
New way to submit new business 
on the Maryland SHOP.
Maryland Health Connection (SHOP) is transitioning to a direct enrollment platform, no longer 
using BenefitMall as the third party administrator. Below is the required information that must 
accompany a new submission and instructions on how to submit a new business, Maryland SHOP 
group with UnitedHealthcare. This cover form and process applies to all Maryland SHOP new 
business 2-50 groups with an 8/1/2018 effective date or later.

Please complete the following information.

Franchise Code: 8990000

Effective Date: 

List Medical and RX plan codes sold (i.e. AT-PQ & 591 RX):

Employee Choice or Employer Choice: 

Additional notes/information for the install team:

Agency Name: Agency Address:

Agent Name: Agent Phone: Agent Email: 

Please complete and submit this form along with the following items to shopexchanges_ci@uhc.com.

UnitedHealthcare 
Maryland SHOP (2-50) 
New Business Cover Form

Insurance coverage provided by or through UnitedHealthcare 
Insurance Company or its affiliates. Health Plan coverage provided 

Not for Consumer Use

by or through UnitedHealthcare of the Mid-Atlantic, Inc., Optim um 
Choice, Inc. 

©2018 United HealthCare Services, Inc.

 Employer Carrier Application (find form attached).

 Maryland SHOP Employee Eligibility and Election Form (find form attached).
 Final quote with sold rates.
 Binder Check or Direct Debit Authorization Form (find form attached).
 Wage and Tax Documentation.
 When emailing a new application, please include "MD SHOP – (group name)" in the email subject line.

Submit all new Maryland SHOP business to:  

shopexchanges_ci@uhc.com
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How Do Preauthorized Payments Work?
When you complete and submit the authorization form on the reverse side, this allows 
the payments you have authorized to be withdrawn from your designated checking 
account. The funds are sent electronically to UnitedHealthcare.


Note: UnitedHealthcare must receive a 30-day written notif ication prior to implementing a 
change or termination of preauthorized payments.


When Must the Money Be in My Account?
 Your bank account must have the full dollar amount due in available funds by the first 
of the month in order for the current month’s preauthorized payment to be made. Your 
scheduled direct debit will be drafted on or about the 10th of the month. If your account 
has insufficient or uncollected funds, your bank will return the preauthorized payment 
and may charge you just as if you had a check returned for the same reason.


When Will My First Premium Payment Be Deducted?
UnitedHealthcare will notify you of your initial deduction at least 10 days prior to the 
transaction date. You will need to send in your premium payment until you are notified 
when your first premium payment will automatically be deducted. All subsequent 
premium payment deductions will be reflected on the statement from your financial 
institution.


To sign up for automatic payment of your monthly premium, complete and email, fax 
or mail the authorization form on the back side of this page, along with your voided or 
clean copy of a check to us as noted below. 


eMail: 
Direct_Debit@uhc.
com 


Fax: 
1-218-279-6493
Attn: Accounts 
Receivable 


Mail:
UnitedHealthcare – 
Duluth 
Attn: Accounts 
Receivable 
MN 015-2838
4316 Rice Lake Rd.
Duluth, MN 55811


Questions?
Call Center: 
1-888-842-4571


Scheduled 
Direct Debit


 


} More convenient and more 
secure than using paper 


} Automatic payments ensure 
continuous coverage


} Savings in time and money 


} Better for the environment


The Benefits of Scheduled 
Direct Debit


 Now you can pay your UnitedHealthcare monthly premiums automatically with Scheduled Direct Debit. Save time and get 
peace of mind by having your premiums automatically withdrawn directly from your checking account.







Determining Your Routing Number


To determine your routing number, refer to your company check. The routing number is ALWAYS 9 digits long and it is enclosed by colons. 
The location of the routing number and account number on your company check varies depending on your bank; for example:


Routing # Account # Check #


Bank 1


Routing # Account #Check #


Bank 2


Routing # Account #Check #


Bank 3


If you are unsure what the routing number/transit number is, your bank can assist you.


Enrollment instructions
1. Complete the form below.
2. List all customer numbers and bill groups that you wish to have paid by automatic withdrawal.
3. Email, fax or mail using the contact information found at the bottom of this authorization form.
IMPORTANT: Please return the completed form along with a voided check (no deposit slips please.)


Statement of understanding
By executing this document in the space provided below, I hereby confirm that I am authorized to act on behalf of the employer/customer (“Group”) 
described below and agree on behalf of Group to the following terms and conditions:
•  Group authorizes UnitedHealthcare to debit the group checking (account # provided below) for all monthly charges for coverage.
•  Group understands that it may take up to one month to set up Scheduled Direct Debit and consequently all overdue premiums should be 


promptly paid in order to avoid receiving a delinquency letter and possible termination of your account during this initial set up period.
•  Group understands and agrees that it will have sufficient funds in its account to cover the full premium invoice on the draft due date. If necessary 


funds are not in your account on the draft due date, group coverage may be subject to termination proceedings consistent with the terms stated in 
your UnitedHealthcare contract.


• Group agrees to promptly notify UnitedHealthcare of any change to the information provided.


Authorization
Authorization is given to UnitedHealthcare to initiate debits (payments) to the financial institution indicated below. This financial institution 
is authorized to debit the account. This authority is to remain in full force and effect until either a 30 day revocation notice is written to 
UnitedHealthcare; it is cancelled by UnitedHealthcare under the conditions stated above; or upon termination of coverage with UnitedHealthcare.


Scheduled Direct Debit Authorization Form


Routing/Transit Number (9 Digits) Account Number (include all zeroes and omit spaces/special characters)


Mail to:  UnitedHealthcare – Duluth    OR    Fax to: 1-218-279-6493          OR   eMail to: Direct_Debit@uhc.com  
Attn: Accounts Receivable         Attn: Accounts Receivable 
MN 015-2838 
4316 Rice Lake Rd. 
Duluth, MN 55811 


I have read and agree to the terms and conditions outlined above. 


________________________________________________________________   ______________________________________
Authorized signature and title of signatory  Date


________________________________________________________________   ______________________________________
Employer name/Customer name/Policy name   Employer email address


___________________________________________________________________________________________________________  
UnitedHealthcare customer number and bill group(s)


________________________________________________________________   ______________________________________
Name of your financial institution   Telephone number of financial institution


Insurance coverage provided by or through UnitedHealthcare Insurance 
Company or its affiliates. Administrative services provided by UnitedHealthcare 
Insurance Company, United HealthCare Services, Inc. or their affiliates. Health 
Plan coverage provided by or through a UnitedHealthcare company.M54398-C   8/14   PRIME Employer   © 2014 United HealthCare Services, Inc.








Group Number


Billing Contact: Name and Title (if different from above)


Enrollment Contact: Name and Title (if different from above)


Maryland Health Connection -  Direct Enrollment SHOP Plans


Employer / Carrier Application (not a SHOP Eligibility Application)


Legal Company Name


Are there any associated companies to be included with this group that are commonly owned?


Is your company under 50 full-time equivalent employees (FTEs)?   If so, number of FTEs?


Does your company file state or federal taxes with another company(ies) on a combined or consolidated basis?


Name of Carrier (Corporate Name) Policy # (if available) Coverage Begin Date 


(MM/DD/YY)


Prior Insurance Information


Please list any coverage with any carrier in the past 12 months


Coverage End Date 


(MM/DD/YY)


(write current, if current)


Is your company a branch of another company, or does your company have branch offices?


Yes


Medical Carrier


Yes


City State ZIP


City


Group Information


No


Chief Executive Officer


Mailing Address (if different from physical or billing)


Physical Street Address (PO Box not acceptable) City State ZIP


For Non-ERISA and non-government groups, you may be subject to additional addendums dependent on carriers which would be provided to you.


Does this business have multiple locations?


If so, please attach sheet with all locations with Street Address, City, State and ZIP and number of employees at each broken down by Full-time, Part-time, Retired, COBRA or State Continuees, 1099, Union, Seasonal, Other.


Phone Number


Are all employees covered by Worker's Compensation? If No, explain below:


Is Health Plan Primary and Medicare Secondary?


If your group had 20 or more employees during 20 or more calendar weeks in the preceding calendar year, than your health plan is primary and Medicare is Secondary. Otherwise, Medicare is primary.


Fax Number


Company Group Contact: Name and Title


Nature of BusinessSIC Code Federal Tax ID Date Established


Organization type: (C-Corp, S-Corp, Non-Profit, Partnership, Sole Proprietor, LLC, LLP, Other):


No


Does your group have Worker's Comp: If Yes, what is the Carrier Name:


Dental Carrier


Medical Loss Ratio (MLR) Classification


Yes No


Non-Federal Government Group?


Is your company a subsidiary of another company, an affiliate of another company, or under common control with 


another company?


Details:


Do you use the services of a payroll company? If "Yes", provide the name of the payroll company: Payroll Company:


Subject to ERISA?  (If no, please indicate why):


Email


Email 


Email


Phone Number


Phone Number


Phone Number


Company Information


ZIP


Billing Address (if different from physical)


State


Doing Business As 


(if Applicable)







Bronze Silver


☐  BluePreferred PPO 


1000 90%/70%


☐  BluePreferred PPO 


HSA/HRA 2000 


80%/60%


☐  BluePreferred PPO 


HSA/HRA 5500


Optimum Choice, 


Inc.


☐  UHC OCI HSA HMO 


Bronze 4000-2


☐  UHC OCI HSA HMO 


Gold 1500-2


☐  UHC OCI HSA HMO 


Silver 2250-2


☐  UHC OCI HSA HMO 


Bronze 6650-2 


☐  UHC OCI HSA HMO Gold 


1400-2


☐  UHC OCI HSA HMO Silver 


2600-2


☐  UHC OCI HMO Bronze 5250-


2


☐  UHC OCI HMO Silver 


2000-2


☐  UHC OCI HMO 


Gold 750-2


☐  UHC OCI HMO Gold 


1500-2


☐  UHC OCI HMO Platinum 


0-2


☐  UHC Choice EPO Platinum 


0-4


☐  UHC OCI HMO Platinum 0-


6


Group 


Hospitalization 


and Medical 


Services, Inc.


☐  UHC Choice Plus POS 


Platinum 0-4


For Employer Choice: Please select one participating insurance carrier for your company.  All metal levels will be available for the chosen carrier.
For Employer Choice: Please select plans across participating insurance carriers for your company.  No more then two consecutive metal levels are allowed.


MEDICAL and DENTAL PLAN CHOICES


☐  Aetna Bronze HMO 


5000 80% HSA
☐  Aetna Gold PPO 2500 90/70


Platinum


Aetna Health, Inc.


☐  Aetna Silver PPO 4500 


80/60


☐  Aetna Bronze PPO 5000 


80/60 HSA


Aetna Life 


Insurance Company☐  Aetna Silver HMO 


4500 80%


☐  Aetna Gold HMO 2500 


90%


CareFirst 


BlueChoice, Inc. ☐  BlueChoice HMO 


1000


☐  BlueChoice HMO 


HSA/HRA 2000


☐  BlueChoice HMO 


Referral HSA/HRA 5500


CareFirst of 


Maryland, Inc. ☐  BluePreferred PPO 1000 


90%/70%


☐  BluePreferred PPO 


HSA/HRA 2000 80%/60%


☐  BluePreferred PPO 


HSA/HRA 5500


Kaiser Foundation 


Health Plan of the 


Mid-Atlantic 


States, Inc.


☐  KP MD Platinum 


0/10/Dental


☐  KP MD Platinum 


500/20/Dental


☐  KP MD Gold 


0/20/Dental


☐  KP MD Gold 1000 / 20 / 


Dental


☐ KP MD Gold 1400/0%/HSA


/Dental


☐  KP MD Silver 


1500/30/HSA


/Dental


☐  KP MD Silver 


2500/40/Dental


☐  KP MD Bronze 


5500/50/Dental


☐  KP MD Bronze 


5750 / 30 / 20% / HSA 


/ Dental


Plan Selection


Gold


☐  KP MD Bronze 


5500/50/POS


/Dental


☐  KP MD Bronze 


6550/0%/HSA


/Dental


☐  KP MD Silver 


1700/40/Dental


UnitedHealthcare 


of the Mid-


Atlantic, Inc.


☐  UHC Core Essential 


HSA HMO Bronze 4000-2


☐  UHC Core Essential 


HSA HMO Gold 1500-


2


☐  UHC Core Essential 


HSA HMO Bronze 6650-2


☐  UHC Core Essential HSA 


HMO Silver2250-2


☐  UHC Navigate HSA HMO 


Gold 2250-2


☐  UHC Navigate HSA HMO 


Bronze 4000-2


☐  UHC Navigate HSA HMO 


Bronze 6650-2


☐ UHC Navigate HSA 


HMO Silver 3500-2


☐  UHC Core Essential 


HMO Bronze 5250-2


☐  UHC Navigate HMO 


Bronze 5250-2


Please select the desired method of Plan selection


☐  UHC Navigate HMO 


Silver 2000-1


☐  UHC Navigate HMO Gold 


750-1


☐  UHC Core Essential HMO 


Silver 2000-2


☐  UHC Core Essential HMO 


Gold 750-2


UnitedHealthcare 


Insurance 


Company


☐  UHC Choice Plus HSA 


POS Gold 1400-2


☐  UHC Choice Plus 


HSA POS Gold 1500-2


☐  UHC Choice Plus HSA 


POS Silver 2250-2


☐  UHC Choice Plus HSA 


POS Bronze 4000-2


☐  UHC Choice Plus HSA POS 


Silver 2600-2


☐  UHC Choice Plus POS 


Platinum 250-6


☐  UHC Choice Plus POS Gold 


750-2


☐  UHC Choice Plus POS 


Silver 2000-2


☐  UHC Choice Plus 


POS 


Gold 1500-2


☐  UHC Choice Plus POS 


Platinum 0-2


Employee Choice


☐  KP MD Silver 


2500/30/HSA/Dental


Employer Choice


Requested Effective Date:







Plan 


Choice:
☐  Family☐  Individual & Children☐  Individual & 1 Child


☐  Individual & 


Adult


Dominion Dental 


Enrollment
☐  Individual


MAMSI Life and 


Health Company


☐  UHC Choice HSA EPO 


Bronze 4000-2


☐  UHC Choice HSA 


EPO Bronze 6650-2


☐  UHC Choice HSA EPO 


Gold 1400-2


☐  UHC Choice HSA EPO 


Gold 1500-2


☐  UHC Choice HSA EPO 


Silver 2250-2


☐  UHC Choice HSA EPO 


Gold 1400-4


☐  UHC Choice HSA EPO Silver 


2600-2


☐  UHC Choice EPO 


Platinum 250-2


☐  UHC Choice EPO 


Bronze 5250-2


☐  UHC Choice EPO Silver 


2000-2


☐  UHC Choice EPO Gold 


1500-2


☐  UHC Choice EPO Platinum 


0-2


☐  UHC Choice EPO Platinum 


0-4


☐  UHC Choice Plus POS 


Platinum 0-2


Dental (Percentage Contribution)


%


Dental (Fixed Dollar Contribution)


$


Employer Contribution


For Employee


$%


Medical (Percentage 


Contribution)


%


%


Medical (Fixed Dollar Contribution)


$


$


Waive the waiting period for present employees enrolling with the group? (YES/NO)


Waiting Period for future Employees: (Please pick one) First day of policy Month following: 0 Days


Full-Time Equivalent Employees


Waive waiting period for rehires? (YES/NO)


Number of full-time employees excluding union employees


Number of part-time employees


Yes No


Employer wants dental POS Option offered to its employees


Number of employees enrolling


Number of employees eligible for coverage (employees working 30 hours per week)


Employer Eligibility


C.  Total number of FTEs = A + B


B.  FTEs from part-time employees (excluding seasonal workers).  Number of part-time employees who worked on average less than 30 hours a week.


(Add up the total number of hours worked in a week by part-time employees and divide by 30.  Example, 10 employees working 20 hours a week:  


10 x 20 = 200 / 30 = 6.66 = 6 (rounding down to the nearest whole number).


A.  FTEs from full-time employees.  Number of full-time employees working on average 30 hours or more a week (or 130 hours a month) for more than 120 days a y ear (even if they are not eligible or enrolling for 


health coverage).


The "full-time equivalent" (FTE) employee counting method in 26 U.S.C. 4980H©(2) must be utilized to determine group size for health coverage.  


Total number of eligible employees based on state law must work a minimum of 30 hours a week.  Note:  An employer may not set eligibility rules that would require an employee to work more than 30 hours a week to obtain 


small group coverage.  As long as the employee meets the 30 hour a week standard, they are considered full time for purposes of coverage.


30 Days


Employer POS Option


Employee Eligibility


60 Days


Eligibility date for enrollment will be the first day of the policy month following the waiting period, unless the 90 days following date of hire option. Policy month refers to the contract effective date of the 1st or 15th.  90 days following date of hire 


option would result in an effective date an exact 90 days from the employee's date of hire.


No


Employer wants medical POS Option offered to its employees


Yes


Number of employees not actively at work


Employer Contribution


For Dependents


or immediately after 90 Days


Participation Determination


Number of employees waiving coverage


Number of employees working outside Maryland


List all states:







UnitedHealthcare Insurance Company 


UnitedHealthcare of the Mid-Atlantic, Inc. 


6220 Old Dobbin Lane


Columbia, MD 21045


(877) 856-2430


Optimum Choice, Inc. 


MAMSI Life and Health Insurance Company


6220 Old Dobbin Lane


Columbia, MD 21045


(877) 856-2430


Group Hospitalization and Medical Services, Inc.


840 First Street, NE


Washington, D.C. 20065


(202) 479-8000


FRAUD STATEMENT


Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be 


subject to fines and confinement in prison. 


CARRIER STATEMENT


If you have any questions concerning the benefits and services that are provided by or excluded under this agreement, please contact a membership services representative before signing this application or card.


PARTICIPATING SHOP CARRIER CORPORATE NAMES AND ADDRESSES


How many full-time and part-time employees have you employed for at least 20 or more weeks during the current or prior calendar year?  


Include:  Full-time, part-time, seasonal, temporary, union, owners, partners, officers.  Exclude:  Self-employed persons, independent contractors 1099), directors. 


If you employed fewer than 20 employees for 20 weeks in the current or prior year, your group has Medicare as primary.


If you employed 20 or more employees for 20 weeks in the current or prior year, your group insurance is primary. 


Medicare primary versus secondary


Aetna Health, Inc.


80 Jolly Road


Blue Bell, PA 19422


(844) 241-0209


CareFirst BlueChoice, Inc.


840 First Street, NE


Washington, D.C. 20065


(202) 479-8000


Aetna Life Insurance Company


151 Farmington Avenue


Hartford, CT 06156


(844) 241-0209


CareFirst of Maryland, Inc.


dba CareFirst BlueCross BlueShield


10455 Mill Run Circle


Owings Mills, MD 21117-53559


Cover Employees with Other Coverage?


Is your employer group required to comply with COBRA regulation or State Continuation? (YES/NO)


Cover Part-time (Part-time is defined as more than 17.5 hours and less than 30 hours) Employees?


Number of COBRA continuees


Number of employees in waiting period and not eligible


Cover Domestic Partners of Employees?


General Information Yes


Number of 1099 employees


Number of union employees


No


Is your employer group required to comply with ERISA? (Most 


private sector plans are ERISA plans) 


If no, please indicate appropriate category:  


☐ Church ☐  Federal 


Government


☐   Non-ERISA Other☐  Foreign Government / 


Foreign Embassy


☐   Indian Tribe - 


Commercial Business


☐  State, Local or 


Tribal Gov


Name of Group


Officer Signature


Officer Email


Officer Printed Name


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. (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 for the carrier(s).


Do you have any present or former employees/dependents on COBRA or State Continuation? (YES/NO)


Dominion Dental Services, Inc.


115 S. Union Street, Suite 300


Alexandria, VA 22314


(703) 518-5000


Kaiser Foundation Health Plan of the Mid-


Atlantic States, Inc.


2101 East Jefferson Street


Rockville, MD 20852


(800) 777-7904


EMPLOYER ATTESTATION AND SIGNATURE


If yes, please attach list of people with name, qualifying information, date of eligibility and date of 


coverage termination


Officer Title


Officer Phone Number


Date







Carrier Representative Signature


Carrier Name


Broker Email


Broker Signature


Broker Name


Carrier Email Carrier Phone Number


Date


Carrier ID


Broker Phone Number


Date


Broker ID







I represent that I am licensed and authorized to sell SHOP-eligible products in the State of Maryland.


*Your broker is/may be paid commissions and other financial incentives by any of the participating SHOP insurance carriers.


Broker Name Broker Email Address


Broker TAX ID Number


License Number


City State Zip


Broker Fax Number


Pay Commissions to the Agency or the Broker 


Broker Cell Phone Number


National Producer Number


Broker Street Address


Agency Contact


Agency Name


Broker Office Number


Maryland Health Connection - Maryland SHOP Plans
Broker Information


I certify that I have advised the client not to terminate any existing coverage until receiving 
written notice from the carriers that the coverage being applied for by this application is 
accepted.


I certify that I am not aware of any information not disclosed in this application by the client that 
may have bearing on this risk, for all products being applied for. 


General Agent
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		UHC Navigate HSA HMO_2: Off

		UHC Navigate HSA HMO_3: Off

		UHC Navigate HSA: Off

		UHC Core Essential_4: Off

		UHC Navigate HMO: Off

		UHC Navigate HMO_2: Off

		UHC Navigate HMO Gold: Off

		UHC Core Essential HMO: Off

		UHC Core Essential HMO_2: Off

		UHC Choice Plus HSA: Off

		UHC Choice Plus: Off

		UHC Choice Plus HSA_2: Off

		UHC Choice Plus HSA_3: Off

		UHC Choice Plus HSA POS: Off

		UHC Choice Plus POS: Off

		UHC Choice Plus POS Gold: Off

		UHC Choice Plus_2: Off

		UHC Choice Plus POS_2: Off

		UHC Choice Plus POS_3: Off

		UHC Choice Plus POS_4: Off

		UHC OCI HSA HMO: Off

		UHC OCI HSA HMO_2: Off

		UHC OCI HSA HMO_3: Off

		UHC OCI HSA HMO Gold: Off

		UHC OCI HMO Bronze 5250: Off

		UHC OCI HMO Silver: Off

		UHC OCI HMO: Off

		UHC OCI HMO Gold: Off

		UHC OCI HMO Platinum: Off

		UHC Choice EPO Platinum: Off

		UHC Choice HSA EPO: Off

		UHC Choice HSA: Off

		UHC Choice HSA EPO_2: Off

		UHC Choice HSA EPO_3: Off

		UHC Choice HSA EPO_4: Off

		UHC Choice HSA EPO_5: Off

		UHC Choice HSA EPO Silver: Off

		UHC Choice EPO: Off

		UHC Choice EPO_2: Off

		UHC Choice EPO Silver: Off

		UHC Choice EPO Gold: Off

		UHC Choice EPO Platinum_2: Off

		UHC Choice Plus POS_5: Off

		Employer Choice: Off

		Employee Choice: Off

		Gold: Off

		Platinum: Off

		Bronze: Off

		Silver: Off

		Individual_2: Off

		Individual  1 Child: Off

		Individual  Children: Off

		Plan Choice: 

		Number of employees eligible for coverage employees working 30 hours per week: 

		Number of employees enrolling: 

		Number of employees waiving coverage: 

		Number of fulltime employees excluding union employees: 

		Number of employees working outside Maryland List all states: 

		Number of parttime employees: 

		Number of employees not actively at work: 

		Number of 1099 employees: 

		Number of union employees: 

		Number of employees in waiting period and not eligible: 

		If yes please attach list of people with name qualifying information date of eligibility and date of coverage termination: 

		Name of Group: 

		Officer Signature: 

		Officer Title: 

		Yes, COBRA: Off

		No, COBRA: Off

		Officer Printed Name: 

		Officer Email: 

		Carrier Name: 

		Carrier Email: 

		Carrier Phone Number: 

		Broker ID: 

		Yes, Other Coverage: Off

		No, Other Coverage: Off

		Carrier ID: 

		General Agent: 

		Broker TAX ID Number: 

		Broker Email Address: 

		Broker Office Number: 

		Broker Cell Phone Number: 

		Agency Name: 

		Pay Commissions to the Agency or the Broker: 

		Agency Contact: 

		Broker Fax Number: 

		Broker Street Address: 

		City State Zip: 

		National Producer Number: 

		License Number: 

		Yes 0 Days: Off

		Yes 30 Days: Off

		Yes, PT: Off

		Yes, DP: Off








Type of 
Organization


M.I.: Suffix:


Apt / Suite #: City: State: 


Marital Status:


☐ Weekly   ☐ Bi-Weekly  ☐ Monthly  ☐Yes ☐No


☐ Other Pacific Islander  


M.I. Gender  Tobacco 
use (Y/N)*


Dental
(Y/N) 


Terminati
-on Date


Self


Spouse / DP


Total Number of Full-Time 
Employees and FTE Employees


☐C-Corp    ☐ LLC/LLP   ☐ Partnership   ☐ Sole Proprietorship   ☐Non-Profit
Other: 


Federal Tax 
Identification Number:


If you’re American Indian or Alaska Native, tell us what state and the name of your federally-recognized tribe


3. GENERAL INFORMATION (Complete all information)


Last Name  First Name Social Security No.


☐ American Indian/Alaska Native ☐ Asian Indian ☐ Other Asian ☐ Chinese ☐ Korean


☐ Native Hawaiian  ☐ Samoan  ☐ Japanese ☐ Other: 


Race (OPTIONAL – Check all below that apply) Preferred Spoken or Written Language (If Not English):
If Hispanic/Latino, ethnicity (OPTIONAL – Check all that 
apply):  ☐ Mexican    ☐ Mexican American      ☐ Chicano/a  ☐ Puerto Rican ☐ Cuban ☐ Other


☐ Black or African American ☐ White  ☐ Filipino  ☐ Vietnamese ☐ Guamanian or Chamorro


Date of Hire/Rehire : Hours Worked Per Week : Employment Status:   
☐ FT  ☐ PT  ☐ Other  


Occupation: 


Payroll Frequency ☐ Semi-Monthly Are you actively at 
work?  


Mailing Address (if different from home address): Zip Code: County:  


Gender     ☐ Female     ☐ Male   ☐ Other Date of Birth:  ☐ Single    ☐ Married    ☐ Divorced    ☐Widowed    ☐Domestic 
Partner  
Date of Marriage: 


Apt or Suite Number:


City: State:  Zip Code:  County:  


Last Name: First Name: Social Security  Number:


Email Address (Notifications will be sent electronically): Phone Number ☐H ☐W ☐C Other Phone Number ☐H ☐W ☐C


Maryland Health Connection -  Direct Enrollment SHOP Plans
EMPLOYEE ELIGIBILITY AND ELECTION FORM


☐ New Hire/Rehire  ☐ Coverage Change  ☐ Waiver 


Employer Physical Address:


Medical Effective Date: Dental Effective 
Date:


2. EMPLOYEE INFORMATION (If you do not want SHOP coverage from your Employer, complete this section and go to Step 6, Waiver of Coverage)


Group Administrator (Person to Contact): Contact Phone / Email: Chief Executive Officer / President: Contact Phone / Email:


☐ Special Enrollment  


Employer City: State:  Zip Code:


Employer Phone Number: Group Number:


☐ Information Update   ☐ COBRA/State Continuation   ☐ Open Enrollment


1. EMPLOYER INFORMATION Employer Section Only (Include Applicable Effective Dates )


Employer Name:


Billing Address (if other than above)  


Home Address:


Date of Birth Medical
(Y/N) 


Effective  
Date







Maryland Health Connection -  Direct Enrollment SHOP Plans
EMPLOYEE ELIGIBILITY AND ELECTION FORM


 Child


Child


Child


Child


Current 
Patient 
(Y/N)


Current 
Patient 
(Y/N)


☐ Yes  ☐  No 


☐ Yes  ☐ No  


☐ Child(ren) ☐ All  


☐ Yes  ☐ No  
Are you covered 
by Medicare?  


☐ Yes 
☐ No  


Policy:
Aetna Health, Inc.


☐  Aetna Bronze 
HMO 5000 80% HSA


☐  Aetna Silver 
HMO 4500 80%


☐  Aetna Gold HMO 
2500 90%


Aetna Life 
Insurance 
Company


☐  Aetna Bronze 
PPO 5000 80/60 HSA


☐  Aetna Silver PPO 
4500 80/60


☐  Aetna Gold 
PPO 2500 90/70


CareFirst 
BlueChoice, Inc.


☐  BlueChoice HMO 
1000 (Gold)


☐  BlueChoice HMO 
HSA/HRA 2000 
(Silver)


☐  BlueChoice HMO 
Referral HSA/HRA 


5500 (Bronze)


CareFirst of 
Maryland, Inc.


☐  BluePreferred 
PPO 1000 90%/70% 
(Gold)


☐  BluePreferred 
PPO HSA/HRA 2000 
80%/60% (Silver)


☐  BluePreferred 
PPO HSA/HRA 
5500 (Silver)


Group 
Hospitalization and 
Medical Services, 


☐  BluePreferred 
PPO Gold 
90%/70% (Gold)


☐  BluePreferred 
PPO HSA/HRA 2000 
80%/60% (Silver)


☐  BluePreferred PPO 
HSA/HRA 5500 
(Silver)


☐  KP MD Platinum 
0/10/Dental


☐  KP MD Platinum 
500/20/Dental


☐  KP MD Gold 
0/20/Dental


☐  KP MD Gold 1000 
/ 20 / Dental


☐  KP MD Bronze 
6550/0%/HSA/Denta


l


☐ KP MD Gold 
1400/0%/HSA/Denta


l


☐  KP MD Silver 
1700/40/Dental


☐  KP MD Silver 
2500/40/Dental


☐  KP MD Bronze 
5500/50/Dental


☐  KP MD Bronze 
5750 / 30 / 20% / 


HSA / Dental


☐  KP MD Bronze 
5500/50/POS/Dental


☐  UHC Core 
Essential HSA HMO 


Bronze 4000-2


☐  UHC Core 
Essential HSA HMO 


Gold 1500-2


☐  UHC Core Essential 
HSA HMO Bronze 6650-


2


☐  UHC Core 
Essential HSA HMO 


Silver2250-2


☐  UHC Navigate 
HSA HMO Gold 2250-


2


☐  UHC Navigate 
HSA HMO Bronze 


4000-2


☐  UHC Navigate 
HSA HMO Bronze 


6650-2


☐ UHC Navigate 
HSA HMO Silver 


3500-2


☐  UHC Navigate 
HMO Silver 2000-1


☐  UHC Navigate 
HMO Gold 750-1


☐  UHC Core Essential 
HMO Silver 2000-2


☐  UHC Core 
Essential HMO Gold 


750-2


☐  UHC Choice Plus 
HSA POS Gold 1400-


2


☐  UHC Choice Plus 
HSA POS Gold 1500-


2


☐  UHC Choice Plus 
HSA POS Silver 2250-2


☐  UHC Choice Plus 
HSA POS Bronze 4000-


2


☐  UHC Choice Plus 
HSA POS Silver 2600-


2


☐  UHC Choice Plus 
POS Platinum 250-6


☐  UHC Choice 
Plus POS Gold 750-


2


☐  UHC Choice Plus 
POS Silver 2000-2


☐  UHC Choice Plus 
POS Platinum 0-4


UnitedHealthcare 
Insurance 
Company


Termination Date:


Primary Care Provider Number and 
Name 


Dentist Provider Code,  
Name and Number


Are any dependents Disabled?  


5. BENEFIT ELECTION (Indicate election for each benefit offered by your employer.


MEDICAL PLAN 
(Benefit Administrator:  Highlight the carriers / plans available for enrollment)


Who is covered?  ☐ Self     ☐  SP/DP Other Carrier(s) Name: Policy #


Will you or your dependents continue coverage with other insurer? Other Coverage is through?  ☐ Individual Policy     
☐ Spouse’s 
Employer


*
Tobacco Use: Use of tobacco on average four or more times per week within the past 6 months, excluding religious or ceremonial use of tobacco.


UnitedHealthcare 
of the Mid-


Atlantic, Inc.


Name(s)


Medicare #: Part A Effective Date:  Part B Effective Date:  Part D Effective Date: 


Kaiser Foundation 
Health Plan of the 
Mid-Atlantic 
States, Inc.


Full-Time Student ☐ Yes ☐ No 


(School documentation may be 
required)


☐  KP MD Silver 
1500/30/HSA/Dental


☐  KP MD Silver 
2500/30/HSA/Dental


☐  UHC Navigate HMO 
Bronze 5250-2


☐  UHC Core Essential 
HMO Bronze 5250-2


☐  UHC Choice Plus 
POS Platinum 0-2


☐  UHC Choice Plus POS 
Gold 1500-2


☐  Individual ☐  Individual & Adult ☐  Individual & 1 Child ☐  Individual & Children ☐  Family


4. OTHER HEALTH/DENTAL INSURANCE INFORMATION (You must complete this section or claims may be denied)


Do you or your dependents described on this form have “health” or “dental” coverage 
with another insurer? Effective Date: 


Name(s)



rsmith

Highlight







Maryland Health Connection -  Direct Enrollment SHOP Plans
EMPLOYEE ELIGIBILITY AND ELECTION FORM


☐  UHC OCI HSA 
HMO Bronze 4000-2


☐  UHC OCI HSA 
HMO Gold 1500-2


☐  UHC OCI HSA HMO 
Silver 2250-2


☐  UHC OCI HSA 
HMO Bronze 6650-2 


☐  UHC OCI HSA 
HMO Gold 1400-2


☐  UHC OCI HSA 
HMO Silver 2600-2


☐  UHC OCI HMO 
Bronze 5250-2


☐  UHC OCI HMO 
Silver 2000-2


☐  UHC OCI HMO 
Platinum 0-2


☐  UHC OCI HMO 
Platinum 0-4


☐  UHC OCI HMO 
Platinum 0-6


☐  UHC Choice HSA 
EPO Bronze 4000-2


☐  UHC Choice HSA 
EPO Bronze 6650-2


☐  UHC Choice HSA 
EPO Gold 1400-2


☐  UHC Choice HSA 
EPO Gold 1500-2


☐  UHC Choice HSA 
EPO Silver 2250-2


☐  UHC Choice HSA 
EPO Gold 1400-4


☐  UHC Choice 
HSA EPO Silver 


2600-2


☐UHC Choice EPO 


Platinum 250-2


☐  UHC Choice EPO 
Gold 1500-2


☐  UHC Choice EPO 
Platinum 0-2


☐  UHC Choice EPO 
Platinum 0-4


☐  UHC Choice Plus 
POS Platinum 0-2


Dental Enrollment


Signature: Date:


Type of Event:  ☐ Marriage ☐ Divorce  ☐ Birth or 
Adoption


☐ Death 


Date: 


Date: 


Optimum Choice, 
Inc.


MAMSI Life and 
Health Company


Date of Event:


☐ Other


☐  Individual & Children ☐  Family


☐ Medicare ☐ Medicaid ☐ Indian Health Service


☐ Insurance from another job☐ Individual private health insurance ☐ Insurance through another person’s job


Do you have another source of health coverage?


☐ No I do not want health coverage from this employer. If this employer offers health coverage for my dependents, I decline that offer of coverage, too.


☐Yes


6. WAIVER OF COVERAGE


7. S  PECIAL ENROLLMENT AND QUALIFYING EVENT INFORMATION FOR BENEFIT AND COVERAGE CHANGES:
The SHOP must provide special enrollment periods consistent with the section 45 CFR 155.726 and 45 CFR 155.420.
Please provide details below and corresponding documentation regarding the 
Qualifying Event: 


☐ TRICARE ☐ VA Health Care Programs


☐ Permanent Move with Access to new QHPs ☐ Material Contract Violation ☐ Exchange Error


☐No


(If YES, what type?


 ☐ Involuntary loss of other 
MEC coverage 


☐ Loss of Medicaid coverage ☐ Medicaid Determination Error


☐ Gaining other coverage  


☐ If this employer offers dental coverage, I do not want that coverage. If this employer offers dental coverage for my dependents, I decline that offer, too.


I hereby certify that the benefits provided by my Employer have been explained to me, that I have been given an opportunity to elect coverage and that I voluntarily decline to participate in the benefits checked “Waive” at 
this time. I understand that I may be required to wait until the next open enrollment period (if applicable) or until a Special Enrollment event for medical or dental coverage. Enrollment must be requested   within the time 
limit for the specific qualifying event (30-60 days) as described in § 15-1208.1(e), 15-1208.2(d)(2) and (9) of the Insurance Article and 45 CFR § 155.726(c)(3).


Coverage Change:  


Additional Details: ☐ Add Coverage for Self, Spouse and/or Dependent(s)


Additional Details: 


Please Note: Enrollment must be requested within the time limit for the specific qualifying event (30-60 days) as described in § 15-1208.1(e), 15-1208.2(d)(2) and (9) of the Insurance Article and 
45 CFR § 155.726(c)(3).


8. CERTIFICATION
I hereby enroll, on behalf of myself and each dependent listed above, for the coverage indicated. If this form is accepted, coverage will be provided according to terms and conditions of the contract between the 
carrier and my employer.  I agree to pay current and future charges for the coverage provided in excess of any employer contribution.  Any person who knowingly or willfully presents a false or fraudulent claim 
for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. I have carefully 
read this form and agree to its terms. The recorded answers on this form are, to the best of my knowledge and belief, full, complete and true as of this date.  


If you have any questions concerning the benefits and services that are provided by or excluded under this agreement, please contact your  employer before signing this election form.


EMPLOYEE SIGNATURE : 


EMPLOYER SIGNATURE/VERIFICATION : 


☐  Individual & 1 Child


☐  UHC OCI HMO Gold 
1500-2


☐  UHC OCI HMO Gold 
750-2


☐  UHC Choice EPO 
Silver 2000-2


☐  UHC Choice EPO 
Bronze 5250-2


☐  Individual


☐ Other


☐ Terminate Coverage for Self, Spouse and/or Dependent(s) (including due new eligibility for 
Medicaid or MCHP)


☐ Domestic Abuse/Spousal Abandonment [defined by 26 CFR 1.36B-2T]  







CareFirst of Maryland, Inc.
dba CareFirst BlueCross BlueShield 
10455 Mill Run Circle
Owings Mills, MD 21117
(410) 581-3000


Aetna Health, Inc.
80 Jolly Road
Blue Bell, PA 19422
(844) 241-0209


CareFirst BlueChoice, Inc. 
840 First Street, NE 
Washington, D.C. 20065 
(202) 479-8000


Group Hospitalization and 
Medical Services, Inc. 
840 First Street, NE
Washington, D.C. 20065
(202) 479-8000


Optimum Choice, Inc.,  MAMSI Life and Health Insurance Company,  
United Healthcare Insurance Company and 
United Healthcare of the Mid-Atlantic, Inc. 
6220 Old Dobbin Lane
Columbia, MD 21045
(877) 856-2430


Dominion Dental 
Services, Inc. 
115 S. Union Street, 
Suite 300 
Alexandria, VA 22314
(703) 518-5000


Kaiser Foundation Health Plan  of
the Mid-Atlantic States, Inc. 
2101 East Jefferson Street
Rockville, MD 20852
(800) 777-7904


Aetna Life 
Insurance Company 
151 Farmington Avenue 
Hartford, CT 06156
(800) 872-3862


Maryland Health Connection -  Direct Enrollment SHOP Plans


EMPLOYEE ELIGIBILITY AND ELECTION FORM


9. PARTICIPATING SHOP CARRIER CORPORATE NAMES AND ADDRESSES





		Main Form

		MHBE SHOP Unified Employer Carrier Application (final v4).pdf

		Main Application

		Producer Certification





		Employer Name: 

		Employer Physical Address: 

		Employer City: 

		Zip Code: 

		Employer Phone Number: 

		Group Number: 

		Group Administrator Person to Contact: 

		Contact Phone  Email: 

		Billing Address if other than above: 

		Medical Effective Date: 

		Dental Effective Date: 

		Last Name: 

		First Name: 

		MI: 

		Suffix: 

		Social Security  Number: 

		Email Address Notifications will be sent electronically: 

		Phone Number H W C: 

		Other Phone Number H W C: 

		undefined_16: Off

		undefined_17: Off

		undefined_18: Off

		Home Address: 

		Apt or Suite Number: 

		Zip Code_2: 

		County: 

		Mailing Address if different from home address: 

		Apt  Suite: 

		Zip Code_3: 

		County_2: 

		Date of Birth: 

		Single: Off

		Married: Off

		Divorced: Off

		Widowed: Off

		Domestic: Off

		Date of HireRehire: 

		Hours Worked Per Week: 

		Occupation: 

		Preferred Spoken or Written Language If Not English: 

		If youre American Indian or Alaska Native tell us what state and the name of your federallyrecognized tribe: 

		First NameSelf: 

		MISelf: 

		Date of BirthSelf: 

		First NameSpouse  DP: 

		MISpouse  DP: 

		Date of BirthSpouse  DP: 

		Social Security NoSpouse  DP: 

		Child_3: 

		Primary Care Provider Number and Name: 

		Current Patient YN: 

		Dentist Provider Code Name and Number: 

		Current Patient YN_2: 

		Effective Date: 

		Termination Date: 

		Other Carriers Name: 

		Policy: 

		undefined_39: Off

		Other Coverage is through: 

		Medicare: 

		Part A Effective Date: 

		Part B Effective Date: 

		Part D Effective Date: 

		Aetna Bronze_2: Off

		Aetna Silver PPO: Off

		Aetna Gold: Off

		BluePreferred: Off

		BluePreferred_2: Off

		BluePreferred_3: Off

		undefined_44: Off

		KP MD Gold: Off

		KP MD Gold 1000: Off

		UHC Navigate_3: Off

		UHC Navigate_4: Off

		UHC Core Essential_2: Off

		UHC Core_4: Off

		UHC Navigate_5: Off

		UHC Navigate_6: Off

		UHC Core Essential_3: Off

		UHC Choice Plus: Off

		UHC Choice Plus_2: Off

		UHC Choice Plus_3: Off

		UHC Choice Plus_4: Off

		UHC Choice: Off

		UHC Choice Plus_5: Off

		UHC Choice Plus_6: Off

		UHC Choice Plus_7: Off

		UHC Choice Plus_8: Off

		UHC OCI HSA: Off

		UHC OCI HSA_2: Off

		UHC OCI HSA HMO: Off

		UHC OCI HSA_3: Off

		UHC OCI HSA_4: Off

		UHC OCI HSA_5: Off

		UHC OCI HMO: Off

		UHC OCI HMO_2: Off

		UHC OCI HMO Gold: Off

		UHC OCI HMO Gold_2: Off

		UHC OCI HMO_3: Off

		UHC OCI HMO_4: Off

		UHC OCI HMO_5: Off

		UHC Choice_2: Off

		UHC Choice HSA: Off

		UHC Choice HSA_2: Off

		UHC Choice HSA_3: Off

		UHC Choice HSA_4: Off

		UHC Choice HSA_5: Off

		UHC Choice EPO: Off

		UHC Choice EPO_2: Off

		UHC Choice EPO_3: Off

		UHC Choice EPO_4: Off

		UHC Choice Plus_9: Off

		undefined_46: Off

		undefined_47: Off

		Individual  Children_2: Off

		undefined_48: Off

		undefined_49: Off

		undefined_50: Off

		No_6: Off

		undefined_51: Off

		undefined_52: Off

		Insurance through another persons job: Off

		undefined_53: Off

		undefined_54: Off

		undefined_55: Off

		Other_2: 

		undefined_56: Off

		Signature: 

		Date: 

		Please provide details below and corresponding documentation regarding the Qualifying Event: 

		Date of Event: 

		undefined_65: Off

		Additional Details: 

		Coverage Change_2: 

		Additional Details_2: 

		EMPLOYEE SIGNATURE: 

		Date_2: 

		EMPLOYER SIGNATUREVERIFICATION: 

		Date_3: 

		New Hire/Rehire: Off

		Coverage Change: Off

		Special Enrollment: Off

		Info Updated: Off

		Waiver: Off

		COBRA/ MD STATE: Off

		Open Enrollment: Off

		CEO/ President: 

		Contact Phone/ Email: 

		C-Corp: Off

		LLC/LLP: Off

		Partnership: Off

		Sole Proprietorship: Off

		Non-Profit: Off

		Other: 

		# of FTE: 

		Fed Tax ID: 

		Home: Off

		Work: Off

		Cell: Off

		Female: Off

		Male: Off

		Gender Other: Off

		Date of Marriage: 

		FT: Off

		PT: Off

		Other Employment Status: Off

		Bi-Weekly: Off

		Monthly: Off

		Semi-Monthly: Off

		Yes at work: Off

		No re at work: Off

		Weekly: Off

		Mexican: Off

		Mexican American: Off

		Chicano/a: Off

		Puerto Rican: Off

		Cuban: Off

		Other Hispanic/Latino: Off

		Black or African American: Off

		White: Off

		Filipino: Off

		Vietnamese: Off

		Guamanian or Chamorro: Off

		American Indian/ Alaska Native: Off

		Asian Indian: Off

		Other Asian: Off

		Chinese: Off

		Korean: Off

		Other Pacific Islander: Off

		Native Hawaiian: Off

		Samoan: Off

		Japanese: Off

		Other race: Off

		Other Race: 

		Gender Self: 

		Tobacco use Spouse: 

		Medical Spouse: 

		Dental Spouse: 

		Child Last Name: 

		Child First Name: 

		Child First Name 3: 

		MI Child3: 

		MI Child4: 

		MI Child: 

		MI Child2: 

		Date of Birth Child4: 

		Social Security NoSelf: 

		Social Security Child: 

		Social Security Child2: 

		Social Security Child3: 

		Social Security Child 4: 

		Gender: 

		Tobacco use YN: 

		Medical YN: 

		Dental YN: 

		FT Student Yes: Off

		Names: 

		YesOtherIns: Off

		NoOtherIns: Off

		Children: Off

		SP/DP: Off

		Yescontcoverage: Off

		All covered: Off

		Nocontcoverage: Off

		YesMedicare: Off

		NoMedicare: Off

		KP Platinum 500: Off

		UHC Navigate: Off

		Choice Plus: Off

		Choice Plus POS: Off

		Medicare2: Off

		Medicaid: Off

		Indian Health Service: Off

		Loss of MEC: Off

		Marriage: Off

		Divorce: Off

		Birth or Adoption: Off

		Death: Off

		Loss of Medicaid coverage: Off

		Medicaid Determination Error: Off

		Gaining Other Coverage: Off

		Permanent Move: Off

		Material Contract Violation: Off

		Terminate Coverage: Off

		Domestic Abuse  / Spousal Abandonment: Off

		FT Student No: Off

		Self: Off

		Individual Policy: Off

		CHoice HSA: Off

		Choice EPO: Off

		YesDisabled: Off

		NoDisabled: Off

		Eff: 

		 Date: 



		Sp: 

		 Eff: 

		 Date: 



		 Termdte: 



		Ch1 Eff: 

		 Date: 



		Term Date: 

		Ch2 Eff: 

		 Date: 



		Ch3 Eff: 

		 Date: 



		Ch4 Eff: 

		 Date: 



		City: 

		State: 

		City_2: 

		State_2: 

		State_3: 

		Other3: Off

		Date of Birth Child: 

		Date of Birth Child2: 

		Date of Birth Child3: 

		Ch1 Term Date: 

		Ch2 Term Date: 

		Ch3 Term Date: 

		Ch4 Term Date: 

		Individual: Off

		Family: Off

		Individual  Children: Off

		Individual  1 Child: Off

		Individual  Adult: Off

		BlueChoice HMO 1000: Off

		BlueChoice HMO HSA 2000: Off

		BlueChoice HMO: Off

		Aetna Bronze: Off

		Aetna Gold HMO: Off

		Aetna Silver: Off

		BluePreferred_4: Off

		BluePreferred_5: Off

		BluePreferred PPO: Off

		KP MD Platinum 0: Off

		undefined_45: Off

		KP MD Silver: Off

		KP MD Silver_2: Off

		KP MD Silver_3: Off

		KP MD Silver_4: Off

		KP MD Bronze_2: Off

		KP MD Bronze: Off

		KP MD Bronze_3: Off

		UHC Core: Off

		UHC Core_2: Off

		UHC Core Essential: Off

		UHC Core_3: Off

		UHC Navigate_2: Off

		Exchange Error: Off

		Last NameSelf: 

		Last NameSpouse  DP: 

		Child_2: 

		Child First Name 2: 

		Child_4: 

		Child First Name 4: 





	Effective Date: 
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