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SECTION A 

Employer (legal) Name & DBAs: Customer/Group#: Federal Employer Identification 
Number (EIN): 

Nature of Business (product sold/service provided): Telephone#: Email Address: 

Physical Address: Website (If applicable): 

SECTION B 

Type of Business Organization for D Sole Proprietor D C-Corporation D S-Corporation D LLC 

Federal Tax Purposes (check one): D Partnership/LLP D Non-Profit 

SECTION C 

D Farm 

1. Is the group maintaining the minimum contribution requirement defined in your Group Policy?

2. Does the business have any owners or employees not listed on the quarterly wage and tax
statement?

"If yes, please provide a copy of the most recent ownership documents for all owners, confirming 
100% ownership. See page 2 for common documents for each entity type. 

**If no, please indicate which employees are owners on the qu,irterly wage and tax statement 

3. Is your group a Professional Employer Organization (PEO), Employee Leasing Company (ELC),
or other such entity that is a co-employer, with your client(s), of client-site employees?

*If yes, then by signing this form, you agree with the following certification: I hereby certify that my
company is a PEO, ELG, or other such entity and that only those employees that are the corporate
employees of my company, and not my co-employees, are permitted to enroll in this group policy. I
understand that United Healthcare will not cover the co-employees under this group policy.

4. Does the business have any employees other than the owner and owner's spouse?

SECTION D 

□ Yes
□ No
□ Yes*
□ No**

□ Yes*
□ No

□ Yes
□ No

The undersigned certifies that the foregoing information is true, correct and complete, and fully understands that any 

false statements or failure to provide all available information may constitute the basis for rescission of the group policy, 
termination of coverage, an increase in premiums retroactive to the policy date, or other consequences as permitted by 

law. 

Name (please print) & Title Signature: Date: 
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