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NATURE OF YOUR QUALIFYING LIFE EVENT:
If you experience a Qualifying Life Event (QLE) (e.g. loss of health insurance coverage, no longer eligible on your

parent’s health insurance, marriage, etc.) during the plan year August 1, 2024 - July 31, 2025 you can enroll in the

Kennesaw State University
Qualifying Life Event Request

Kennesaw State University health insurance for the remainder of the current coverage period. Please complete

this form and sign and date it.

Reason for Qualifying Event:
ying [] Other (please detail)

[] Loss of coverage under another plan
[] Marital Status

[] Adoption of a Child/Birth of a Child
|:| Guardianship Appointment

|:| International Students: Arrival of Spouse/Dependents in Country

Date of Qualifying Life Event:

Primary Insured Information:
Gender: M []

F O
uld
Name:
(Last name, first name)
Student ID #:
(Required)
Birth Date:
(mmy/dd/yyyy)
Address:
(Street, City, State, ZIP)
Email Address: Student Phone #:

(Home phone or cell phone)

23C0L4568-599-11



Enroliment & Payment Instructions:

A QLE is required for primary insureds and dependents to be eligible to enroll in the school health insurance
plan at a time outside of the enroliment period. Enrollment in the plan must occur within 30 days of the QLE.
Premiums are not pro-rated.

Voluntary Enrollment Students: Fill out this QLE request and submit it along with supporting documentation, a completed
enrollment form, and premium paymentto UnitedHealthcare Student Resources; PO Box809026; Dallas, TX 75380-9026. If
you want to pay for your coverage with a credit card or eCheck, email your enrollment form to SIDPremium-
CustomerService@uhcsr.com or fax it to 469-229-5612. Make sure your email address is correct as we will enter your
coverage request into our system and send you an email message with instructions for making your premium payment
online with a credit card or eCheck.

Make check or money order payable to UnitedHealthcare Student Resources in US dollars. Mail this
completed form, your school injury and sickness insurance enrollment form, required supporting
documentation, along with premium payment to: UnitedHealthcare Student Resources; PO Box 809026;
Dallas, TX 75380-9026.

To pay with a credit card or eCheck: Email this completed form and your school injury and sickness
insurance enrollment form to sidhelp@uhcsr.com. Your coverage request will be registered and you will be
sent a notification email with instructions for making your premium payment online. You may also fax this
form to 469-229-5612.

Student Signature: Date:

For more information: Call 1-866-403-8267 or Email info@uhcsr.com.

For Administrative Use Only:

Date:

Effective Enrollment Period Dates:

Approved By:

Premium Amount:

United
Healthcare

23C0L4568-599-11
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UNITEDHEALTHCARE INSURANCE COMPANY

Processor Date Stamp Received

QUALIFYING LIFE EVENT ENROLLMENT FORM FOR STUDENTS AND THEIR DEPENDENTS

KENNESAW STATE UNIVERSITY 2024-599-11

PRIMARY INSURED COMPLETE INFORMATION BELOW FOR STUDENT.
LAST (FAMILY) NAME: FIRST (GIVEN) NAME: MIDDLE INITIAL:
GENDER: DATE OF BIRTH: SCHOOL ID #:

) MALE 0 FEMALE ou (MONTH/DAY/YEAR)
PERMANENT U.S. ADDRESS: (HOUSE/BUILDING # AND STREET NAME)
CITY: STATE: ZIP CODE:
TELEPHONE #: EMAIL ADDRESS:

DEPENDENT INFORMATION
Complete information below for dependents to be insured. Dependent coverage is only available for students insured under

the Plan (Please include a blank sheet for additional dependents).

SPOUSE: GENDER: DATE OF BIRTH:

0 MALE 00 FEMALE 0u (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

0 MALE J FEMALE U (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

0 MALE J FEMALE U (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

0 MALE 0 FEMALE U (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

0 MALE 0 FEMALE U (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:

NOTICE TO STUDENT: Coverage will be effective the date the correct premium is received by the Company or a
representative of the Company or the effective date of the coverage period, whichever is later, unless otherwise stated in the
Master Policy. By signing, the student acknowledges the following: 1) The student has carefully read the Certificate of Coverage
and elects to enroll as indicated on this enroliment form; 2) Rates are not pro-rated other than as listed on this enrollment card;
3) The student meets the eligibility requirements for this coverage as described in the Certificate of Coverage; and 4) If it is later
determined that the student is not eligible, the premium will be refunded. Premium will not be refunded except for ineligibility or

entrance into the armed forces.

NOTICE: Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a statement of claim
containing any false, incomplete, or misleading information may be subject to criminal and/or civil penalties.

Student’s Signature:

EF-2024
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Date:




KENNESAW STATE UNIVERSITY 2024-599-11

Campus/School Attending:

Please print name of University. Must be completed in order for application to be processed.

O |elect to purchase Injury and Sickness insurance coverage under the University’s student insurance plan.
Below are the choices | have made.

PLEASE CHECK ALL APPROPRIATE BOXES.
INSURED CATEGORY: O Graduate O Practical Training

O Undergraduate

ID Codes Monthly (MX)
1 Student 0o $ 343.00
2 Spouse 0 $ 378.00
3  One Child O $ 378.00
4 Two or more Children O $ 756.00
5 Spouse and 2 or more Children O $ 1,134.00

TO CALCULATE YOUR RATE:
Rate x# of months eligible = amount due
Example: $343.00 x 3 months = $1,029.00

Please multiply the rate and number of days and/or months to get your total premium.

Student $343.00x _ months=$%
Spouse $378.00x _ months =$
One Child $378.00x _ months=§
Two or More Children $756.00x _ months=§

Spouse and 2 or More Children | $1,134.00 x months = $

Total $

** Please note: premiums are cumulative (Ex. Student + Spouse = Total premium due).

Requested Effective Date: / / Termination Date: 7/31/2025

Payment Instructions: Make check or money order payable to UnitedHealthcare Student Resources in US dollars. Mail
this enrollment form along with premium payment to:

UnitedHealthcare Student Resources
PO Box 809026
Dallas, TX 75380-9026.

Your cancelled check or credit card billing is your only receipt and notification of coverage. The student is responsible for
timely premium payments whether or not a premium notice is received.

HOW TO ENROLL OR PAY ONLINE

Online Enrollment:
If your school allows online enrollment and you would like to purchase your coverage using a credit card or eCheck, please
visit www.uhcsr.com/kennesaw. You can search for your school, choose your plan, and click on EXPLORE POLICY to
review plan documents. To purchase coverage, click on ENROLL NOW and follow the on screen prompts to complete your
enrollment.

EF-2024 20f2



NON-DISCRIMINATION NOTICE

UnitedHealthcare Student Resources does not treat members differently because of sex, age, race, color, disability
or national origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send
a complaint to:

Civil Rights Coordinator
United HealthCare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130
UHC Civil Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to you
within 30 days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID
card, Monday through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at: https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or,
you can ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free
member phone number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.

NDLAP-FO-001 (11-23)
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LANGUAGE ASSISTANCE PROGRAM

YWe provide free services to help you communicate with
us, such as, letters in other languages or large print. Or,
you can ask for free language services such as
speaking with an interpreter. To ask for help, please call
toll-free 1-886-260-2723, Monday through Friday,

gam. to 8 p.m. ET.

Fnglish

langnage assistance sarvices are available to vou free of charge.

Plesase call 1-866-200-2723.
Albanian

Ehérbimet ¢ ndihmés né gjuhén amtare ofrchen falas. Ju lutem:
tzlefononi né numrin 1-866-260-2723,

Amharic

PEVE ACAA RIDAIRRT (118 B AOLE 02 |-800-260-2723

P e

Arabic

1-866-260-2723 2101 e et Glaady all tee Lol ot A1 i

Armenian

Sbq duansky h i witn]dwp (hawljub aqinipiul
Bummap prm bbtkpe Whmpmd Lip guibsgqubwnlg
1-B66-260-2723 hoaduwpn|;

Banlw- Kirundi

Tromswa ko bunty senvis alative ku rumm o kogulasha,
Lteperezwa puhamagara 1-806-200-2723

Bisayan- Yisayan {{cbhuano)

Magamit nimo ang mea serbisyo sa tabang sa lengpuwahe nga
walay bayad, Palibug tawag sa 1-866-2600-2723,

Bengali- Bangala

ST = ST WISl S S e o e
WAT O 1-R65-I60-2723-08 B9 FEA|

Burmese

onamec: sy cfeamdgynt o€ mopad
wo0afBE oot cogeadqd of: 1-866-260-2723 oled d
Cambeodian- Mon-Khmer

R ERHAGAMANE USEERG N8 A UER

A GIESEITNIS 1-866-260-27234

Cherokee

SONLAd0. Peldosld CeLFET ey RGHFEITLAAT
hLECGEE DAT. Fled DR @LWES 1-806-260-2723,
Chinese

O aERSESERERE - FEE 18662602723 ¢
Choctaw

Chahta amam pa ish anumpuli hokmet tohshali yvt peh pilla he
chr apels honla. [ paya 1-866-260-2723,

Cushile- Oromo

Tajagillivwan gargaarsa alaami kanlaliti malee siif jira.
“aalon karan lakkeofsa bilkilan 1-866-260-2723 hilbili.
Duich

Taalbijstandsdicnsten zijn pratis voor u beschikbaar, Gelieve
1-B&A-2A0-2723 op e bellan,

3R LAP &4 [B-18)

French

Des services daide linguistique wous sont proposés gratuitement.
Appeler le 1-8656-260-2723

French Creole- Haitian Creole

Fen sevis &d pou lang ki dispordb gratis pou ou. Bele
1-Kht-260-2713

German

Sprachliche Hilfsdiensfleistungen stehen Thnen kostenlos zur
Verfigunge, Bitte rufen Sie an unter: 1-866-260-2723,
Greek

Chunpeciss vAoraoun s PorPeuss oo Surmibevion Soxpein
etk &mTe 10 1-RO6-200-2723.

Crujarati

sl HElR Aol AL HIE Frgles Gucod & sul s71el
|-B6E-260-2723 UR Siel 82l

Hevw uiiun

K&kua manuzhi ma kiu &lelo 1 loa’a “ia. E kelepona 1 la helu

1-Hit-200-2713

Hindi

3T & fow #1reT weraer #a fAaew Iueey | Fua

1-866-260-2723 OT Fiel F41

Hmong

Muaj cov key pab tshais lus pub dawb rau kej. Thov hu rau

1-Hi6-200-27213

1bu

Enyemaka na-ahae sspsw. bu 'elu, din g Kpog

| -BO6-260-2733

lHocanno

Aclda awran bayadna a serbisio para iti language assistance.

Pangnapasim ta tawagam o 1-860-260-2723,

Indonesian

Layanan bantuan bahasa bebas biava tersedia untuk Ancda

Harap hubungt |-866-260-2723

Italian

Sono disponibili servizi di assistenza linguistica pratuiti.

Chiamare il numers 1-866-260-2723.

Japancse

L e o R Sl - Tt 1|5 R R =

[-BAG-260-2723 F UiEL A,

Iaren

.-_Fl._-':.rrf..-:'a'1u.z.-95ﬁ=r{‘-|£' 'JL:.-:’Er-.'rn'\-r.-".-.:u:::

dampuabsodost 1 -BOGO-260-27 2500,

Korean

ofof A|® M| AS 222 0| Bopal 4 AALICH

13652602723 H 2 = M Bl A 2.

IKru- Bassa

Bt ba hola m kebol mahop ngei nsas wogud wo ba vé ha i mo

yon. Scbel 1 nsinga ind [-266-260-2723,

Kurdish Sorani

PR RS S 8 el B B Rae e ) e o ASARL G0
J-ROO-260-2723 s ke

T S I

| aotian ,
BUSnaunagdhuwesniesed e, megualnmach
| -R6E-260-2723.



WViarathi

TATHTST 1-866-260-2723 T7 wmHEmE] H96 &1

Murshallese
Ewomared b3k perbal m ppail o kaym o epjelok wingan. Joug
im keallple 1-800-200-2723.
Micronesian- Pohnpeian
M sawas en mahsen ong komwi, soh isepe. 2delau cker
1-hOb-200-2723.
Mavajo
Sadd bee dka'e'eyeed bee dka'nida'wo'lzil U84 ik 'sh bee moh'r
bes rd'ahootl. T'ad shoodi kohji' [-806-200-2723 hodiilnih,
Mepali
HET HERIAT 3915 fRees  Iueer o) o
1-866-260-2723 HT ol ITET |
Nilotic-Dinka
ik & kuny ajuest & thok 213 1ing vin abac 1@ cin wiéu veke
thigde. Yincal |-RG6-260-2723.
Morwegian
Do kean (3 gratiz sprikhyjelp. Rmg 1-868-260.2723,
Pennsylvania Dutch
Schprooch ivwwesetze Hilf kannscht du frei hawwe. RBuf
1-B66-260-2723,
Persinn-Farsi

poladiplalal ally L alad il ;_;':_ﬁel_; a0 Al e

s RGO 200-2T23

Polish
Mozesz sleorzyvstac z bezplatne pomocy jpevkowe]. Zadowon
pod numer 1-866-260-2723,
Portuguese
Cilerscemos servigo sratuilo de asssiénoa de wioma Ligus
para 1-R00-200-2723.
IPumjabi
R AT AR gars 2 Hed SLEET w| (SEur S
1-866-260-1723 '3 =13 o

Romanian

Vi ge pun la disporitie, Tn mod gratuit, servieii de traducere, VA
Tuzim 53 sunafl la |-866-260-2723,

Russian

SlspucoBEe YOIV LUH LIPSLOUTHEI T IOH Bax DeciLIsrE0, Seodure
me Temedorny |-BOG-260-2723,

Samoan- I'a’asamoa

3 lex maua fesoasoani mo gagara mo oe ma e 12 totogia.
Faumiolemiols telelon le 1-866-280-2723,

Serbo- Croatian

Aozete besplatne koristiti usluge prevedioca. Maolime nazowvite
1-B66-260-2723,

Somali

Adeepyada taageernda lugadda oo kilaash ah avaa la heli karan.
Fadlan wae 1-866-280-2723,

Spanizsh

Hay servicios de asistencia de idiomas, sin cargo, a su
disposicitn, Llame al 1-866-260-2723,

3R LAF &4 [B-18)

Sudanic- F'ulfulde
1 wood walliinde dow wolde easho ngam maadh, Moodu
1-B66-280-2723.
Swahili
Husfuma za msaada wa lugha sinapatikana kwa ajill vako bure
Tafadhali piza simu 1-866-260-2723,
Syrinc- Assyrian

= gadiuia, o aadlly rds e sz idls B weliiienns

L-BAG-250-2723 riies 12 L sl

Tagalog
Ang mga serbisyvo ng tulong sa wika ay available para sa iyo ng
walang bavad, Mangyaring tumawag sa 1-866-260-2723
Telugu
eraiigd estadodh pigh Dty e Ddborr pocierined Sy o,

oy A0 1-8A6-260-2723 2 565 Aabod.

Thai
fidnsaundadunie T TenAaulisoadoetTdwn
uhAad e TlsaTwsdifianma
|-BHO-260-2T33
Toengan- Fakatonga
Ok 1 al pd Ca e sBvest ki he lea” ke toloond laate koe pea “oku
‘atd i ma’au "o Cikal ha totongi. 1Kataki o tA ki he
1-B66-260-2723.
Trulese {Chuukese)
En mei tongeni angei aninisin emon chen chialdo, ese kame.
Eose mochen kopwe kokkon 1-866-260-2723,
Turkish
Dl yarchm hizmetler: size Gerelsiz olarak sunulmakladr, Linfen
1-B6-260-27T13 numaray aryiniz.
Ulkrainian
TTocnyT Nepernaay EIA0TELC A Ba GoskomTonro, JEsormTn 3a
RomMepond 1-566-260-2723
Urdu )
- b __}J.q}u :__L.E \TII il LT u_'-.}_u. — ‘1_").-.. :':. _J_-.‘_,
S S e 1-ROO-200-2T23 S e e
Victnamese .
Diich v hd o ngdn ngil, micn phi danh che guy vi Xinovul
[z ol T-H66-260-2723,
Yiddish
TS BHREDE DD U0 TN THO ISR TN CEETED S e
A-8e0-200-2723 vz
Y oruba
[22 Tranliwd éd ti o jé HFé, wh filn & Pe 1-HO6-2560-2723
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