RETIREE CONTINUATION, ENROLLMENT OR CHANGE FOR—

MEDICAL, DENTAL AND/OR LEGAL PLAN
UBEN 100 (R4/26) University of California Human Resources

For help with this form, call the UC Retirement Administration Service Center (800-888-8267) or your location’s Health Care Facilitator; for

Send completed form through one of the following method

UCRAYS (preferred):
retirementatyourservice.ucop.edu

Mail: RASC, P.O. Box 24570
Oakland, CA 94623-1570

the contact list, visit: ucnet.universityofcalifornia.edu/contacts/campus-contacts.html. Print clearly or type using UCnet online form, sign

page 2 (no typed signature) and fax/mail.

Fax: 800-792-5178

1.YOUR PERSONAL INFORMATION—RETIREE, SURVIVOR OR DISABLED MEMBER

NAME (Last, First, Middle Initial)

HAROLD, JR. CHARLES A.

SOCIAL SECURITY NUMBER

566-96-6867

FORMER CAMPUS/LAB LOCATION

UCLA

RETIREMENT SYSTEM COVERAGE /] UCRP
[[] carers  [[] OTHER (Specify):

HOME ADDRESS (Number, Street, City, State, ZIP)

MAILING ADDRESS (Number, Street, City, State, ZIP)

EMAIL (To save go to retirementatyourservice.ucop.edu)

1455 N TOMAHAWK RD, APACHE JUNCTIONN, AZ 85119 1455 N TOMAHAWK RD., APACHE JUNCTION, AX 85119 CHUCKHAROLD@GMAIL.COM

2. ACTION REQUESTED Select event here and plan(s) in Section 3.
ENROLL (documentation will be requested/verified through UC’s vendor UnifyHR) | CANCEL/DE-ENROLL* CHANGE
] Spouse (date of marriage: ) | [[] Divorce, legal separation, annulment (date: L_| Open Enroliment (effective January 1 of the following year)
D Domestic partner (enroliment of a domestic partner in your medical or dental Termination of domestic partnership (date: L_| Move out of plan’s service area (date: e )

plan and successful completion of the Family Member Verification process

automatically names them as your UCRP survivor, if eligible)

* Registered with State of CA (filing date:

* Not registered with State of CA (date partnership began:
] New survivor (member date of death:
Late enrollment—medical only (90-day delayed effective date:
Involuntary loss of coverage—attach proof (loss of coverage date:
[ 1Other (explain in Comments below)

Death (date:

)

Return to plan’s service area (date:

Family member (effective date:

~——

(Check medical plan enrolled in prior to your move.)

SPEND* (effective date:

Voluntary (explain in Comments below)(effective date: 4-30-26

Medicare plan not available/provider group disruption
Transfer plans into retirement (retirement date:

)

Medical plan due to TRICARE For Life

OOEe IO

Medical plan due to other group/individual coverage/Via Benefits

Dental plan due to other group/individual coverage

Transfer plans to UCRP disability
L_| Other (explain in Comments box below)
*For Kaiser Senior Advantage members, also submit form UBEN 101

MEDICARE—Complete below and send a copy of each member’s Medicare card with this form.

Comments: | have a letter from Beverly Jeanine Williams-Cooke of RASC . T - oS
; b Retiree Retiree’s Spouse or Domestic Partner or Child (circle)
insurance team that states.."If you do not complete the enroliment . o o o v [ W6 o VA [ Medoars ™ D' A e MO OV YA
through Via Benefits, your UC High Option Supplemental coverage S | B | 01| 2026 panbe 01 | 01 | 2026|starts ~ |Parta: 01| 01 | 2026|rarte: 01 | 01 | 2026
coverage will be suspended April 30, 2026." meDicare Numeer:  9AUB-NQ2-DD46 MEDICARE NUMBER:  2KJO-RM4-YM15
3.YOUR MEDICAL, DENTAL, LEGAL PLAN To de-enroll from your current UC plan and enroll in another UC plan, check “cancel” To de-enroll from your current UC plan and enroll in a non-UC plan, check “suspend.’
MEDICARE MEDICAL PLANS NON-MEDICARE MEDICAL PLANS DENTAL PLAN LEGAL PLAN
ENROLL CANCEL SUSPEND ENROLL CANCEL SUSPEND ENROLL CANCEL SUSPEND ENROLL CANCEL
UC Medicare Choice O O O ucBe&GodHmo! [ [0 [ DelaDentalPPO [ ¥ [ ARAG Legal Plan O v
Kaiser Senior Advantage CA' O O O Kaiser—CA' O O O DeltaCare® USA O O o
UC Medicare PPO O O O UC Care O O o (CA residents only)
UC High Option Supplement to Medicare® 0 v O HealthSavings+ O 0O O
UC Medicare PPO without Rx2 4 0 o QO
Via Benefits—-Medicare Coordinator _u_‘oow. «1 O O 1 Must live in plan’s service area 2 Must send proof of other Medicare Part D coverage 3 Must live outside of CA 4 All covered members must be enrolled in Medicare

4. FAMILY MEMBER INFORMATION List all eligible family members referred to in Section 2.

Enter the Relationship Code in box below: You may only enroll one adult other than yourself. (Codes D, L, and K may be subject to imputed income unless tax dependent of retiree for federal purposes.)

Eligible adult: S — Spouse
Eligible children: C — Child (biological or adopted) N — Overage disabled child®

D — Same-sex domestic partner L — Opposite-sex domestic partner

K — Domestic partner’s grandchild® or child®

5 Must be a tax dependent of retiree or spouse/domestic partner unless SSI exception applies
6 Must be a tax dependent of retiree or spouse/domestic partner

7 Must be a tax dependent of retiree

8 If your domestic partnership is registered and you are considered the child’s stepparent

; 7 146
P — Stepchild W~ Legal ward G — Grandchild under state law, enter Code “P” for Stepchild. Otherwise, enter Code “K.”
Family Member Name Sex |Relationship Code Birthdate Social Security Number Action
(Last, First, MI) (see above) MONTH DAY  YEAR (required) Medical Dental Legal

L] Enroll L1 Enroll LI Enroll

1 HAROLD, SILVIA Z, F S 01 | 30 | 1961 559-41-9550 ¥l Cancel/de-enroll | M Cancel/de-enroll | [l Cancel/de-enroll
L1 Enroll L1 Enroll LI Enroll

2. | | [ Cancel/de-enroll | []Cancel/de-enroll | [1Cancel/de-enroll

Please retain this UBEN 100 document as part of your UC records.

SEE PAGE 2—TERMS & CONDITIONS MUST BE ACCEPTED AND THIS FORM MUST BE SIGNED TO BE ENROLLED. INCOMPLETEE FORMS WILL NOT BE PROCESSED.



PARTICIPATION TERMS AND CONDITIONS

Your Social Security number, and that of your enrolled family members, is required for purposes of benefit plan
administration, for financial reporting, to verify your identity, and for legally required reporting purposes all in compliance
with federal and state laws.

If you are confirmed as eligible for participation in UC-sponsored plans, you are subject to the following terms and
conditions:

THIS ARBITRATION AGREEMENT APPLIES TO THE FOLLOWING PLANS:
UC Care

HealthSavings+

UC Blue & Gold HMO

UC Care

UC High Option Supplement to Medicare

UC Medicare PPO

UC Medicare PPO without Prescription Drugs.

By providing your written or electronic signature, it is understood and you agree that any dispute as to medical
malpractice — that is, as to whether any medical services rendered under the contract were unnecessary or unauthor-
ized or were improperly, negligently or incompetently rendered — will be determined by submission to arbitration as
provided by california law and not by a lawsuit or resort to court process, except as california law provides for judicial
review of arbitration proceedings. Both parties to the contract, by entering into it, are giving up their constitutional right to
have any such dispute decided in a court of law before a jury and instead are accepting the use of arbitration.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL.

H BY CHECKING THIS BOX | AM ELECTRONICALLY SIGNING AND ACCEPTING THE ABOVE ARBITRATION
TERMS PERTAINING TO ALL MEDICAL PLANS EXCEPT KAISER FOUNDATION HEALTH PLANS. AND
OPTUM BEHAVIORAL HEALTH.

THIS ARBITRATION AGREEMENT APPLIES TO ONLY THE KAISER FOUNDATION HEALTH PLAN.

| understand that (except for Small Claims Court cases, claims subject to a Medicare appeals procedure or the ERISA
claims procedure regulation, and any other claims that cannot be subject to binding arbitration under governing law) any
dispute between myself, my heirs, relatives, or other associated parties on the one hand and Kaiser Foundation Health
Plan, inc., any contracted health care providers, administrators, or other associated parties on the other hand, for
alleged violation of any duty arising out of or related to membership in KFHP, including any claim for medical or hospital
malpractice (a claim that medical services were unnecessary or unauthorized or were improperly, negligently, or
incompetently rendered), for premises liability, or relating to the coverage for, or delivery of, services or items, irrespec-
tive of legal theory, must be decided by binding arbitration under California taw and not by lawsuit or resort to court
process, except as applicable law provides for judicial review of arbitration proceedings. | agree to give up our rightto a
jury trial and accept the use of binding arbitration. | understand that the full arbitration provision is contained in the
Evidence of Coverage.

D BY CHECKING THIS BOX AND ENROLLING IN A KAISER PERMANENTE CA HEALTH PLAN, | UNDERSTAND
THAT THIS ACTION WILL SERVE AS MY ELECTRONIC SIGNATURE OF AGREEMENT TO THE CONDITIONS
PROVIDED IN KAISER FOUNDATION HEALTH PLAN ARBITRATION AGREEMENT (ABOVE) AND THAT BY

LAW, THIS ELECTRONIC SIGNATURE WILL HAVE THE SAME EFFECT AS A SIGNATURE ON A PAPER FORM.

Note: If you do not wish to accept the arbitration agreement you must make a different non-Kaiser Health Plan selection.
For more information about each plan’s arbitration provision please see the appropriate plan booklet or call the plan.
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ADDITIONAL TERMS AND CONDITIONS APPLICABLETO ALL PLANS
Except where specifically noted below, the following terms and conditi

ns apply to the health an m benefit n_m:m

accident, critical illness, hospital indemnity, accidental death and dismemberment, flexible spending wooo:_‘:m identity

theft protection, legal, pet, family care resources and adoption assistance plans.

1. By making an election with your written or electronic signature you are authorizing UC to take deductions from your
earnings (employees)/monthly Retirement Plan income (retirees)/designated bank account(direct payment retirees)
to cover your contributions toward the monthly costs (if any) for the plans you have chosen for yourself and your
eligible family members. You are also authorizing UC to transmit your enrollment demographic data to the plans and
associated service vendors in which you are enrolled.

2. You are responsible for payment of any uncollected plan premiums that remain due and outstanding for any reason,
including, but not limited to, changes in eligibility, retroactive, late, and other enrollment changes resulting in a
change in plan premiums, insufficient bank funds or paycheck payment from which plan premiums were to be
deducted, missed premium payments, or failure to make direct payments. Any unpaid plan premiums that remain
due and outstanding may be recovered by UC, on behalf of the plan or for itself, ta the extent permitted by law.

3. You are responsible for the repayment of any plan premiums paid by UC on the Member’s behalf resulting in the
overpayment of plan premiums for any reason, including, but not limited to, changes in eligi
disenrollment, other enrollment changes resulting in changes to plan premiums. Any overpaid plan prel
remain outstanding may be recovered by UC, on behalf of the plan or for itself, to the extent permitted by law.

4. You are subject to all terms and conditions of the UC-sponsored plans in which you are enrolled as stated in the plan
booklets and the University of California Group Insurance Regulations.

5. By enrolling individuals as your family members you are certifying that those individuals are eligible for coverage
based on the definitions and rules specified in the University of California Group Insurance Regulations and
described in UC health and welfare plan eligibility publications. You are also certifying under penalty of perjury that
all the information you provide regarding the individuals you enroll is true to the best of your knowledge.

6. If you enroll individuals as your family members you must provide, upon request, documentation verifying that those
individuals are eligible for coverage. The carrier may also require documentation verifying eligibility. Verification
documentation includes, but is not limited to, marriage or birth certificates, domestic partner verification, adoption
papers, tax records and the like.

7. If your enrolled family member loses eligibility for UC-sponsored coverage (for example because of divorce or loss of
eligible child status) you must notify UC by de-enrolling that individual. If you wish to make a permitted change in
your health or flexible spending account coverage you must notify UC within 31 days of the eli ity loss event; for
purposes of COBRA, eligibility loss notice must be provided to UC within 60 days of the family member's loss of
coverage. However, regardless of the timing of notice to UC, coverage for the ineligible family member end on
the last day of the month in which the eligibility loss event occurs (subject to any continued coverage option available
and elected).

8. Making false statements about satisfying eligibility criteria, failing to timely notify UC of a family member's loss of
eligibility, or failing to provide verification documentation when requested may lead to de-enroliment of the affected
individuals. Employees/relirees may also be subject to disciplinary action and de-enroliment from health benefits and
may be responsible for any cost of benefits provided and UC-paid premiums due to misuse of plan.

9. Under current state and federal tax laws, the value of the contribution UC makes toward the cost of health coverage
provided to domestic partners and certain other family members who are not "your dependents” under state and
federal tax rules may be considered imputed income that will be subject to income taxes, FICA (Social Security and
Medicare), and any other required payroll taxes. (Coverage provided to California registered domestic partners is
not subject to imputed income for California state tax purposes.)

10. If you specifically ask UC representatives to intercede on your behalf with your insurance plan, University

representatives will request the minimum health information required to assist you with your problem. If more health

information is needed to solve your problem, in compliance with state and federal privacy laws, you may be required
to sign an authorization allowing UC to provide the health plan with relevant health information or authorizing the
health plan to release such information to the UC representative.

Provided all electronic and form transactions have been completed properly and submitted timely actions you take

during Open Enrollment will be effective the following January 1 unless otherwise stated

12. By enrolling in the Critical lliness, Hospital Indemnity or Accident plans you acknowledge that you have read and
agree to the below Product Disclaimers, that you understand the terms and requirements of the fraud warnings
included as part of the disclaimers, and you declare that all information given is true and complete to the best of your
knowledge and belief.
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5. SIGNATURE: | =m<w\ read, \inderstand and accept the “Pdriicipation Terms and Conditions” on this form. | certify under penalty of perjury that the information | provided is true to the best of my knowledge.

SIGNATURE OF RETIREE, SYRVIVOR®R DISABLED MEMBER (

C

nic sigffatyres, e.g., Adobe, DocuSign or Microsoft signatures, are acceptable; not typed.)

DAYTIME PHONE  [] NEW

A®~@v®WN\¢Q£ 00O

Please retain this U cument as part of your UC records.

uam\ %0 \N@

WHITE: RASC
YELLOW: RETIREE COPY



HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 (HIPAA) NOTIFICATION
FOR MEDICAL PROGRAM ELIGIBILITY

If you are declining enroliment for yourself or your eligible family members because of other medical
insurance or group medical plan coverage, you may be able to enroll yourself and your eligible family
members™ in a UC-sponsored medical plan if you or your family members lose eli y for that other
coverage (or if the employer stops contributing toward the other coverage for you or your family
members). You must request enroliment within 31 days after you or your family member's other medical
coverage ends (or aiter the employer stops contributing toward the other coverage).

In addition, if you have a newly eligible family member as a result of marriage or domestic partnership,

birth, adoption, or placement for adoption, you may be eligible to enroll your newly eligible family member.

If you are an employee you may be eligible to enroll yourself, in addition to your eligible family member(s).
You must request enrollment within 31 days after the marriage or partnership, birth, adoption, or
placement for adoption.

If you decline enrollment for yourself or for an eligible family member because of coverage under
Medicaid (in California, Medi-Cal) or under a state children’s health insurance program (CHIP) you may
be able to enroll yourself and your eligible family members in a UC-sponsored plan if you or your family
members lose eligibility for that coverage. You must request enrollment within 60 days after your coverage
or your family members’ coverage ends under Medicaid or CHIP.

Also, if you are eligible for health coverage from UC but cannot afford the premiums, some states have
premium assistance programs that can help pay for coverage. For details, contact the U.S. Department
of Health and Human Services, Centers for Medicare and Medicaid Services at www.cms.gov or
1-877-267-2323 ext. 61565.

If you do not enroll yourself and/or your family member(s) in medical coverage within the 31 days
when first eligible, within a special enroliment period described above or within an open envoli-
ment period, you may be eligible to enroll at a later date. However, even if eligible, each affected
individual will need to complete a waiting period of 90 consecutive calendar days before UC medical
coverage becomes effective and employee premiums may need to be paid on an after-tax basis (retiree
premiums are always paid after-tax). The 20-day waiting period does not apply to those eligible for the
Medicare Coordinator Program. Otherwise, you/they can enroll during the next Open Enroliment Period.

To request special enrollment or obtain more information, employees should contact their local Benefits
Office and retirees should call the UC Retirement Administration Service Center (800-888-8267).

Note: If you are enrolled in a UC medical plan you may be able to change medical plans if:
« you acquire a newly eligible family member; or

* your eligible family member loses other coverage.

In either case you must request enroliment within 31 days of the occurrence.

in addition to the special enroliment rights you have under HIPAA, the University’s Group Insurance
Regulations (GIRs) permit you to change medical plans under certain other conditions. See UC GIRs for
additional detail.

*To be eligible for plan membership, you and your family members must meet all UC employee or
retiree enrollment and eligibility requirements. As a condition of coverage, all plan members are
subject to eligibility verification by the University and/or insurance carriers, as described above
in the participation terms and conditions.

By authority of The Regents, University of California Human Resources, located in Oakland, adiwjriglers
all benefit plans in accordance with applicable plan documents and regulations, custodial agreeme
University of California Group Insurance Regulations, group insurance contracts, and state and federa
laws. No person is authorized to provide benefits information not contained in these source documents,
and information not contained in these source documents cannot be relied upon as having been autho-
rized by The Regents. Source documents are available for inspection upon request (800-888-8267). What
is written here does not constitute a guarantee of plan coverage or benefits — particular rules and
eligibility requirements must be met before benefits can be received. The University of California intends to
continue the benefits described here indefinitely; however, the benefits of all employees, retirees and plan
beneficiaries are subject to change or termination at the time of contract renewal or at any other time by
the University or other governing authorities. The University also reserves the right to determine new
premiums, employer contributions and monthly costs at any time. Health and welfare benefits are not
accrued or vested benefit entittements. UC's contribution toward the monthly cost of the coverage is
determined by UC and may change or stop altogether, and may be affected by the state of California’s
annual budget appropriation. if you belong to an exclusively represented bargaining unit, some of your
benefits may differ from the ones described here. For more information, employees should contact their
Human Resources Office and retirees should call the UC Retirement Administration Service Center
(800-888-8267).

In conformance with applicable law and University policy, the University is an equal opportunity employer.
Please send inquiries regarding the University’s equal opportunity policies for staff to the Office of
Systemwide Employee Relations, University of California, Office of the President, 1111 Franklin Street, CA
94607, and for faculty to the Office of Systemwide Academic Personnel, University of California, Office of
the President, 1111 Franklin Street, Oakland, CA 94607

PRIVACY NOTIFICATIONS

STATE~—The State of California Information Practices Act of 1977 (effective July 1, 1978) requires the
University to provide the following information to individuals who are asked to supply information about
themselves. The principal purpose for requesting information on this form, including your Social Security
_,EBUQ is to verify your identity, and/or for benefits administration, and/or for federal and state income tax
g. University policy and state and federal statutes authorize the maintenance of this information.
Furnishing all information requested on this form is mandatory. Failure to provide such information will
delay or may even prevent completion of the action for which the form is being filled out. Information
iurnished on this form may be transmitted to the federal and state governments when required by law.
Individuals have the right to review their own records in accordance with University personnel policy and
collective bargaining agreements. Information on applicable policies and agreements can be obtained
from campus or Office of the President Staff and Academic Personnel Offices. The official responsible for
maintaining the information contained on this form is the Vice President—University of California Human
Resources, 1111 Franklin Street, Oakland, CA 94607-5200.

FEDERAL—Pursuant to the Federal Privacy Act of 1974, you are hereby notified that disclosure of your
Social Security number is mandatory. The University’s record keeping system was established prior to
January 1, 1975 under the authority of The Regents of the University of California under Article 1X, Section
9 of the California Constitution. The principal uses of your Social Security number shall be for state tax
and federal income tax (under Internal Revenue Code sections 6011, 6051 and 6059) reporting, and/or for
benefits administration, and/or to verify your identity.




