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Employer or Group Administrator; please fax forms to: 844-280-3838 or send to: Medica, PO Box 30986, Salt lake City, UT 84130-0986

A EMPLOYEE INFORMATION
First Name (Legal Name)                M.I.                        Last Name Social Security Number

Current Group Number New Group Number

Effective Date of Change Employer Signature

Address (Must be a physical address, no P.O. Boxes) 

Street

City State ZIP Code County

 Please Identify your coverage level designation for the eligible product offerings with this renewal election:

Medical Benefits for:          Employee          Spouse          Children          All family members
     

Please check benefit selection in the space provided below.

 Plan option name:

Please provide clinic informaton if enrolling in Medica Elect, Medica Essential or a Medica ACO.

Name Relationship Care Clinic Name (When applicable) Clinic ID Number

Employee

Spouse

Dependent

Dependent

Dependant

Care Clinic selections can be changed once per month. All changes received by the 20th of the month will take effect on the 
1st of the following month. Please contact Medica Customer Service at 952-945-8000 or 1-800-952-3455 to make future Care 
Clinic changes.  
Note:
• All new enrollees must complete a Group Employee Enrollment Form.
• All existing active members will be rolled into the new group plan designated. 
• I understand and agree that I will not be able to change my benefit plan selection noted above until next year’s renewal   
 unless a qualified special enrollment has occurred.

B BENEFIT SELECTION

     

Group Name:

Medica Plan Selection/Change Form 
Minnesota/North Dakota/South Dakota/Wisconsin
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C EMPLOYEE AUTHORIZATION & REPRESENTATION

Read this section, date and sign the form.

On behalf of myself and anyone enrolled on or added to this form (“Us”), I authorize any hospital, clinic, institution, physician, 
insurance company, employer or other person to give Medica or any of its designees any and all records or information 
pertaining to medical history or services rendered to Us. I understand that this information will be used for underwriting, risk 
rating, enrollment or eligibility for benefits. I understand that in certain circumstances Medica may disclose the information 
collected to third parties without authorization and that the individuals enrolled on or added to this form have the right to see 
and correct their personal information in accordance with applicable law. I understand that I have the right to review Medica’s 
Privacy Notice before signing this form and to request a copy at any time. I authorize on behalf of Us the use of a Social Security 
Number for the purpose of identification. The information provided on this form is accurate and complete, to the best of my 
knowledge and/or belief. I understand and agree that any omissions or incorrect statements knowingly made by Us on this 
form may invalidate my or my dependents’ coverage. I understand that I may revoke this authorization by notifying Medica 
in writing. If I revoke the authorization, it will not affect any actions already taken by Medica prior to Medica’s receipt of the 
revocation. If I refuse to sign this authorization, it will affect my dependents’ and my eligibility and enrollment for benefits. 
I understand that I may request a copy of this completed authorization form. Information used or disclosed pursuant to this 
authorization will remain subject to Medica’s privacy standards.

For North Dakota and South Dakota residents: For purposes of facilitating enrollment, unless revoked, this authorization 
permits Medica to obtain information about Us for 24 months from the date of signature.

For Minnesota residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain 
information about Us from the date of signature until termination of our coverage.

This authorization does not extend to a release concerning the performance of, or results of, a test to determine the presence 
of the HIV antibody or other bloodborne pathogen performed on (1) a criminal offender or crime victim as a result of a crime 
that was reported to the police; (2) a patient who received the services of emergency medical services personnel at a hospital 
or medical care facility; or (3) emergency medical services personnel who were tested as a result of performing emergency 
medical services.

For Wisconsin residents: For purposes of facilitating enrollment, unless revoked, this authorization permits Medica to obtain 
information about Us for 30 months from the date of signature.

I understand that this plan does not include coverage for the pediatric dental essential health benefit and coverage for these 
services can be purchased through a separate pediatric dental plan through Delta Dental®.

I understand that providing false information or omission of relevant information in this form may result in the denial of 
claims or cancellation or retroactive termination of coverage. 

 Employee Signature: X_________________________________________________________  Date Signed: ________________
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Medica complies with applicable Federal civil rights laws and will not discriminate against any person on the basis of 
race, color, national origin, age, disability or sex. Medica:
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 
 TTY communication and written information in other formats (large print, audio, other formats). 
• Provides free language services to people whose primary language is not English, such as: 
 Qualified interpreters and information written in other languages. 

If you need these services, call the number included in this document or on the back of your Medica ID card. If you 
believe that Medica has failed to provide these services or discriminated in another way on the basis of race, color, 
national origin, age, disability or sex, you can file a grievance with: Civil Rights Coordinator, Mail Route CP250, PO 
Box 9310, Minneapolis, MN 55443-9310, 952-992-3422 (phone/fax), TTY 711, civilrightscoordinator@medica.com.

You can file a grievance in person or by mail, fax, or email. You may also contact the Civil Rights Coordinator if you need 
assistance with filing a complaint. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil 
Rights, electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/
portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue, 
SW Room 509F, HHH Building, Washington, D.C. 20201, 800-368-1019, 800-537-7697 (TDD). Complaint forms 
are available at http://www.hhs.gov/ocr/office/file/index.html. 

Discrimination is Against the Law

If you want free help translating this document, call 1-800-952-3455.

Si desea recibir asistencia gratuita para la traducción de 
este documento, llame al 1-800-952-3455.
Yog koj xav tau kev pab dawb txhais daim ntawv no, hu 
rau 1-800-952-3455.
如果您需要我們免費幫您翻譯此文件，請致電
1-800-952-3455。
Nếu quý vị muốn giúp dịch tài liệu này miễn phí, gọi   
1-800-952-3455.
Sanadnikun kaffaltiimaleeakkaisiniifhiikamuyoobarbaadd- 
an 1-800-952-3455 tiinbilbilaa.

إذا كنت ترغب في مساعدة مجانية لترجمة هذا المستند، 
فاتصل على الرقم1-800-952-3455.

Если вы хотите получить бесплатную помощь в 
переводе этого документа, позвоните по телефону 
1-800-952-3455.
ຖ້າທ່ານຕ້ອງການຄວາມຊ່ວຍເຫືຼອຟຣີໃນການແປເອກະສານນີ,້ 
ໃຫ້ໂທຫາ 1-800-952-3455.

이 문서를 번역하는 데 무료로 도움을 받고 싶으시면   
1-800-952-3455로 전화하십시오.
Si vous désirez obtenir gratuitement de l’aide pour traduire 
ce document, appelez le 1 800 952 3455.
erh>vd.b.w>rRpXRuvDvXw>uGJ;usdmxHvHmtHRtCd<ud;   

1-800-952-3455I

Kung nais mo ng libreng tulong sa pagsasalin ng 
dokumentong ito, tumawag sa 1-800-952-3455.
ይህን ሰነድ ለመተርጎም ነጻ እርዳታ ከፈለጉ በ 1-800-952-3455 ይደውሉ።
Ako želite besplatnu pomoć za prijevod ovog dokumenta, 
nazovite 1-800-952-3455.
T’11 jiik’4 d77 naaltsoos t’11 nizaadk’ehj7 bee sh7 k1’adoowo[ 
nin7zingo koj9’ hod77lnih, 1-800-952-3455.

Wenn Sie kostenlose Hilfe zur Übersetzung dieses 
Dokuments wünschen, rufen Sie 1-800-952-3455 an.

COMIFB-0119-K

COM7245-4-00723

© 2023 Medica
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