
Global Coatings LLC 
Application for Employment 

Applicant Information 
Note: P lease complete the application form in its entirety. 
and will be kept confidential. If you are hired, this application 
record. This application is not a promise of employment or, 
duration. Information on this application and statements made 
falsification, misrepresentation or omission of required information 
employed, separation from employment. 

the information you provide is voluntary, 
as part of your permanent employment 

a guarantee of employment of any 
interview are subject to verification. Any 

be justification for refusal of, or if 

Be advised that 
will be kept 

if employed, 
during the 

will 

Last Name: First Name: M.I.: Date: 

Street Address: Apt./Unit #: 

City: State: Zip: 

Phone: Email Address: 

Date Available: Desired Salary: 

Position(s) Applying For: 

Are you able to show proof that you are legally 
eligible for employment in the US? 

Yes No Some state labor laws restrict some employment 
persons under 18 years old. Are you at least 18? 

from Yes No

II I I I 

Do you require accommodations or job modifications for you to 
perform the essential job duties of the position you are applying for? 

Yes No Have you ever been employed 
with us in the past? 

Yes No

I I II II 

Do you have relatives working for Global 
Coatings LLC? 

Yes No If yes, give name and relationship: 

I I 

Check all that are acceptable for 
Days Nights Mid Pull rime Part rime MON TUE WED IHU PRI SAT SUN 

you regarding availability: I I II II I M I N I M U M 

Holding a position at our company will require that employees be able to pass a background check and 
potentially a drug test in order to receive credentials (badging) to access government facilities such as 

Puget Sound Naval Shipyard. Obtaining access to some or any of these facilities is considered a mandatory 
qualification to remain a Global Coatings LLC employee, thus the inability to receive a badge is cause for 
termination of employment. Issues with obtaining a badge could be due to any of the following findings: 
Less than 10 years since convicted of felony or release from prison, non-citizenship status or outstanding 

warrants or fines. 

Education/Training 

Arc you a high school graduate? Yes No OR Do you have a GED? Yes M II No 

College(s) Attended (name and location): Area(s) of Study: Type of Degree(s): 

List any other coursest trainim   certifications or ap.arenticeshiTs thatlou  have 

.  . 

.  . 

Check areas of experience with the 
following Microsoft Products: 

Excel PowerPoint Publisher Windows Word Onellrive 

ill II ll I I M 
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GLOBAL COATINGS LLC 

EMPLOYMENT HISTORY 

List your work experience, starting with most recent first, including self-employment, 
years. Attach additional sheets if necessary. Be as complete as possible in outlining 
the ability to accurately evaluate your work experience. 

An incomplete application or an application that states "see resume" may disqualify 
supplement this information but will not substitute for the information required 

military service and volunteer work for the last ten 
the duties of each position. Failure to do so may affect 

you from further consideration. A resume can 
in each section. ATTACH ADDITIONAL PAGES AS NEEDED 

Employer: Position Title: From/to: 

Address: Hours per week: 

Supervisor Phone: No. employees you supervised: Final Salary: 

Specific Duties: 

Reason for leaving or considering change: May we contact your current 
employer? YES ❑ No ❑ 

Employer: Position Title: From/to: 

Address: Hours per week: 

Supervisor Phone: No. employees you supervised: Final Salary: 

Specific Duties: 

Reason for leaving or considering change: May we contact this employer? 
YES ❑ No ❑

Employer: Position Title: From/to: 

Address: Hours per week: 

Supervisor Phone: No. employees you supervised: Final Salary: 

Specific Duties: 

Reason for leaving or considering change: May we contact this employer? 
YES ❑ No ❑ 

Employer: Position Title: From/to: 

Address: Hours per week: 

Supervisor Phone: No. employees you supervised: Final Salary: 

Specific Duties: 

Reason for leaving or considering change: May we contact this employer? 
YES ❑ No ❑ 

References (name/phone) Employer Years known 
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GLOBAL COATINGS LLC 

AGREEMENT, CERTIFICATION, AUTHORIZATION AND DISCLAIMER 

I hereby certify, under the penalty of perjury, that this application contains no willful misrepresentation and that the information given 
is true and complete to the best of my knowledge and belief. I am aware that should an investigation at any time disclose any such 
misrepresentation or falsification, my application may be rejected, my name may be removed from consideration, or I may be 
discharged from my employment. 

➢ I authorize my current or former employers and all schools or educational and technical institutions which I have attended to provide 
Company Representatives any information regarding my current or former employment, scholastic records, or ratings. I hereby release 
any such current or former employers or institutions, their agents or employees from any and all liability resulting from the release of 
such information. My authorization and release from liability are knowing, intelligent and voluntary acts. 

D I understand and authorize investigations that may include without limitation regarding criminal conviction, credit, motor vehicle 
histories and records (for positions that require driving as part of the job duties). 

➢ I understand that any offer of employment will be conditioned on successfully passing a physical exam and a drug/alcohol screen. I 
authorize the release of the results to Global Coatings LLC, Inc. 

➢ I understand that any offer of employment will be conditioned on my demonstrated ability to perform th e essential duties of the job I 
am applying for, with or without reasonable accommodation. 

➢ I understand that as a condition of employment I must provide documentation to prove my eligibility to obtain employment along with 
personal identifation information as required by the Immigration Reform Act of 1986. 

➢ I understand that this application is not intended to be a contract of employment. Employment for all positions at Global Coatings LLC 
are considered "at will". This means that either party can terminate the employment relationship at any time, with or without cause or 
advance notice. 

I certify that my answers are true and complete to the best of my knowledge. 

If this application leads to employment, I understand that false or misleading information in my application or interview 
may result in my release. 

Signature Date 
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Global Coatings LLC 

1704 Thompson DR, Bremerton WA 98337 Phone: (360)479-0694 E-mail: admin@globalcoatingslIc.com 

Welcome to Global Coatings! We are excited to welcome you to our team. 

Enclosed you will find the documents necessary to complete your onboarding process. To make 
your first day as smooth as possible, here are some things you should know: 

o There is no advanced pay. Direct deposit is recommended but is not required. All paper 
checks are issued on Friday afternoons. 

o All wages are paid as per state/federal law. There is no "under the table work". 

o There is no paid time off. Sick leave is 1 hour accumulated per week. 

o All travelers- will be responsible for their lodging and transportation needs, (except for 
flights). Per Diem will be paid after the first week of work. 

o Transportation to and from the worksite is the employee's responsibility. If transportation 
is provided it is the employee's responsibility to make sure they are on time for scheduled 
transportation. If a ride or flight is missed it will not be rescheduled. 

o The employee is employed for the duration of the contract only.. 

o A Valid photo ID and completed hiring packet is required for employment. 

o A background check will be conducted. Continued employment will rely upon a 
favorable outcome and ability to receive a badge for military bases. 

o Every employee is required to fill out a respirator medical evaluation questionnaire. 
Questions or concerns regarding the questionnaire can be emailed to 
rkaeserohs@comcast.net. 

o The employee is responsible for steel-toed footwear and clothing. All other initial PPE is 
provided by Global Coatings LLC. The cost for replacing lost or stolen PPE will be 
deducted from the employee's next paycheck. 

C 



Global Coatings LLC 

1704 Thompson Dr. Bremerton WA 98337 Phone: (360)479-0694 E-mail: admin@globalcoatingslIc.com 

o Any equipment provided by Global Coatings LLC. MUST be returned at the end or 
before duration. 

We are looking forward to your success at Global Coatings! 

Signature: Date: 

o 
L L C 



EMPLOYEE INFORMATION SHEET 
PERSONAL INFO 

Last Name: Middle Name: First Name: 

Date of Birth: SSN: 

Main Phone: Texting: Y [ ] N [ ] 

Drivers License # and State issued from: Passport Number: 

Personal Email: Place of Birth: 

Height: Weight: Hair Color: Eye Color: Race: 

Address 

City: State: Zip: 

EMERGENCY CONTACTS 
Name: Phone: 

Relationship: r i .-„,-,14  I i k City: 

Name: Phone: 

Relationship:  City: 

OFFICE USE 

Hire Date: Last Raise: Last Evaluation Date: 

Position: Rate of Pay: 

Direct Deposit Y [ ] N [ ] Sick Hours: 

Routing # k 4 r Vacation Hours: 

Account # A C rt I/ I I! Work Email: 

Employee ID# 

CHECK LIST 
W-4 Medical Evaluation 

OSHA 10 Respirator Fit Test 

lIPP Audiogram 

PPE Fall Protection 

Confined Space Bloodborne Pathogen 

Hazmat Firewatch 

SDA 2nd form of ID 
I-9 

Nassco 

LAST UPDATED 



PAYCHEK 
Direct Deposit Enrollment/Change Form* 

Company Name and/or Client Number 

Employee/Worker Name Employee/Worker Number 

EMPLOYEE/WORKER: Retain a copy of this form for your records. Return the original to your employer/company. 

EMPLOYER/COMPANY: Return this form to your local Paychex office. For clients using on-line services, please 
retain a copy of this document for your records. 

COMPLETE TO ENROLL / ADD / CHANGE BANK ACCOUNTS - PLEASE PRINT CLEARLY IN BLACK/BLUE INK ONLY 

Type of Account: ❑ Checking ❑ Savings Accountholder's Name: 

Routing/Transit Number 

Checking/SavingsAccount Number** 

Financial Institution ("Bank") Name 

I wish to deposit (check one): ❑ % of Net ❑ Specific Dollar Amount $  .00 ❑ Remainder of Net Pay 

Type of Account: ❑ Checking ❑ Savings Accountholder's Name:  

Routing/Transit Number 

Checking/SavingsAccount Number** 

Financial Institution ("Bank") Name  

I wish to deposit (check one): ❑ % of Net ❑ Specific Dollar Amount $ .00 ❑ Remainder of Net Pay 

COMPLETE IF CHANGING EXISTING DEPOSIT AMOUNTS - PLEASE PRINT CLEARLY IN BLACK/BLUE INK ONLY 

Type of Account: ❑ Checking ❑ Savings Accountholder's Name: 

Routing/Transit Number 

Checking/SavingsAccount Number** 

Financial Institution ("Bank") Name 

I wish to change my deposit amount to (check one): ❑ From °A to % of Net ❑ From $ .00 To $ .00 

❑ Remainder of Net Pay 

EMPLOYEE/WORKER CONFIRMATION STATEMENT 

PLEASE SIGN IN BLACK/BLUE INK ONLY 

I authorize my employer/company to deposit my earnings into the bank account(s) specified above and, if necessary, to 
electronically debit my account to correct erroneous entries. I certify my account(s) allow these transactions. Furthermore, I certify 
that the above listed account number accurately reflects my intended receiving account. I agree that direct deposit transactions I 
authorize comply with all applicable laws. My signature below indicates that I am agreeing that I am either the accountholder or have 
the authority of the accountholder to authorize my employer/company to make direct deposits into the named account. 

► Employee/Worker Signature Date 

Note: Digital or Electronic Signatures are not acceptable. 

I confirm that the above named employee/worker has added or changed a bank account for direct deposit transactions processed by 
Paychex, Inc. I have reviewed the information provided and it is accurate to the best of my knowledge. My signature below indicates 
that I have the authority to execute this document on behalf of the Client. 

Employer/Company Representative Printed Name: 

Employer/Company Representative Signature: Date• 
* All fields are required except Employee/Worker Number. 
** Certain accounts may have restrictions on deposits and withdrawals. Check with your bank for more information specific to 

your account. 

DP0002 10/17 
Form Expires 10/31/20 



Employment Eligibility Verification 
Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

OMB No.1615-0047 

Expires 07/31/2026 

START HERE: Employers must ensure the form instructions are available to employees when completing this form. Employers are liable for 
failing to comply with the requirements for completing this form. See below and the Instructions.

ANTI-DISCRIMINATION NOTICE: All employees can choose which acceptable documentation to present for Form I-9. Employers cannot ask 
employees for documentation to verify information in Section 1, or specify which acceptable documentation employees must present for Section 2 or 
Supplement B, Reverification and Rehire. Treating employees differently based on their citizenship, immigration status, or national origin may be illegal. 

Section 1. Employee Information and Attestation: Employees must complete and sign Section 1 of Form I-9 no later than the first 
day of employment, but not before accepting a job offer. 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) Other Last Names Used (if any) 

Address (Street Number and Name) Apt. Number (if any) City or Town State ZIP Code 

Date of Birth (mm/dd/yyyy) U.S. Social Security Number Employee's Email Address Employee's Telephone Number 

I am aware that federal law 
provides for imprisonment and/or 
fines for false statements, or the 
use of false documents, in 
connection with the completion of 
this form. I attest, under penalty 
of perjury, that this information, 
Including my selection of the box 
attesting to my citizenship or 
Immigration status, is true and 
correct. 

Check 

. 
one of the following boxes to attest to your citizenship or immigration status (See page 2 and 3 of the instructions.): 

1. A citizen of the United States 

❑ 2. A noncitizen national of the United States (See Instructions.) 

❑ 3. A lawful permanent resident (Enter USCIS or A-Number.) ' 

❑ 4. A noncitizen (other than Item Numbers 2. and 3. above) authorized to work until (exp. date, if any) 

If you check Item Number 4., enter one of these: 

USCIS A-Number 
OR 

Form 1-94 Admission Number 
OR

Foreign Passport Number and Country of Issuance 

Signature of Employee Today's Date (mm/dd/yyyy) 

If a preparer and/or translator assisted you in completing Section 1, that person MUST complete the Preparer and/or Translator Certification on Page 3. 

Section 2. Employer Review and Verification: Employers or 
business days after the employee's first day of employment, and must 
authorized by the Secretary of DHS, documentation from List A OR 
documentation in the Additional Information box; see Instructions. 

their authorized representative must complete and sign Section 2 within three 
physically examine, or examine consistent with an alternative procedure 

a combination of documentation from List B and List C. Enter any additional 

List A OR List B AND List C 

Document Title 1 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 2 (if any) Additional Information 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) 

Document Title 3 (if any) 

Issuing Authority 

Document Number (if any) 

Expiration Date (if any) III Check here if you used an alternative procedure authorized by DHS to examine documents. 

Certification: I attest, under penalty of perjury, that (1) I have examined the documentation presented by the above-named 
employee, (2) the above-listed documentation appears to be genuine and to relate to the employee named, and (3) to the 
best of my knowledge, the employee is authorized to work in the United States. 

First Day of Employment 
(mm/dd/yyyy): 

Last Name, First Name and Title of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Employer's Business or Organization Name Employer's Business or Organization Address, City or Town, State, ZIP Code 

For reveriflcation or rehire, complete Supplement B, Reverification and Rehire on Page 4. 

Form 1-9 Edition 08/01/23 Page 1 of 4 



LISTS OF ACCEPTABLE DOCUMENTS 
All documents containing an expiration date must be unexpired. 

* Documents extended by the issuing authority are considered unexpired. 
Employees may present one selection from List A or a 

combination of one selection from List B and one selection from List C. 
Examples of many of these documents appear in the Handbook for Employers (M-274). 

LIST A 

Documents that Establish Both Identity 
and Employment Authorization OR 

LIST B LIST C 

Documents that Establish Employment Documents that Establish Identity AND 
Authorization 

1. U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a State or 
outlying possession of the United States 
provided it contains a photograph or 
information such as name, date of birth, 
gender, height, eye color, and address 

1. A Social Security Account Number card, 
unless the card includes one of the following 
restrictions: 

(1) NOT VALID FOR EMPLOYMENT 

(2) VALID FOR WORK ONLY WITH 
INS AUTHORIZATION 

(3) VALID FOR WORK ONLY WITH 
DHS AUTHORIZATION 

2. Permanent Resident Card or Alien 
Registration Receipt Card (Form 1-551) 

3. Foreign passport that contains a 
temporary 1-551 stamp or temporary 
1-551 printed notation on a machine- 
readable immigrant visa 

2. ID card issued by federal, state or local 
government agencies or entities, provided it 
contains a photograph or information such as 
name, date of birth, gender, height, eye color, 
and address 

4. Employment Authorization Document 
that contains a photograph (Form 1-766) 2. Certification of report of birth issued by the 

Department of State (Forms DS-1350, 

FS-545, FS-240) 
3. School ID card with a photograph 5. For an individual temporarily authorized 

to work for a specific employer because 
of his or her status or parole: 

a. Foreign passport: and 

b. Form 1-94 or Form I-94A that has 
the following: 

(1) The same name as the 
passport; and 

(2) An endorsement of the 
individual's status or parole as 
long as that period of 
endorsement has not yet 
expired and the proposed 
employment is not in conflict 
with any restrictions or 
limitations identified on the form. 

4. Voter's registration card 3. Original or certified copy of birth certificate 
issued by a State, county, municipal 
authority, or territory of the United States 
bearing an official seal 

5. U.S. Military card or draft record 

6. Military dependent's ID card 
4. Native American tribal document 

7. U.S. Coast Guard Merchant Mariner Card 
5. U.S. Citizen ID Card (Form 1-197) 8. Native American tribal document 

6. Identification Card for Use of Resident 
Citizen in the United States (Form 1-179) 9. Driver's license issued by a Canadian 

govemment authority 
7. Employment authorization document 

issued by the Department of Homeland 
Security 

For examples, see Section 7 and 

For persons under age 18 who are 
unable to present a document 

listed above: 

10. School record or report card Section 13 of the M-274 on 
6. Passport from the Federated States of 

Micronesia (FSM) or the Republic of the 
Marshall Islands (RMI) with Form 1-94 or 
Form 1-94A indicating nonimmigrant 
admission under the Compact of Free 
Association Between the United States 
and the FSM or RMI 

uscls.aovil-9-central. 
11. Clinic, doctor, or hospital record The Form 1-766, Employment 

Authorization Document, is a List A, Item 
Number 4. document, not a List C
document. 

12. Day-care or nursery school record 

Acceptable Receipts 
May be presented in lieu of a document listed above for a temporary period. 

For receipt validity dates, see the M-274. 

• Receipt for a replacement of a lost, 
stolen, or damaged List A document. 

• Form 1-94 issued to a lawful 
permanent resident that contains an 
1-551 stamp and a photograph of the 
individual. 

• Form 1-94 with "RE" notation or 
refugee stamp issued to a refugee. 

OR
Receipt for a replacement of a lost, stolen, or 
damaged List B document. 

Receipt for a replacement of a lost, stolen, or 
damaged List C document. 

*Refer to the Employment Authorization Extensions page on 1-9 Central for more information. 
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Supplement A, 
Preparer and/or Translator Certification for Section 1 

Department of Homeland Security 

U.S. Citizenship and Immigration Services 

USCIS 

Form I-9 

Supplement A 
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement must be completed by any preparer and/or translator who assists an employee in completing Section 1 
of Form 1-9. The preparer and/or translator must enter the employee's name in the spaces provided above. Each preparer or translator 
must complete, sign, and date a separate certification area. Employers must retain completed supplement sheets with the employee's 
completed Form 1-9. 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/ddlyyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct. 

Signature of Preparer or Translator Date (mm/dd/yyyy) 

Last Name (Family Name) First Name (Given Name) Middle Initial (if any) 

Address (Street Number and Name) City or Town State ZIP Code 

Form 1-9 Edition 08/01/23 Page 3 of 4 



Supplement B, 

Reverification and Rehire (formerly Section 3) 

Department of Homeland Security 
U.S. Citizenship and Immigration Services 

USCIS 
Form I-9 

Supplement B 
OMB No. 1615-0047 
Expires 07/31/2026 

Last Name (Family Name) from Section 1. First Name (Given Name) from Section 1. Middle initial (if any) from Section 1. 

Instructions: This supplement replaces Section 3 on the previous version of Form 1-9. Only use this page if your employee requires 
reverification, is rehired within three years of the date the original Form 1-9 was completed, or provides proof of a legal name change. Enter 
the employee's name in the fields above. Use a new section for each reverification or rehire. Review the Form I-9 instructions before 
completing this page. Keep this page as part of the employee's Form 1-9 record. Additional guidance can be found in the_ 
Handbook for Employers: Guidance for Completing Form 1-9 (M-274) 

Date of Rehire (if applicable) New Name (if applicable) 

Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A 
continued employment authorization. Enter the document information in the spaces below. 

or List C documentation to show 

Document Title Document Number 1 any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the 
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

• 

Date of Rehire (if applicable) New Name (if applicable) 
Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the 
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented it. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

Ill 

Date of Rehire (if applicable) New Name (if applicable) 
Date (mm/dd/yyyy) Last Name (Family Name) First Name (Given Name) Middle Initial 

Reverification: If the employee requires reverification, your employee can choose to present any acceptable List A or List C documentation to show 
continued employment authorization. Enter the document information in the spaces below. 

Document Title Document Number (if any) Expiration Date (if any) (mm/dd/yyyy) 

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if the 
employee presented documentation, the documentation I examined appears to be genuine and to relate to the individual who presented It. 

Name of Employer or Authorized Representative Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) 

Additional Information (Initial and date each notation.) 
Check here if you used an 
alternative procedure authorized 
by DHS to examine documents. 

MI 
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United HealthCare Insurance Company 

Fully Insured Key Account Groups 

Enrollment Application/Change/Cancellation Request 
To speed enrollment process, please be thorough and fill out all sections that apply. 

If waiving medical coverage, please see Section E. 
A. Employee Information 

Fi 

UnitedHealthcare° 
A UnitedHealth Group Company 

CI Enroll Cl Address Change 
TA Cancel ❑ Name Change 
LI Change Date of Change I / 

rst Name M.I. Last Name 

Street Address 

lome Phone 

Marital 0 Single O Divorced 
Status o Married El Widowed 
B. Family Information 

Apt. # City 

Work Phone 

Sex ❑ M Birthdate 
❑F 

Social Security #/Employee ID # 

County State Zip Country 

How many hours do 
you work per week? 

Are you a current patient? 
o Yes o No 

Coverage Types 
❑ Medical O Dental O Vision 

Dependents to be enrolled, cancelled, changed: (Attach sheet if necessary) 

Check 
appropriate 
box 

Last Name First Name M.I. 
Sex Birthdate Relationship** Full-Time 

Student*** 
Coy. 
Type 

Are you 
a Current 
Patient? Dependent Social Security No. 

o Enroll 
O Cancel 
o Change 

M 
F 

O Yes O No 
School Name: 

O M 
O D 
a v 

O YES 
O NO 

SS# I I I I - I I I - I I I I 
O Enroll 
O Cancel 
o Change 

M 
F 

O Yes C No 
School Name: 

O M 
O D 
o v 

O YES
O NO 

SS# I I. I J -I 1 HI I I I 
O Enroll 
O Cancel 
o Change 

NI 
F 

O Yes o No 
School Name: 

a M 
O D 
o v 

O YES
° NO 

SS# I I I i-I I 1 - 1 1 1 1 
*IMPORTANT: **Your employer may have guidelines that require legal documentation from you for court ordered dependents or other information in order 
to make other eligibility determinations. UnitedHealthcare does not require copies of legal documents. Please see employer representative for more 
information about these qualifications. If dependent does not reside with eligible employee, please provide address on separate sheet. ***Student 
verification will be requested for Over Age Dependents upon presentment of a claim. 

C. Product Selection *(check all that a I ) 

*Plan offerings are dependent upon employer election. 
o Medical Plan - If your employer offers you a choice of medical plans (i.e. Choice, Choice Plus, Options PPO and 80/80), 

please write your medical plan selection here: 
❑ Dental Plan - If your employer offers you a choice of dental plans (i.e. Dental Options PPO, Dental Managed Indemnity) 

please write your dental plan selection here:  
o Comprehensive Vision Plan 

LIFE INSURANCE PRODUCTS 
Salary $  Flat Amount $ 

❑wk O mo o yr 
O Life/Accidental Death or Dismemberment ❑ Supplemental Life 
o Spouse Life Insurance 
o Dependent Life Insurance 

I 
On the day your 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 O NO 
Insurance Company Name (use extra paper if needed) 

O Suppl. Accidental Death and Dismemberment 

D. Other Medical Coverage Information 

Life Beneficiary's Full Name and Address 

Relationship 

(This section must be completed) 

Coverage type: O Group Policy O Individual Policy O Medicare/Medicaid 
Is this coverage through your spouse's 
employer? o YES o NO If yes, please 
provide employer's name 

Coverage Start Date Coverage Stop Date 

O Other 
Name, date of birth and Social Security # of policy holder 

Employee's relationship to policyholder 

Medicare effective date 
Parts A&B 
605-1098 6/06 

Names of family members with other continuing medical coverage (Including Medicare) 

Reason for Medicare eligibility: 
O Over 65 O Disabled O Kidney Disease 

Medicare Claim # 

continued on reverse 



Applicant Name 

E. Waiver of Medical Coverage (This section must be completed if declining medical coverage) 

I decline to enroll for medical coverage for myself, my spouse, and my dependent children due to: 
❑ Existence of other health coverage ❑ Spousal coverage ❑ Other Reason (Explain)  
Check one of the above boxes, then read and sign. 

I understand that if I and/or my dependents, if any, waive coverage and desire to participate in the plan at a later date, coverage may be subject to 
treatment as a late enrollee and may apply at next open enrollment period. I further understand that if I decline enrollment for myself or my dependents 
(including my spouse) because of other health coverage, I may in the future be able to enroll myself or my dependents in this plan, provided that I request 
enrollment within 31 days after such coverage ends. In addition, if a new dependent relationship forms as a result of birth, adoption or placement for 
adoption, I may be able to enroll myself and my dependent provided that I request enrollment within 60 days of the birth adoption, or placement for 
adoption. If a new dependent relationship forms as a result of marriage, I may be able to enroll myself and my dependent spouse provided that I request 
enrollment within 31 days of marriage. 

WAIVER 

X Employee Signature  Date Signed 

Signature (Form must be signed) 

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

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

I understand that information collected in connection with administration of the benefit plan may be used to bring to my attention health products or 
services that might be valuable to me and otherwise as permitted by law. I understand that you may combine that information with other information so 
that it is no longer individually identifiable and use it for commercial and other purposes. 

I acknowledge that I have received the "Important Information" statement which is included on the back of this form. 

It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the company. 
Penalties include imprisonment, fines, and denial of insurance benefits. 

Date Employee Signature   Spouse Signature  
(if possible) and applicable 

G. To Be Completed By Employer 
ATTENTION EMPLOYER REPRESENTATIVE: To ensure accurate processing of application, 1) please review all sections and confirm employee 
completed the appropriate information. 2) Complete section G. 3) Please provide your signature and today's date. 

Company Name Group # Department # 

Plan Variation 
Medical Vision 

Reporting Code 
Medical Vision 

Life 

Benefit Level/Class Code, if applicable 
Life/AD&D Suppl. Life 

Dental Life Dental Spouse Life Suppl. AD&D 
UnitedHealthcare Overture Package (A-S) Dep. Life 

❑ New Enrollment/Additions: (Check one) 
Date of Hire / /_ Requested Date of Coverage 
❑ New Hire ❑ Status Change (PT to FT) 
❑ Return from Leave/Layoff 
❑ Birth ❑ Marriage ❑ Adoption (attach legal 
❑ Court ordered dependent (attach documentation) 
❑ Other (describe) 

/ / 

documentation) 

/ 

❑ Cancellations: Last Date of Employment / 
Requested Effective Date of Cancellation / / 
❑ Cancel all coverage 
❑ Cancel listed above — Section B 
Reason: (check one) 
❑ Death ❑ Employee Terminated ❑ Divorce 
❑ Moved out of service area 
❑ Dependent reached student/dependent max age 
❑ Other (describe) 

/ 

❑ COBRA/Continuation start date stop date 
❑ Annual Open Enrollment Requested Effective Date of Enrollment / 

❑ Union ❑ Non-union ❑ Salaried ❑ Hourly ❑ Active ❑ Retire Date 

Signature   Date  

Employer Position  Phone Number 

605-1096 6/06 



Applicant Name 

IMPORTANT INFORMATION - Detach and retain this page for your records. 

In order to make choices about your health care coverage and treatment, we believe that it is important for you to understand how your 
plan operates and how it may affect you. In an ever-changing environment, the information can never be complete and we urge you to 
contact us if the information in your Summary Plan Description, Certificate of Coverage or other materials do not answer your questions. 
Further information is available at www.myuhc.com. 

1. We do not provide medical services or make treatment decisions. We help finance and/or administer the health benefit plan in which 
you are enrolled. That means: 

• We make decisions about whether the health benefit plan you chose will reimburse you for care that you may receive. 

• We do not decide what care you need or will receive. You and your physician make those decisions. 

2. We may enter into arrangements where another entity carries out some of our duties, but those entities must operate consistently 
with our commitment to your plan. 

3. We may use individually identifiable information about you to identify for you (and you alone) procedures, products or services that you 
may find valuable. 

4. We contract with networks of physicians and other providers. Our credentialing process confirms public information about the 
providers' licenses and other credentials, but does not assure the quality of the services provided. 

5. Physicians and other providers in our networks are independent contractors and are not our employees or agents. We do not control 
nor do we have a right to control your physician's treatment or plan. 

6. We may enter into agreements with your physician or other provider to share in the cost savings that our approach may generate. 
We encourage providers in our network to disclose the nature of those arrangements with you. If they do not, we encourage you to 
talk to your physician about these arrangements. 

7. We encourage physicians to talk with you about medical care you or your physician think might be valuable. 

8. We will use individually identifiable information about you as permitted by law, including in our operations and in our research. We 
will use anonymous data for commercial purposes including research. 

Statement of affirmation and authorization to obtain and disclose information in connection with eligibility for medical coverage. 

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) agree that this authorization is valid for 30 months from the date of this form. I (we) know that I (we) have the right to ask for and to 
receive a copy of this authorization. 

I understand that the Certificate of Coverage or Summary Plan Description and other documents, notices and communications regarding 
my health benefit plan may be transmitted electronically. 

I (we) have not given the agent or any other persons any health information not included on this Request for Medical Coverage. I (we) 
understand that the insurance company(ies) 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 Request for Medical Coverage and any attachments. 

Group Medical Insurance provided by United HealthCare Insurance Company 

605-1096 6/06 
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