










ALL SAVERS ALTERNATE FUNDING BILLING 
AND COLLECTION AGREEMENT 

  
 
This Billing and Collection Agreement (“Agreement”) by and among United HealthCare Services, Inc., and its subsidiaries and 
affiliates (collectively “UHS”), the designated service provider(s) (individually and collectively, “Service Provider”) indicated on the 
attached Exhibit 1 to this Agreement (“Exhibit 1”), and Customer Name as indicated in the Signatures section of this Agreement 
(“Customer”), sets forth the terms and conditions under which UHS will assist in the billing and collection of Service Fees from 
Customer, and the processing and remittance of the Service Fees to Service Provider. This Agreement is effective as of the 
coverage effective date or the change of Service Provider date (the “Effective Date”).  

RECITALS 
 
WHEREAS, Customer has purchased a stop loss insurance product (“Stop Loss Plan”) from All Savers Insurance Company or 
affiliated stop loss carriers (“ASIC”) and administrative services from UHS related to the Customer’s self-funded benefit plan. 
 
WHEREAS, Customer and Service Provider represent that they have entered into one or more valid agreements under  
which Service Provider agrees to provide services to assist Customer with its benefit plan (individually and collectively,  
“Service Agreement”) in return for agreed upon compensation to be paid by Customer (“Service Fee”). 
 
WHEREAS, Customer and Service Provider acknowledge that UHS and ASIC are not a party to the Service Agreement. 
 
WHEREAS, Customer and Service Provider have requested that UHS bill Customer for the monthly Service Fee on the Service 
Provider’s behalf, and include the Service Fee on the bill for stop loss premium and administrative services for the Customer’s 
administrative ease. 
 
WHEREAS, Customer, Service Provider, and UHS acknowledge and agree that the Service Fee is not part of the premium charged 
for Stop Loss Plan offered by ASIC nor is it part of the administrative services provided by UHS. 
 
NOW THEREFORE, UHS agrees to provide the billing services described herein in reliance upon and subject to the 
aforementioned recitals and terms and conditions set forth below. 
 

TERMS AND CONDITIONS 
 
Section 1: Rights and Responsibilities. 
	 A. Responsibility of UHS: 
		  1. �UHS agrees to bill Customer for the Service Fee identified in Exhibit 1 on a monthly basis and incorporate this Service 

Fee billing with the stop loss premium and administrative services bill purchased by the Customer during the Term.
		  2. �UHS agrees to forward or transmit any collected Service Fee to the appropriate Service Provider (as outlined in Exhibit 

1 within sixty (60) days of receipt of the Service Fee from Customer. 
		  3. UHS agrees that it is responsible for any tax reporting related to the payment of the Service Fee to the Service Provider. 
 
	 B. Responsibilities of Customer: 
		  1. �Customer agrees to pay the Service Fee at the same time as payment is made for the stop loss premium and 

administrative services included on the same invoice. 
		  2. Customer agrees to notify UHS immediately of the termination of any one or more Service Agreement(s). 
		  3. �Customer shall take all steps necessary to recover from Service Provider any overpayment of the Service Fee which is 

due to Customer’s error. 
 
	 C. Responsibilities of Service Provider: 
		  1. �Service Provider agrees to notify UHS immediately of any change in the contractual relationship between it and the 

Customer that would impact the Service Fee payment. 
		  2. �Service Provider agrees to return to UHS any Service Fee overpayments that occur as a result of a processing error  

by UHS within thirty (30) days of UHS’s request for such repayment. 
		  3. �Service Provider acknowledges and agrees that it is solely responsible for determining what licenses (state, local 

or otherwise) are required for it to perform the services described herein and/or in the Service Agreement, and for 
obtaining such licenses and maintaining them in good standing throughout the Term. 
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Section 2: Payments and Adjustments. 
	 A. �All parties agree to promptly notify the others upon becoming aware of an incorrect payment amount, and to promptly remit 

any amounts overpaid. 
	 B. �UHS may recover overpayments from Service Provider by offsetting the overpayment against any other compensation due 

to Service Provider by UHS. 
	 C. �Service Fees will be subject to garnishments and any other legal attachments as required by a legal court order or similar 

action. Service Fees will also be subject to any assignment of compensation elections that UHS has on file from the  
Service Provider. 

	 D. �The Service Fee amount may be modified on a prospective basis only. UHS must be informed of the change in writing, 
including the date that the change is requested to be implemented. UHS will implement the change effective no earlier 
than the next renewal date of the customer’s Stop Loss Plan. UHS has the right to designate a date subsequent to the date 
requested if, in its reasonable judgment, UHS believes that such a delay is necessary. 

 
Section 3: Amendments. 
	 A. �UHS may amend the terms and conditions of this Agreement, except for terms and conditions related to the amount of the 

Service Fee, at any time by notifying Customer and Service Provider of the change in writing at least thirty (30) days prior to 
the effective date of the change. 

	 B. �Customer may request a change to the amount of the Service Fee subject to the requirements contained in  
Section 2(D) above. 

	 C. �All other amendments to the provisions of this Agreement, not addressed by 3(A) or 3(B) above, must be set forth in writing 
and signed by an authorized representative of each party to this Agreement. 

 
Section 4: Term and Termination. 
This Agreement is effective on the Effective Date and shall continue until terminated as set forth in this Section 4 (the “Term”). 
	 A. �Customer may terminate this Agreement at any time, for any reason (or no reason), by providing written notice of such 

termination; provided, however, that if the termination does not specify a future effective date, Customer acknowledges and 
agrees that such termination will be effective the first of the month following the Customer’s then paid coverage period. 
Unless otherwise specifically so stated, notice that the Customer has elected to work with a different Service Provider shall 
be considered to be effective notice of the termination of this Agreement. 

	 B. �UHS and Service Provider may terminate this Agreement at any time, for any reason (or no reason), by providing written 
notice of such termination at least sixty (60) or more days before the effective date of the termination. 

	 C. �UHS may terminate this Agreement immediately, upon written notice to Customer and Service Provider, if UHS is made 
aware that responsibilities and duties called for herein are no longer legally permissible. 

	 D. �This Agreement will terminate automatically and without any further action being required on the part of any party as of the 
effective date of the cancellation or termination of the last of the stop loss or administrative services purchased by Customer 
from an Affiliate then in existence. 

	 E. �In addition, this Agreement will terminate automatically and without any further action being required on the part of any 
party as of the effective date of a subsequently executed Billing and Collection Agreement by and between UHS, Customer 
and any service provider (whether the same Service Provider named in Exhibit 1 or not). 

	 F. �Notwithstanding the foregoing, the provisions of this Agreement which, by their nature, are intended to survive beyond the 
termination of this Agreement shall survive such termination, including, but not limited to, Sections 1(B), 1(C), 2(A), 2(C), 
2(D), and 5. 

 Section 5: Additional Customer and Service Provider Acknowledgments and Approvals. 

	 A. �Customer understands that UHS may compensate Service Provider for the sale, service and retention of Stop Loss Plan 
and that the Stop Loss Plan purchased by Customer may, if eligible, be taken into account in the calculation of any bonus or 
override program offered by UHS to Service Provider. Eligibility for such bonus and/or override programs is determined by 
UHS based on a number of factors including, but not limited to, state-specific regulatory requirements. 

	 B. �By executing this Agreement below, Customer represents that either the payment of a bonus and/or override by UHS, as 
described in 5(A) above, does not create a conflict of interest or, to the extent of any apparent conflict, it is understood and 
hereby waived by Customer. 

	 C. �Customer and Service Provider acknowledge and agree that the Service Fee may be deposited by UHS in an account 
with other funds collected by UHS in the normal course of business. All available funds may be invested in short-term 
instruments shortly after deposit into this account (typically once per day) which can earn interest income at market rates. 
By way of example only, the applicable second quarter, 2013 market interest rates were 0.23% in April, 0.22% in May, and 
0.20% in June, which is fairly standard for market rates. 
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		�  With relation to utilization for such short-term investments, Service Fees are generally treated like all other funds collected  
by UHS in the normal course of business so long as in UHS’s possession. Service Fees are in UHS’s possession for a  
period of approximately 30 to 60 days under normal circumstances prior to being forwarded to the Service Provider, as 
discussed elsewhere in this Agreement. The payer of any interest received by UHS on Service Fees as the result of such 
short-term investment activity will be the sponsor of the relevant investment vehicle. UHS may keep any interest earned  
from these investments to defray the administrative costs associated with, and as consideration for, UHS’ services under  
this Agreement. 

	 D. �Service Provider acknowledges that UHS has no obligations to Service Provider to collect amounts owed to it by Customer 
other than those expressly set forth in this Agreement. 

	 E. �This Agreement represents the entire understanding and agreement between the parties with respect to the subject matter 
addressed herein and entirely and completely supersedes, voids and replaces all agreements, negotiations, understandings 
and representations (whether written or oral) in existence between the parties as of the Effective Date and relating to the 
same subject matter. 

	 F. �This Agreement may be executed in counterparts, each of which shall be deemed to be an original, but all of which, taken 
together, shall constitute one and the same Agreement. A signature by facsimile transmission or other electronic means 
which allows the identity of the signer to be reasonably confirmed shall be as good and binding as an original signature. 

 
 
Signatures:  
Through the signature of their respective authorized representatives, the parties hereby agree to the terms and conditions of  
this Agreement. 
 
 
For Customer:  	  	  	  	  	 For Service Provider: 
 
 
 
________________________________________________ 	 ________________________________________________   
Customer Name  	  	  	  	  	 Signature 
 
 
________________________________________________ 	 ________________________________________________    
Signature – Authorized Representative of Customer  		  Printed Name 
 
 
________________________________________________ 	 ________________________________________________   
Printed Name 	  	  	  	  	  	 NPN 
 
 
________________________________________________ 	 ________________________________________________   
Title 	  	  	  	  	  	  	 Title 
 
 
________________________________________________ 	 ________________________________________________   
Date   	  	  	  	  	  	 Date 
 
For UHS: 

 
  

________________________________________________ 	 ________________________________________________   
Signature – Authorized Representative 	  	  	 Printed Name 
 
 

________________________________________________ 	 ________________________________________________   
Title 	  	  	  	  	  	  	 Date 
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All Savers Alternate Funding  
Billing and Collection Agreement 

Exhibit 1 
 

 
This Section To Be Completed By Customer 
 
  

Customer Name:  ____________________________________________________________________  
 
Service Provider:  ___________________________________________________________________ 
 

 

 

X_______________________________________________ 	 _____________________________________________  
Signature – Authorized Representative of Customer	  	 Printed Name 
 

________________________________________________ 	 _____________________________________________ 
Title 	  	  	  	  	  	 Phone No.

 

 
 Change of Service Provider Only — (Indicate the new Service Provider above.)    

The Service Fee amount can only be changed at the renewal date of your plan.    
Please allow up to two weeks for processing time. Requests for changes in Service Provider can  
only be made prospectively. Service fees paid to your Service Provider cannot be redirected by us  
once paid. We will make every effor t to process requests for changes timely; however, we cannot  
guarantee the changes will be completed prior to your next fee posting.  
  

Send new completed Billing and Collection Agreement including this Exhibit to:  
L&CAllSavers@UnitedHealthOne.com; or mail to: 

UnitedHealthcare, P.O. Box 19032, Green Bay, WI 54307-9032  

 
Initial Case Installation — Please indicate the Service Fee amount to be paid to the  
Service Provider. Service Fee $  _____________ Per Employee Per Month (PEPM) 

 
Renewal — Check one box below and fill in amount as applicable.

Same Service Provider, with a change to Service Fee $ ________________ (PEPM) 
 

Change of Service Provider and change to the Service Fee $ ___________ (PEPM) 
 

Email to:   AllSaversRenewalReply@UnitedHealthOne.com 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 

HEALTH CARE REFORM ACT – PUBLIC GOODS POOL 
DOH-4399 INSTRUCTIONS 

 

 

A payor voluntarily electing to make public goods payments directly to the Office of Pool Administration must 
complete forms DOH-4399 (Payor Election Application) and DOH-4264 (Electronic Filing User ID 

Application). 

 
Instructions for pages 1 and 2: 

 
Effective Date:  Enter effective date of election. Note: An election application received from any payor or 

organization shall begin on the first day of the month following the date it was received by the Office of Pool 

Administration unless a future date is specified. 

 
Federal Employer Identification # (FEIN):  Enter federal employer identification number (FEIN) of the 

payor.  Please note that Section 2807-j(5)(a)(iii)(D) of the Public Health Law requires the New York State 

Department of Health to publish the FEIN of all electing payors on a secure website. 

 
Payor Name:  Enter name of payor.  The payor name is that of the incorporated entity, local government, 

self-insured fund. 

 
D/B/As:  Enter any assumed name(s) ("d/b/a") under which the entity is doing business. 

 
Address:  Enter address of payor. 

 
Contact Person:  Enter name of contact person that will be responsible for providing the Department or 

providers related information regarding the payor's election, lines of business and claims processing. 

 
Phone #:  Enter phone number of the contact person. 

 
E-Mail Address:  Enter the e-mail address of the contact person. 

 
If the election submission is for a payor that is utilizing a third-party administrator (TPA)/administrative 

services only (ASO) for claims processing, the following information must also be provided.  If more than one 

TPA/ASO is utilized, attach a list of additional TPAs/ASOs. 

 
TPA/ASO Name:  Enter name of the TPA/ASO representing said payor. 

 
TPA/ASO FEIN:  Enter FEIN of the TPA/ASO. 

 
The Signature of the chief financial officer or other duly authorized individual binds the payor to make direct 

pool payments for all its public goods funding obligations, file reports and remit funds in conformance with the 

Health Care Reform Act (HCRA) provisions and Department requirements, and represents an agreement as to 

the jurisdiction of the State for purposes of enforcing payments required under Public Health Law sections 

2807-j and 2807-t. This does not, in any way, preclude a payor from litigating other issues in Federal court such 

as ERISA based challenges, etc. 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 
Instructions for page 3: 

 
This form must be completed by all payors making an election and represents a payor's attestation of the 
coverage it provides. A payor electing to pay the Department's Office of Pool Administration directly is making 
an election for all its coverages for which it assumes risk for the payment of medical claims. Payors utilizing 
multiple third-party administrators (TPA)/administrative services only (ASO) organizations must complete a 
Coverage Information form for each TPA/ASO. 

 

 
 

 In each payor category which applies, the payor should mark an "X" in each column to indicate that the 

payor provides such coverage. Each box marked with an "X" represents the coverages that it assumes 

risk for. As stated before, a payor is required to elect for all coverages for which it assumes risk for the 

payment of medical claims. Shaded areas should not be checked. 

 
 If an Article 43 NYS Insurance Law corporation or licensed commercial insurer has a separate 

incorporation for its Article 44 NYS Public Health Law business, that corporation must check the 

appropriate boxes on a single election form. Otherwise, the Article 44 NYS Public Health Law business 
is considered to be a product line of the Article 43 or commercial payor and the payor is required to 
make a single election for this and all other types of coverage provided by the corporation. A payor, who 

does not fall into any of the categories listed, should check "Other" in the payor identification section 

and explain their payor type in the space provided. 
 
 
 
 

Please mail completed election application (DOH-4399 and DOH-4264) to: 
Mr. Jerome Alaimo, Pool Administrator 

Office of Pool Administration 

Excellus BlueCross BlueShield, Central New York Region 

P.O. Box 4757 

Syracuse, New York   13221-4757 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 

 
HEALTH CARE REFORM ACT – PUBLIC GOODS POOL 

 

 
 
 

Effective Date:    
 

 
FEDERAL EMPLOYER 
IDENTIFICATION # (FEIN): 

 
PAYOR NAME: 

 
D/B/As (IF APPLICABLE): 

 
ADDRESS: 

 

 
 
 

CONTACT PERSON: 
 
PHONE #: 

 
E-MAIL ADDRESS: 

 

 
 

If the above referenced entity is a payor that utilizes a third-party administrator (TPA)/administrative services 
only (ASO) for claims processing, please provide the following information: 

 

TPA/ASO NAME:                                    United HealthCare Services, Inc. 
TPA/ASO FEIN:                                        41-1289245 

 

 
By signature below, the above entity elects to make all public goods surcharge payments directly to the 
Office of Pool Administration for all its coverages for which it assumes risk for the payment of medical 
claims and agrees to: 

 
1.   remit to the Department’s Office of Pool Administration required surcharge payments for all applicable 

services on a monthly basis on or before the 30th day following the calendar month for which monies 
have been paid to designated providers of service; 

 
2.   provide the Department’s Office of Pool Administration monthly certified reports on or before the 30th 

day following the calendar month for which monies have been paid which separately report patient 
service expenditures for services provided by designated provider type(s) (i.e., hospital inpatient, 
hospital outpatient, diagnostic & treatment center, laboratory

1
, or ambulatory surgery center) by product 

line; 
 

3.    provide the Department with certification of data and access to allowance expenditure data upon request 
for audit verification purposes; and 

 
1
For services provided on or after October 1, 2000, freestanding clinical laboratories with Article 5 Title V permits are exempt 

from HCRA surcharges. 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 

 
4.    the jurisdiction of the state to maintain an action in the courts of the State of New York to enforce any 

provision of section 2807-j of the Public Health Law (see note below). 
 

5.   the Department’s website posting of the above entity’s FEIN in accordance with Public Health Law 
Section 2807-j(5)(a)(iii)(D). 

 
 

By signature below, the above entity also agrees to make public goods covered lives payments directly to 
the Department’s Office of Pool Administration in instances where it provides inpatient coverage as a 
corporation organized and operating in accordance with Article 43 of the Insurance Law, an 
organization operating in accordance with Article 44 of the Public Health Law, a self-insured fund, or an 
HMO or insurer licensed outside New York State and authorized to write accident and health insurance 
and whose policy provides inpatient coverage on an expense incurred basis.  In such instances the above 
entity agrees to: 

 
1.   remit to the Department’s Office of Pool Administration within 30 days after the end of each month one- 

twelfth of both the individual and family unit annual assessment amounts for each of the individuals and 
family units residing in the state which were included on the payor’s membership rolls for all or a 
portion of the prior month and for which the payor covered general hospital inpatient care, including 
retroactive additions and deletions; 

 
2.   provide the Department with data certification and access to individual and family unit data, upon 

request, for audit verification purposes; and 
 

3.   the jurisdiction of the state to maintain an action in the courts of the State of New York to enforce any 
provision of section 2807-t of the Public Health Law (see note below). 

 
By signature below, the Chief Financial Officer or other duly authorized individual of the above entity 
certifies that the data submitted on all applicable attachments have been carefully prepared in 
accordance with instructions provided, and to the best of his/her knowledge, the information presented is 
accurate and correct. 

 

 
 
 

Signature_________________________________________________Title___________________________ 
Chief Financial Officer or Duly Authorized Individual 

 

Date_____________________________________ 
 

 
 
 
 
 
 
 
 
 
 

Note: Payors making an election are only agreeing to the jurisdiction of NYS courts for purposes of enforcing 
payments required under 2807-j and 2807-t.  This does not, in any way, preclude a payor from litigating other 
issues in Federal court such as ERISA based challenges, etc. 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 

COVERAGE INFORMATION (See Attached For Further Explanation) 
 

PAYOR NAME:________________________________________________ FEDERAL ID#:______  ___________  ___________  _ 

 

TPA/ASO NAME:____United HealthCare Services, Inc._____TPA/ASO FEDERAL ID#:__41-1289245____ 

 
MARK AN “X” IN EACH COLUMN TO INDICATE TYPE OF COVERAGE BY PAYOR TYPE 

 
 

 
 

TYPE OF PAYOR: 

 

IDENTIFICATION OF TYPE OF COVERAGE: 

 
 

INDEMNITY 

COVERAGE 

 
HMO NON- 

MEDICAID 

OR NON- 

NYS 

MEDICAID 

COVERAGE 

 
SELF- 

INSURED 

COVERAGE 

 
NEW YORK 

STATE 

HMO/PHSP 

MEDICAID 

COVERAGE 

NEW YORK 

STATE GOVT 

PROGRAM 

W/INPATIENT 

COMPONENT  & 

NYS LOCAL 

GOVT 

CORRECTIONS 

 
NEW YORK 

STATE 

WORKERS 

COMPENSATION 

LAW 

COVERAGE 

NEW YORK 

STATE 

MOTOR 

VEHICLE 

REPARATIONS 

ACT 

COVERAGE 

NEW YORK 

STATE 

VOLUNTEER 

AMBULANCE 

WORKER’S 

BENEFIT 

LAW 

COVERAGE 

 
NEW YORK 

STATE 

VOLUNTEER 

FIREFIGHTERS’ 

BENEFIT LAW 

COVERAGE 

 

 
OTHER 

COVERAGE 

 

 
1 

 
Corporations Organized & Operating in  accordance with Article 43 of the 

NYS Insurance Law 

          

 

 
2 

 
Corporations that are Commercial Insurers licensed in New York State 

          

 

 
3 

 

Corporations Organized & Operating in accordance with Article 44 of the 

NYS Public Health Law, not incorporated as Commercial Insurers or 

under Article 43 of the NYS Insurance Law 

          

 

 
4 

 
Self-Insured Fund with No Third Party Administrator/Administrative Svcs 
Only Organization for Claims Processing 

          

 

 
5 

 
Self-Insured Fund with a Third Party Administrator/Administrative Svcs 

Only Organization for Claims Processing 

  
  x 

       

 

 
6 

 

 
New York State Governmental Agency/ New York State Local Government 

          

 
7 

 

Other (please explain below): Includes:  State/Local Governments outside 

New York for Medical Assistance Programs; insurers licensed outside New 

York State,  authorized to write OTHER than Accident and Health 

          

 
8 

 
HMOs and insurers licensed outside New York  State, authorized to 

write Accident and Health 

          

Explanation of “Other” Payor Identification 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 
 

HEALTH CARE REFORM ACT – PUBLIC GOODS POOL 
COVERAGE INFORMATION 

 
Payor Type 1: Corporation organized and operating in accordance with Article 43 of the New York State Insurance Law 
offering: 

 
→   Indemnity Coverage with an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected 

services plus regional GME covered lives assessments for NYS resident insureds 

 
→   Indemnity Coverage without an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected 

services but no regional GME covered lives assessments for NYS resident insureds 

 
→   HMO non-Medicaid managed care coverage, thus requiring a surcharge obligation on affected services plus regional GME 

covered lives assessments for NYS resident non-Medicaid insureds 

 
→   HMO Medicaid managed care coverage, thus requiring a surcharge obligation on affected services but no regional GME covered 

lives assessments for NYS resident Medicaid managed care enrollees 
 

 
Payor Type 2: Commercial Insurance Corporation licensed by New York State offering: 

 
→   Indemnity Coverage with an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected 

services plus regional GME covered lives assessments for NYS resident insureds 

 
→   Indemnity Coverage without an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected 

services but no regional GME covered lives assessments for NYS resident insureds 

 
→   HMO non-Medicaid managed care coverage, thus requiring a surcharge obligation on affected services plus regional GME 

covered lives assessments for NYS resident non-Medicaid insureds 

 
→   HMO Medicaid managed care coverage, thus requiring a surcharge obligation on affected services but no regional GME covered 

lives assessments for NYS resident Medicaid insureds 

 
→   New York State Workers Compensation Law coverage, thus requiring a surcharge obligation on affected services but no regional 

GME covered lives assessments for NYS resident insureds 

 
→   New York State Motor Vehicles Reparations Act coverage, thus requiring a surcharge obligation on affected services but no 

regional GME covered lives assessments for NYS resident insureds 

 
→   New York State Volunteer Ambulance Workers Benefit Law coverage, thus requiring a surcharge obligation on affected services 

but no regional GME covered lives assessments for NYS resident insureds 

 
→   New York State Volunteer Firefighters Benefit Law coverage, thus requiring a surcharge obligation on affected services but no 

regional GME covered lives assessments for NYS resident insureds 
 

 
Payor Type 3: Corporation organized and operating in accordance with Article 44 of the New York State Public Health Law not 

incorporated as a NYS licensed commercial insurer or under Article 43 of the New York State Insurance Law offering: 

 
→   HMO non-Medicaid managed care coverage, thus requiring a surcharge obligation on affected services plus regional GME 

covered lives assessments for NYS resident non-Medicaid managed care enrollees 

 
→   HMO Medicaid managed care coverage, thus requiring a surcharge obligation on affected services but no regional GME covered 

lives assessments for NYS resident Medicaid managed care enrollees 
 
 

 
DOH –4399 (7/2009) Page 4 of 5 



ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 

Division of Health Care Financing Payor Election Application 
 

 
Payor Type 4/5: Self insured fund offering: 

 
→   self insured employee health coverage with an expense incurred inpatient hospital component, thus requiring a surcharge 

obligation on affected services and regional GME covered lives assessments for NYS resident plan participants 

 
→   self insured employee health coverage without an expense incurred inpatient hospital component, thus requiring a surcharge 

obligation on affected services but no regional GME covered lives assessments for NYS resident plan participants 

 
→   self insured New York State Workers Compensation Law coverage, thus requiring a surcharge obligation on affected services 

but no regional GME covered lives assessments for NYS resident plan participants 

 
→   self insured non-New York State Workers Compensation Law coverage, thus requiring a surcharge obligation on affected 

services and a regional GME covered lives assessments (if coverage includes expense incurred inpatient hospital care) for NYS 

resident plan participants 

 
→   self insured New York State Motor Vehicles Reparation Act coverage, thus requiring a surcharge obligation on affected services 

but no regional GME covered lives assessments for NYS resident plan participants 

 
→   self insured non-New York State Motor Vehicles Reparations Act coverage, thus requiring a surcharge obligation on affected 

services and a regional GME covered lives assessments (if coverage includes expense incurred inpatient hospital care) for NYS 

resident plan participants 
 

 
Payor Type 6: New York State political subdivision for local corrections, thus requiring a surcharge obligation on affected 

services but no regional GME covered lives assessment on correctional inmates 
 

 
Payor Type 7: Other 

 
→   Insurers licensed outside New York State, authorized to write OTHER than Accident and Health thus requiring a surcharge 

obligation on affected services but no regional GME covered lives assessments for NYS resident insureds 

 
→   States other than New York State and localities other than New York State political subdivisions for medical assistance 

program expenses (i.e. Medicaid Programs in states OTHER than New York State), thus requiring a surcharge obligation on 

affected services but no regional GME covered lives assessment 

 
→   NYS licensed fraternal benefit societies offering coverage with or without an expense incurred inpatient hospital component, 

requiring a surcharge obligation on affected services but no regional GME covered lives assessments for NYS resident insureds 
 

 
Payor Type 8:  HMOs and insurers licensed outside New York State, authorized to write Accident and Health: 

 
→   Indemnity Coverage with an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected 

services plus regional GME covered lives assessments for NYS resident insureds 

 
→   Indemnity Coverage without an expense incurred inpatient hospital component, thus requiring a surcharge obligation on affected 

services but no regional GME covered lives assessments for NYS resident insureds 

 
→ HMOs organized and operating outside New York State Insurance and Public Health Laws, thus requiring a surcharge 

obligation on affected services plus regional GME covered lives assessments for NYS resident insureds 
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ALS 

NEW YORK STATE DEPARTMENT OF HEALTH 
Division of Health Care Financing                                                           Electronic Filing User ID Application 

 
 

HEALTH CARE REFORM ACT – PUBLIC GOODS POOL 
INSTRUCTIONS 

  
 
While electronic filing is designed to be user friendly, a help desk has been established to aid those users 
requiring assistance.  If you need general assistance or assistance in obtaining copies of the electronic filing 
screens and the electronic reporting certification forms, please contact the help desk at (315) 671-3800 or via 
e-mail at webpools@hcrapools.org.   
  
Upon receipt of a fully completed Electronic Filing User ID Application (DOH-4264), the Office of Pool 
Administration will assign a secure electronic filing user ID and password to your organization, which you will 
receive via return mail.  
 All electing payors/third party administrators (TPA)/administrative services only (ASO) organizations and 
designated providers are required to file Public Goods Pool reports electronically.  This also applies to the 1% 
Statewide Assessment report filed by hospitals. To file electronically, you must establish an electronic filing 
account and be assigned a secure password. A website has been established at www.hcrapools.org to facilitate 
this process.  
 
New Request/Revision to Existing Account:  Check the appropriate box.  An entity requesting an initial 
account/password should check the New Request box; an entity that has an existing account and is advising the 
Department of a change to that account should check the Revision to Existing Account box.  

  
Payor/TPA/ASO/Provider Name:  Enter name of entity that will be submitting the reports electronically.  

  
Federal Employer Identification Number (FEIN):  Enter FEIN assigned to the entity named above.  

  
Operating Certificate #: (For providers only): Enter Operating Certificate number assigned by the 
Department of Health to the entity named above.  

  
Report(s) being filed electronically (check ALL applicable types): Check all applicable types of reports that 
your entity will be filing electronically – Public Goods Pool and/or Statewide Assessment.  

  
Signature:  Must be signed by the Chief Executive/Financial Officer and/or Administrator of the entity named 
above.  

  
Name/Title/Phone Number (Please Print):  Enter name, title and phone number of the person signing above.  

  
Address/City/State/Zip Code:  Enter address of the person signing above.  

  
E-mail Address:  Enter e-mail address of the person signing above.  

  
Date:  Enter date this form is signed. 
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ALS 
 

 
HEALTH CARE REFORM ACT – PUBLIC GOODS POOL 

  
□  New Request    □  Revision to Existing Account  

  
  
Payor/Third Party Administrator/Administrative Services Only Organization/Provider Name:  
  
__________________________________________________________  
  
Federal Employer Identification # (FEIN):______________________________________  
  
Operating Certificate # (FOR PROVIDERS ONLY): _______________________________________  
  
Report(s) being filed electronically (check ALL that apply):  

□ Public Goods Pool  
□ 1% Statewide Assessment (for hospitals only)  

  
By signature below, the Chief Financial Officer or other duly authorized individual of the above named entity 
authorizes the Office of Pool Administration to assign a secure electronic filing user ID and password to the entity.  
This information will be mailed directly to the attention of the signer and must remain secured.  It is the 
responsibility of the above named entity to ensure that this information is released only to those individuals 
requiring knowledge thereof.  
  
Signature ____________________________________________________________________________  
  
Name (Please Print) ___________________________________________________________________  
  
Title ________________________________________________________________________________  
  
Phone Number _______________________________________________________________________  
  
Address _____________________________________________________________________________  
  
____________________________________________________________________________________  
  
City ________________________________  State ______________   Zip Code __________________  
  
E-mail Address ______________________________________________________________________  
  
Date __________________________  

  
Note: All fields on this form are required to be accurately completed in order for your request to be 
processed.  
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ALS 

  

  

HEALTH CARE REFORM ACT – PUBLIC GOODS POOL  

INSTRUCTIONS   
  

  

This form is to be completed by a payor whose status has changed from the original 

election as it relates to whether a TPA/ASO is utilized for claims processing.   

  

Effective Date:  Enter effective date of status change.  

  

Payor Information:  Enter payor name, federal identification number (FEIN), contact 

person, and phone #.   

  

Type of Status Change:  If you are adding or changing a TPA/ASO organization, check 

appropriate box on type of status change being submitted.  

   

Previous TPA/ASO Information:  Enter previous TPA/ASO name/FEIN, if applicable.  

  

New or Additional TPA/ASO Information:  Enter new or additional TPA/ASO name, 

FEIN, address, contact person, and phone number.  

  

Check one of the following:  Check appropriate box regarding claims run out, if 

applicable.  

  

Signature Section:  An authorized individual from the electing payor’s company must 

sign and date the form.  
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ALS 

 
NEW YORK STATE DEPARTMENT OF HEALTH                                                        Third Party Administrator (TPA) or 

 Division of Health Care Financing                                                                                      Administrative Services Only (ASO) Status Change 

 
HEALTH CARE REFORM ACT – PUBLIC GOODS POOL  

  
This form must be completed if an electing payor is adding or changing their TPA/ASO.  

  

 Effective Date: _____________ 

  
PAYOR INFORMATION:  
  

Payor Name:  _______________________________ Payor FEIN: ____________________  

  

Contact Person: _____________________________ Phone #: _____________________  

  

Type of Status Change (check appropriate box):  

  

 ⁯ Additional TPA/ASO (complete Section II only)  

  

 ⁯ Changing TPA/ASO (complete Sections I, II & III)  

  
I.     PREVIOUS TPA/ASO INFORMATION:   

       

TPA/ASO Name:  ______________________________________________ TPA/ASO FEIN: _____________________  

              
II.   NEW or ADDITIONAL TPA/ASO INFORMATION:   

  

TPA/ASO Name:  United HealthCare Services, Inc.________ TPA/ASO FEIN: 41-1289245  

  

Address:        

TPA/ASO Contact Person:  _Susan Fields_______ TPA/ASO Phone #:  920-661-2763 

  
III. CHECK ONE OF THE FOLLOWING:  

  

⁯ Previous TPA/ASO will continue to process claims and file reports for all dates of service prior to the change for a period of one  

     year following the end of the year in which the change in TPA occurred or until all such claims have been adjudicated, at which 

     time a final monthly report with a copy of this form indicating same will be filed.  

  

⁯ All self-insured claims that previous TPA/ASO was responsible for have been adjudicated effective___________________.  

  

⁯ New TPA/ASO is assuming responsibility for all pending claims and HCRA reporting requirements.  

  

 Signature of Payor: __________________________________________________ Date: _____________________  
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All Savers®

Independent Contractors  
Paid by 1099 Form

Administrative services are provided by United HealthCare Services, Inc. and its affiliates.  
Stop loss insurance is underwritten by All Savers Insurance Company. Fully insured ancillary 
products are underwritten by UnitedHealthcare Insurance Company.

©2015 United HealthCare Services, Inc.
UHCEX694659-000

It is possible for an Independent Contractor paid by 1099 Form to be considered eligible for your All Savers 
Alternate Funding group health plan. It is your choice as the employer to consider these individuals to be 
eligible for coverage. Should you choose to include these individuals in your group health plan, All Savers 
requires you and the Independent Contractor meet the following guidelines:
1) �The maximum number of 1099 Independent Contractors may not exceed 25% of the total number of 

enrolled subscribers.
2) �The Independent Contractor paid by 1099 must work for your company on a full time, year around basis.
3) �The 1099 Independent Contractors must work a minimum of 30 hours per week.
4) �You, the employer, agree to contribute the same amount of money toward the monthly payment you would 

for your regular, taxed, employees.
5) �You, the employer, agree to require the same waiting period for Independent Contractors as for your regular, 

taxed, employees.
6) �You, the employer, agree to extend the coverage offering to all Independent Contractors who meet these 

qualifications, including those you may hire in the future.
7) �Your business has a minimum of ten regular, taxed, employees who are applying (possibly including yourself ).
8) �All Savers must be sole provider of coverage; employee cannot choose between coverage with All Savers and 

other carrier.
9) �All Savers will bill the employer, not the independent contractor and the employer will be responsible  

for paying.

Name Social Security Number Date of Hire

I agree to the above qualifying conditions to consider commissioned employees eligible for the group health 
plan sponsored by my company, and attest to the accuracy and completeness of the information given here. Any 
misrepresentation or fraudulent statement may result in rescission of the group plan, termination of coverage, 
increase in monthly payments retroactive to the plan date, or other consequences as permitted by law.

   Signature of Owner	 Date

   Group Name



Please send correspondence to P.O. Box 19032, Green Bay, WI 54307-9032 • 1-800-291-2634
(Please fill out the entire enrollment application form to avoid processing delay. Please clearly print all information.)

Enrollee Social
Security Number – – Group No. –

Enrollee Information
Employer Name Employer Address (If more than one location) 

Last 
Name 

First 
Name 

Initial 

❏ Single
❏ Married 

Address	 Apt#	 City	 State	 ZIP	 County 

Phone # Gender 
 M   F 

Date of Birth
/          /

Height Weight

Cell 
Phone # 

Email Address

Date Employed Full Time
/                   /

Average Hours
Worked Per Week 

Occupation
Are you an independent contractor?       Yes     No 

Enrollee and Dependent Information (Only for those applying).
If you need to list additional dependents, please use lined paper, sign and date it, and check this box: 

Enrollee Spouse Child 1 Child 2 Child 3
First Name 

Middle Initial

Last Name

Gender  M   F  M   F  M   F  M   F  M   F
Date of Birth

Height

Weight

Social Security Number

Primary Care 
Physician’s Name

Eligibility and Other Insurance (insurance that will be kept in addition to this coverage)
Currently Working  

Full Time
 Yes  Yes  Yes  Yes  Yes

Plan to Keep Other 
Insurance Coverage

 Yes  Yes  Yes  Yes  Yes

Other Insurance  
Policy Number

Name of Other 
Insurance Company(ies)

Covered by Medicare/
Medicaid

 Yes  Yes  Yes  Yes  Yes

Medicare/Medicaid 
Coverage Effective Date /         / /         / /         / /         / /         /

Coverage and Change Request Information
Medical:   Employee   Family   Employee/Spouse   Employee/Dependent Child(ren)	

Name of Medical Plan You Have Selected:___________________________________________________________________________________

Change Request:   Marriage   Divorce   Adoption   Returning to School Full Time   Court Order   Date of Event: __________________ 
(you may be required to provide proof of event)
Attach a written and signed statement by the employer for a requested coverage effective date other than employee effective date.  
Effective date may not be guaranteed.

– –

– –

All Savers®Employee Enrollment Application Form - 
All Savers Alternate Funding

Page 1 of 4
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Medical History
Please answer the following questions for yourself and each person listed on the Enrollee and Dependent Information Section on 
page one of this form. Please answer completely and truthfully. Has anyone on this enrollment application form been diagnosed, 
consulted with, or been examined or treated by any health care professional during the last 5 years for any illness, injury, or health 
condition in any of the categories listed below? If yes, please check the box that most appropriately describes the problem and 
explain fully below. Please note that, if you fraudulently leave out or fraudulently misrepresent information, we may terminate or 
not renew your coverage, or we may change your monthly payment retroactive to the date your coverage became effective.  
All statements contained in this entire form must be true and correct and no material information can be withheld or omitted. 

1	 Cancer/Tumor 
 Yes   No

 Breast    Colon    Leukemia    Lymphoma    Liver    Lung    Melanoma    Testicular    Brain    Ovarian    
 Cervical    Prostate    Other Cancer_    Non-Malignant Tumor – Location of Tumor____________________________ 

2	 Heart/Circulatory 
 Yes   No

 Aneurysm     Bypass    Angioplasty/Stent    Congestive Heart Failure    Heart Disease   
 Elevated Cholesterol/Triglycerides    High Blood Pressure    Stroke    Angina    Hemophilia    Blood Clots    
 Pacemaker/ICD    Blood Disorder    Sickle Cell Anemia    Other________________________________________

3	 Reproductive 
 Yes   No

 Current Pregnancy (due date__________   if multiples #_______)    Pregnancy Complications    
 Fibroids    Menstrual Disorders    Breast Disorders    Endometriosis    Infertility    
 Other________________________________________

4	 Intestinal/Endocrine 
 Yes   No

 Chronic Pancreatitis    Colon Disorder    Crohn’s    Ulcerative Colitis    Diabetes    Cirrhosis   
 Hepatitis B/C    Reflux    Liver Disorder    Ulcer    Growth Hormones    Gallbladder    Gastric Bypass    
 Other________________________________________

5	 Brain/Nervous 
 Yes   No

 Alzheimer’s    Cerebral Palsy    Migraines    Multiple Sclerosis    Paralysis    Seizures/Epilepsy  
 Parkinson’s Disease    Head Injury    Cyst    Other________________________________________

6	 Immune 
 Yes   No

 Scleroderma    ALS    Psoriasis    AIDS    HIV+    Lupus    Immuno Deficiency  
 Other________________________________________

7	 Lung/Respiratory 
 Yes   No

 Allergies    Asthma    Cystic Fibrosis    Emphysema    Sarcoidosis    Lung Disorders    Tuberculosis    
 Sleep Apnea    Chronic Bronchitis    Pneumonia    Other________________________________________

8	 Eyes/Ears/ 
Nose/Throat 

 Yes   No

 Acoustic Neuroma    Cataracts    Cleft Lip/Palate    Deviated Septum    Glaucoma    Retinopathy    
 Chronic Ear Infections    Chronic Sinusitis    Other________________________________________

9	 Urinary/Kidney 
 Yes   No

 Kidney Stones    Kidney Disorders    Bladder Disorders    Polycystic Kidney Disease    Prostate Disorder  
 Renal Failure    Other________________________________________

10	 �Bones/Muscles 
 Yes   No

 Rheumatoid Arthritis    Osteoarthritis    Bulging/Herniated Disc    Joint injury   
 Fibromyalgia/Chronic Fatigue Syndrome    Chronic Pain Syndrome    Shoulder Disorder    Knee Disorder  
 Spina Bifida    Back Disorder    Neck Disorder    Other____________

11	 �Behavioral Health 
 Yes   No

 Anxiety/Depression    ADHD    Bipolar Depression    Manic Depression    Schizophrenia    Autism    
 Eating Disorder    Suicide Attempt    Inpatient Alcohol/Drug    Inpatient Mental Health Hospital    
 Substance Abuse    Other_________________________

12	 �Transplant 
 Yes   No

 Bone Marrow    Organ    Discussed Possible Future Transplant    Stem Cell    Transplant Complications    
 Other________________________________________

13	 �Other 
 Yes   No  Condition not mentioned above with claims in excess of $5,000    Disability    Congenital Disorder

14	 �Tobacco 
 Yes   No  Anyone on this enrollment form used tobacco products in the past 12 months:  Person_______________________

15	 �Medications 
 Yes   No

 �Current Medications: 
Person____________________ 	 # of Meds_ ___ 	 Person___________________ 	 # of Meds_ ___ 	(list meds below)
 �Medications taken within the past 12 months:
Person____________________ 	 # of Meds_ ___ 	 Person___________________ 	 # of Meds_ ___ 	(list meds below)

Please give details of all “yes” answers above. (If additional space is required, please attach a separate sheet and date and sign that sheet).

Question # Person Condition/Diagnosis Treatment /Meds Physician’s Name Dates Treated Prognosis

Page 2 of 4
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Prior Medical Coverage Information

 Yes   No   Have you or any dependents applying for coverage been covered by this employer’s prior group medical plan? 

 Yes   No   �Have you or any dependents applying for coverage been covered by any medical plan other than this employer’s prior group plan?  
If yes:

Insurance Company Name_ ____________________________________	 Phone # _______________________	 Policy/Group #______________

Termination Date ______________________	 Effective Date_ _____________________	 Reason for Termination____________________________

Who was covered?______________________________________________________________________________________________________

Type of Plan:   Prior Employer Group Plan   Spouse’s Employer Group Plan   Individual Policy   Other_ ____________________________ 

Signature

I declare that all statements and responses contained in this entire form, and in any other health insurance administration and/or 
coverage application form that I completed within the last 90 days that was provided to All Savers, are true and correct and that 
no material information has been withheld or omitted. I also understand that the information provided on this form is used to make 
decisions regarding eligibility and pricing. I understand that misrepresentation, concealment or omission of fact, or a mistake of fact 
(whether or not a mutual mistake), could materially affect the underwriting, premium, rating or terms and conditions of my employer’s 
Excess Loss Insurance Policy (“Policy”) which could result in changes to the terms and conditions of my employer’s Excess 
Loss Insurance Policy, including retroactive increased premium rates and attachment points, or termination of that Policy.  I also 
understand that willful or intentional misrepresentation, concealment or omission of any material fact affecting terms, conditions, or 
underwriting of my employer’s Excess Loss Insurance Policy could result in that Policy being null and void in its inception. 

I understand and agree that the Plan Sponsor is not bound by any statement made by or to any agent unless written herein.  I agree 
that no medical benefits will be effective until the date specified in the Summary Plan Description. If I am now waiving medical 
coverage for myself and/or for my dependents, I have read the entire Waiver provision and understand the enrollment requirements 
if I make a request for such coverage at a later date.

Coverage is effective only after approval and satisfaction of any probationary period. 

In some states, any person who, knowingly and with intent to defraud an insurance company or plan administrator, submits an 
enrollment application form or files a claim containing any materially false information may be guilty of fraud, which is a crime. 

All pages must be attached and complete, including this authorization, for the enrollment application form to be considered 
complete. Incomplete enrollment application forms may be rejected.

Authorization to Disclose Medical Information for Enrollment 
I hereby authorize those physicians, medical practitioners, hospitals, clinics, veterans administration facilities, pharmacy benefit 
managers, medical information services, urgent care facilities, and other medical or medically related entities, insurance or rein-
surance companies, and consumer reporting agencies that have information available as to the present or former physical health 
condition, including drug or alcohol abuse, and/or treatment of me or my dependents proposed for coverage to release any and 
all such information, including, but not limited to, medical records, health care provider notes, laboratory tests and results, diag-
noses, treatment, and prognoses. I understand the information obtained by use of this authorization may be used to determine 
eligibility for issuance of health coverage for me and my dependents. This authorization is not applicable to psychotherapy notes.
I agree that a photographic copy of this authorization shall be as valid as the original and that this authorization shall expire 15 
months after the termination of any coverage I obtain. I understand that I may request a copy of this authorization. I understand that 
I may revoke this authorization at any time in writing unless action has been taken in reliance on my authorization. Any information 
obtained will not be released to any person or organization, except to reinsuring companies or other persons or organizations 
performing business or legal services in connection with my enrollment for the coverage, for any claim, for medical management 
purposes, or as may be otherwise lawfully required or as I may further authorize. 

Enrollee Signature X__________________________________________________________________________	
Date_______________________________________________________________________________________

If signed by a representative of enrollee, please indicate the representative’s legal authority to act on behalf of enrollee.

________________________________________________________________________________________________________
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Waiver (Please complete if you are waiving medical coverage.)

I waive medical coverage for:	  Self (and dependents)   
 Spouse		   Dependent Children

Please state reason for waiving coverage:___________________
Qualifying Coverage:_ ________ 	 Other____________________

If I have waived coverage for myself and/or my dependents (including my spouse) because of other health insurance coverage, I may 
in the future be able to enroll myself and/or my dependents in the plan, provided that I request enrollment within 31 days after my other 
coverage ends because of involuntary loss of other coverage (divorce, death, legal separation, termination of employment, reduction 
in number of hours of employment). In addition, if I have a new dependent as a result of marriage, birth, adoption, or placement for 
adoption, I may be able to enroll my dependents, provided that I request enrollment within 31 days after the date of the event.

Applicant Signature X __________________________________________________________ Date ____________________

YOUR RIGHTS REGARDING THE RELEASE AND USE OF GENETIC INFORMATION

The results of any genetic test, including genetic test information, shall not be used as the basis to (1) terminate, restrict, limit or 
otherwise apply conditions to the coverage of an individual or family member under the plan, or restrict the sale of the plan to an 
individual or family member; (2) cancel or refuse to renew the coverage of an individual or family member under the plan; (3) deny 
coverage or exclude an individual or family member from coverage under the plan; (4) impose a rider that excludes coverage for certain 
benefits or services under the plan; (5) establish differentials in monthly costs or cost-sharing for coverage under the plan;  
(6) otherwise discriminate against an individual or family member in the provision of insurance.

©2015 United HealthCare Services, Inc.  
UHCEW646682-002
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Authorization for Release of Health Information 

 

     

  

     

  

     

  
Member’s Full Name   Date of Birth Member or Subscriber ID #  

     

  

     

  

  

__ 

     

  
Member’s Street Address City State Zip Code 
 
I understand and agree that:  
• this authorization is voluntary; 
• my health information may contain information created by other persons or entities including 

health care providers and may contain medical, pharmacy, dental, vision, mental health, 
substance abuse, HIV/AIDS, psychotherapy, reproductive, communicable disease and health care 
program information; 

• I may not be denied treatment, payment for health care services, or enrollment or eligibility for 
health care benefits if I do not sign this form; 

• my health information may be subject to re-disclosure by the recipient, and if the recipient is not a 
health plan or health care provider, the information may no longer be protected by the federal 
privacy regulations; 

• this authorization will expire one year from the date I sign the authorization.  I may revoke this 
authorization at any time by notifying UnitedHealthcare in writing; however, the revocation will not 
have an effect on any actions taken prior to the date my revocation is received and processed.  

 
Who May Receive and Disclose my Information: 
I authorize UnitedHealthcare and its affiliates to receive from or disclose my individually identifiable 
health information to the following person(s) or organization(s):  
 
_________________________________________________________ 
(Full Name of Person(s) or Organization(s)) 
 
_________________________________________________________ 
(Full Address of Person(s) or Organization(s)) 

 
Type of Information to be Disclosed:  
 
� I authorize disclosure of all my health information including information relating  

to medical, pharmacy, dental, vision, mental health, substance abuse, HIV/AIDS, psychotherapy, 
reproductive, communicable disease and health care program  
information; or	
  	
   

 
� I authorize only the disclosure of the following information:  

 
___________________________________________________________________ 
(Type of Information)        
 
 



	
  	
  	
  	
  	
  	
  	
   	
  

	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
   	
   	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  

©2015 United HealthCare Services, Inc. 
UHCEW748450-000 

Purpose of Disclosure: 
 
� My health information is being disclosed at my request or at the request of my personal 

representative; or 
 
� My health information is being disclosed for the following purpose: 

 
___________________________________________________________________ 
(Explain Purpose) 
 
************************************************************************ 
 
__________________________________  _______________ 
Signature of Member     Date 
 

__________________________________  ________________ 
Witness Signature (For Illinois Residents Only)  Date 
 
Please note:  If you are a guardian or court appointed representative, you must attach a copy of your 
legal authorization to represent the member and complete the following: 
 
Guardian or Representative:  

 

     

  

     

   
Name   Phone Number   

 

     

  

     

  

  

__ 

     

  
Street Address City State Zip Code 
 
__________________________________  _____________________________  
Signature of Guardian or Representative   Date 

 
For copies of this authorization, call (800) 232-5432 or go to www.myallsavers.com.  
 
(For California and Georgia residents only) I understand that I may see and copy the information described on 
this form if I ask for it, and that I may receive a copy of this form after I sign it.  
 

PLEASE MAINTAIN A COPY OF THIS FORM FOR YOUR RECORDS AND RETURN IT TO: 
United HealthCare Services, Inc. 

Attn: Imaging Department 

PO Box 19032  

Green Bay, WI 54307-9032.  

OR 

You may fax authorizations to (920) 661-9959 
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