Request for Portability of Critical lliness Insurance *

This portability request form should be used with plans

that may include Child Critical lliness, Additional Critical
lliness, or Partial Benefit Critical lllness  plan options.

PLEASE NOTE: This form must be received by UnitedHealthcare within 31 days of Date of Termination.
All sections of this form must be complete for us to process your request




Request for Portability of Critical lliness Insurance*

F. Quarterly or Annual Premium Calculation
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Quarterly Premium Calculations for the first 12
Months of Portability
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