy Select the box |:| MNAME CHANGE |:| SOCIAL SECURITY CORRECTION

Memberll}|| [T T T -11] SoclarSecurlry#-.llll‘m1 ] ||
LastName||||||||||||||||||||||||||||||
Fu'stNamE||||||||||||||||||||||||||||||
| ]
| 1

BlrthDatel | | | | | | Gender: [_|Female [ Male

Physical Address:| ||||||I|||III||||||I||I|I|||
Clswnemensiog Gitys| | [ [ [ | [ [[ [T [[ ][] []][omme| [ |ZoCotec] [ []]]

Q@;REQUIHED SIGNATURE

The Group Adminstrator 2nd subsoriber of the sbove named UHA Member Group cetifies by sgnature below that the shove named subweriber & 2 bona de emplioyes x
defined by the Hawaii Prepaid Healthcare At UHA may terminate coverage for any ineligible enrolles upon confirmation of inefigibifity. F enrallmers of the above named
enrolles(s) is found to be based an faud or intentional misepresentaBon of 2 material f2ct by the employer, coverage for the Member Group andfor the ennollesls) may be
temminated by UHA. in the event of termination, the above nomed Member Group agrees that any benefit payments made by UHA on behalf of the ineligibde enrclies (=) must
be returned in full to UHA by the inefigible enmliee(s] and'or the emiployer. UHA shall rebum all premiums paid by the employer with respectio the inefigible enrolleels) upon
termanation of coversge and remburssment of benefit payments made by UHA

Urder penatties. of perjury, | certify that the sodal security number shown an this form is comect Sar the: subsoriber, their spouse, partner andfor depen dent for they ans waiting
for & rumiber bo b isswed). | aleo certfy that the mformation | have provided is the most current and acoursts information.

Group Administrator Signature: Data:

Preparad By: Contact Number:

EMP_EMR-0211-090315
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'.“-ﬂ Member Change Instructions

UHRA

HEALTS IRSUBAHLE

(1) SUBSCRIBER INFORMATION:
Provide the subscriber's member ID and full name.
One subscriber per form.

@ TRANSFER TO NEW DIVISION:
Enter the old group/division number.
Provide new group/division number and effactive date of change.

{3) CHANGE PLAN:
Check off one or more items to change pertaining to the subscriber mentioned on this form.
Provide all information requested.

(@) UPDATE SUBSCRIBER INFORMATION:
Check off one or more items to change pertaining to the subscriber mentioned on this form.
Pravide all information requested.

(&) UPDATE SPOUSE, CIVIL UNION PARTNER, OR DEPENDENTS INFORMATION:
Check off one or more items to change pertaining to the member mentioned on this form.
Provide all information requested.

(&) GROUP ADMINISTRATOR SIGNATURE:
Form must be signed and dated by an authorized group administrator.

To ensure proper processing, all required fields must be completed and proper documentation submitted.
Fax or mail completed forms with necessary documentation to:

UHA Employer Services
700 Bishop Street, Suite 300
Honolulu, HI 96813-4100

Toll-free fax: (877)222-3198

If you have any further questions contact Employer Servicas,
Phone: (808) 532-4007, Toll-free phone: (B00) 458-4600 Ext. 200; uhahealth.com

EMP_ENR-0211-080315
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