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Notice of Personal Information 
 
The following notice is provided in accordance with Section 559.003(a) of the Texas 
Government Code: 
 

1. With few exceptions, you are entitled on your request to be informed about the 
information The University of Texas System Administration collects about you; 

2. Under Sections 552.021 and 552.023 of the Texas Government Code, you are 
entitled to receive and review the information; and 

3. Under Section 559.004 of the Texas Government Code, you are entitled to have The 
University of Texas System Administration correct information about you that is 
held by The University of Texas System Administration and that is incorrect, in 
accordance with the procedures set forth in The University of Texas System 
Business Procedures Memorandum 32, Texas Public Information Act. 

 
The information that The University of Texas System Administration collects will be 
retained and maintained as required by Texas records retention laws (Section 441.180 et 
seq. of the Texas Government Code) and rules.  Different types of information are kept for 
different periods of time. 
 



05-09-2002 

UNIVERSITY OF TEXAS SYSTEM EMPLOYEE GROUP INSURANCE 
REQUEST FOR AN EXCEPTION TO ZIP CODE ELIGIBILITY RULES 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
 
A.   Based upon the location of my residence, I am eligible for coverage under _______________. 
             Plan Name 
 
B.   I am requesting that I be allowed to have coverage under ____________________________. 
                                   Plan Name 
 
C.   Please estimate the distance from your residence to the participating physician(s) (or dentist) you 

expect to use if your request for exception is granted.  (If there are multiple family members, please 
provide the longest distance any family member will need to travel.) ___________________ (Miles). 

                           
D.   Please estimate the distance from your residence to the participating hospital you expect to use if 

your request for exception is granted.  (If there are multiple family members, please provide the 
longest distance any family member will need to travel.) (This question does not need to be answered 
if you are seeking approval for a dental plan.)  ___________________ (Miles). 

                           
E.   Please explain in detail why you are seeking this exception, i.e. currently enrolled in plan, you prefer 

the doctor network, changed residence address.  
 _________________________________________________________________________________

_________________________________________________________________________________
_________________________________________________________________________________ 

 
F.   Check the appropriate level of coverage you currently have selected: 
 

  Employee Only     Employee & Spouse    Employee & Children     Employee & Family 
 

G.  Your residence zip code is: ____________  Your place of employment zip code is: ____________ 
 
H.  Date of Hire: ______________  I.  Have you recently moved, if yes, when? _______________ 
 
If you are requesting coverage under an HMO, it is your responsibility to select a Primary Care Physician 
(PCP) by contacting the claims administrator noted in question B.  In signing this form, you are agreeing 
to waive out-of-area benefits currently available when you seek medical services in the area of your  
residence, except in the case of a true life or limb threatening emergency, as defined in the plan booklet.  
If approved, the requested exception will be effective on the date noted below. 
 
_______________________________  __________________________________________ 
Employee’s Printed Name    Employee’s Residence Address (Street, City,  Zip Code) 
 
_______________________________  __________________________________________ 
Employee’s Social Security Number  Employee’s Signature        Date  
 
_______________________________  __________________________________________ 
Name of Employing Component   Signature of Employee Benefits Representative 
 

~~~~~~~~~~~~~~~~~~~~~~~~~~~~FOR OFFICIAL USE ONLY~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
This request for an exception to zip code eligibility rules is:   Approved  Declined 
 
Comments: _________________________________________________________________________ 
 
 
___________________________________________  ______________________________ 
Employee Group Insurance         Date                Effective Date of Approval 




