UNITEDHEALTHCARE INSURANCE COMPANY OF NEW YORK
ENROLLMENT FORM FOR DEPENDENTS

Processor Date Stamp Received Here

STATE UNIVERSITY OF NEW YORK 2024-203415-41

PRIMARY INSURED COMPLETE INFORMATION BELOW FOR STUDENT.

LAST (FAMILY) NAME: FIRST (GIVEN) NAME: MIDDLE INITIAL:
GENDER: DATE OF BIRTH: SCHOOL ID #:

' MALE 0 FEMALE ou (MONTH/DAY/YEAR)
PERMANENT U.S. ADDRESS: (HOUSE/BUILDING # AND STREET NAME)
CITY: STATE: ZIP CODE:
TELEPHONE #: EMAIL ADDRESS:

DEPENDENT INFORMATION

Complete information below for dependents to be insured. Dependent coverage is only available for students insured under
the Plan (Please include a blank sheet for additional dependents).

SPOUSE: GENDER: DATE OF BIRTH:

[l MALE 1 FEMALE 1 U | (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

[ MALE 0 FEMALE 0 U | (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

0 MALE 0 FEMALE 0O U | (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

0 MALE 0 FEMALE 0 U | (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:
CHILD: GENDER: DATE OF BIRTH:

[0 MALE 1 FEMALE 0 U | (MONTH/DAY/YEAR)
First (Given) Name: Middle Initial: Last (Family) Name:

NOTICE TO STUDENT: Coverage will be effective the date the correct premium is received by the Company or a representative
of the Company or the effective date of the coverage period, whichever is later, unless otherwise stated in the Master Policy. By
signing, the student acknowledges the following: 1) The student has carefully read the Certificate of Coverage and elects to enroll
as indicated on this enrollment form; 2) Rates are not pro-rated other than as listed on this enroliment form; 3) The student meets
the eligibility requirements for this coverage as described in the Certificate of Coverage; and 4) If it is later determined that the
student is not eligible, the premium will be refunded. Premium will not be refunded except for ineligibility or entrance into the

armed forces.

NOTICE: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penalty not to exceed five thousand dollars and the stated value of the claim for each such violation..

Student’s Signature:

Date:
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Campus/School Attending:
Please print name of University. Must be completed in order for application to be processed.

O | I elect to purchase Injury and Sickness insurance coverage under the University’s student insurance plan. Below are the

choices | have made.

PLEASE CHECK ALL APPROPRIATE BOXES.

NSURED CATEGORY: O

International

TOTAL PLAN COST: The Total Cost of the plan includes the insurance premium and additional fees. See the table below for
the breakdown of the insurance premium and fees. Please remit the Total Plan Cost.

ID Codes Annual (A-) Fall (F-) Spring (G-)
2  Spouse O $1,946.00 O $815.72 O $ 805.06
3 One Child O $1,946.00 O $815.72 O $ 805.06
4 Two or more Children 0O $ 3,892.00 0O $1,631.44 0 $1,610.12
5 Spouse and Two or more [ $ 5,838.00 O $2,447.16 O $2415.18

Children
ID Codes Spring/Summer (J-) Summer (S-) Monthly (MX) 16 days (1-)
2  Spouse 0 $1,130.28 O $490.50 O $162.17 O $85.30
3 One Child 0 $1,130.28 O $490.50 O $162.17 O $85.30
4  Two or more Children O $ 2,260.56 O $981.00 0O $324.34 O $170.60
5 Spouse and Two or more [ $ 3,390.84 O $1,471.50 O $ 486.51 O $ 255.90

Children

INSURANCE PLAN PREMIUM: The premium below is for the insurance coverage underwritten by UnitedHealthcare
Insurance Company of New York and does not include additional fees charged to you to enroll in the Student Health
Plan. Refer to the bullet(s) below the table for details on the fees added to the premium to equal the Total Plan Cost.
Please remit the Total Plan Cost from the table above.

Annual (A-) Fall (F-) Spring (G-)
Spouse $ 1,943.62 $ 814.72 $ 804.08
One Child $ 1,943.62 $ 814.72 $ 804.08
Two or more Children $ 3,887.24 $1,629.44 $ 1,608.16
Spouse and Two or more $ 5,830.86 $ 2,444 .16 $2,412.24
Children

Spring/Summer (J-)  Summer (S-) Monthly (MX) 16 days (1-)
Spouse $ 1,128.90 $ 489.90 $ 161.97 $ 85.20
One Child $1,128.90 $ 489.90 $ 161.97 $ 85.20
Two or more Children $ 2,257.80 $ 979.80 $ 323.94 $ 170.40
Spouse and Two or more $ 3,386.70 $ 1,469.70 $ 485.91 $ 255.60

Children

Additional Fees: The fees are prorated for coverage periods other than annual.

e Annual Service fee of $2.38 for UHC Global administration of the Assistance and Evacuation Benefits.
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EFFECTIVE/EXPIRATION PERIODS:

O Annual 8/15/2024 to  8/14/2025
O Fall 8/15/2024 to 1/14/2025
O Spring 1/15/2025 to  6/14/2025
O Spring/Summer 1/15/2025 to 8/14/2025
O Summer 5/15/2025 to  8/14/2025

EFFECTIVE AND TERMINATION DATES:
Coverage will become effective on the date the Insurance Company receives the application and correct premium payment.

Monthly coverage expires 1 month following receipt of your premium or 8/14/2025, whichever is earlier.

Please Note: If application and correct premium are received after this requested effective date, your effective date will be
the date application and correct premium are received. Requested Effective Date: / /

TO CALCULATE YOUR RATE:
Rate x # of months eligible = amount due Example: $161.97 x 3 months = $485.91

CALCULATION FOR MONTHLY PREMIUM:

Monthly premium: $

Multiply by # of months:

Total premium enclosed: $

Payment Instructions: Make check or money order payable to UnitedHealthcare Student Resources in US dollars. Mail this
enrollment form along with premium payment to:

UnitedHealthcare Student Resources
PO Box 809026
Dallas, TX 75380-9026.

Your cancelled check or credit card billing is your only receipt and notification of coverage. The student is responsible for
timely premium payments whether or not a premium notice is received.

The State of New York requires UnitedHealthcare Insurance Company of New York to request the following
information about the Donate Life Registry. You must fill out the following section.

Would you like to be added to the Donate Life Registry?

Check box for 'yes' or 'skip this question'. Yes [J Skip this question [J
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NON-DISCRIMINATION NOTICE

UnitedHealthcare Student Resources does not treat members differently because of sex, age, race, color, disability or national
origin.

If you think you were treated unfairly because of your sex, age, race, color, disability or national origin, you can send a complaint
to:

Civil Rights Coordinator
United HealthCare Civil Rights Grievance
P.O. Box 30608
Salt Lake City, UTAH 84130
UHC Civil Rights@uhc.com

You must send the written complaint within 60 days of when you found out about it. A decision will be sent to you within 30
days. If you disagree with the decision, you have 15 days to ask us to look at it again.

If you need help with your complaint, please call the toll-free member phone number listed on your health plan ID card, Monday
through Friday, 8 a.m. to 8 p.m. ET.

You can also file a complaint with the U.S. Dept. of Health and Human Services.

Online https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Complaint forms are available at: https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW
Room 509F, HHH Building Washington, D.C. 20201

We also provide free services to help you communicate with us. Such as, letters in other languages or large print. Or, you can
ask for free language services such as speaking with an interpreter. To ask for help, please call the toll-free member phone
number listed on your health plan ID card, Monday through Friday, 8 a.m. to 8 p.m. ET.

NDLAP-FO-001 (11-23)
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LANGUAGE ASSISTANCE PROGRAM

We provide free services to help you communicate with
s, stich as, letters in other languages or large print. O,
you can ask for free language services such as

speaking with an interpreter. To ask for help, please call
toll-free 1-866-260-2723, Monday through Friday,
Bam. to 8 p.m. ET.

English
Langumage assstance services are avatable to you free of charge,
Plaase call |-866-260-2723

Albanian

Sheérbimet « ndihmés neé gjuhén amtare ofrohen fakas Ju lutemi
Lefefonon né numrin [-866-260-2723,

Amharic
PEFE hCAR ATETET (1% S0 AT MhP of |-566-200-2723
AR o
Arabic

1-866-260-2723 4V e Jat sy pall o bl s o gl
Armentan
Sy duonsk b Bl whbedup hgdulwl oqbingpgub
Bwrmugnemncilibp Rbnpnod Lip quabgquihapbp
I-B66-260-2 723 hiudwnmny:
Bantu- Kirundi
Uronswa ku buntu serivist aufatyve ku rarimi zo kugufasha
Litegerezwa guhamagara 1-B66-260.2723
Bisavan- Yisayan {(Cebuano)
hfagam it nime ang mga serinsvo sa tabang sa lengguwahe nga
walay bayad Palihug tawag sa 1-R66-260-2723
Bemgali- Bangala
E - E AOEel TEE = e one )
0Al FA 1-B60-260-I1T723-085 F9 FFH|

Burmese

o a o 26 58 .-z;n?mé nﬁ,ﬁmﬁﬁm wof Eacgﬁ
w0daffEoopb copedtd o8t 1-866-260-2723 ofied Ch
Cambodian- Mon-khmer

IRMASAGAMANTE UREFNIG DS AT UYR™
ATHGIRIEHIUE 1-866-260-27234

Cherokee

S0 CPOLonSd OPOLBET hua RGN TeoL 13T
hLEGGED DHAT, Ko Dh @LWENS 1 -866-260-2723
Chinese

{ETTL SR (S E S {EEIRTE - A TE -866-260.2723
Choetaw

Chahta anumpa ish amumpull hokmvt tohshali yvt peh mllaha
chi apela hanla_ | pava 1-866-260-2723

Cushite- Chromao

Tayaapillivewan gargparsa alaam kanfaitty malee sl jira.
haaloo kara lakkoofsa lbilaa T-866-260-2723 hilbali
Dutch

Taalbystandsdiensten zijn gratis voor u beschikbaar, Gelieve
1-566-260 2723 op te bellen

S8 LAP 64 (6-18)

French

Dies services d'mde linguistigue vous sonl proposds gratiitement.
Appelez le 1-B6A-260-2723

French Creole- Hailian Creale

Crem sévis & pou lang ki dispomb gratis pou ou Rele

| -HEG-260-2723,

Crerman

Sprachiiche Hilfsdienstleistungen stehen fhnen kostenlos zur
Verfigung. Bitte rufen Sie an unter: 1-866-260-2723

Greek

Chusmpediss Yiunoowns Forfeus aug fuetibovio dopeiy
Radeare 1o 1-866-260-2723,

Gujarati

el ase Al dxee 22 Fyes Gucou B gu sdla
|-B66-260-2723 W 4o 53

Huw atian

Kdkua manuahi ma kfu “Sleloe i loa'a tia. E kelepong i ka helu
1-Ba6-260-2723.

Himnali

9 & ToT 6T H@ETa A Hapew IuEey £ e
1-866-260-2723 W &ie &1

Hmuong

Mea) cov kew pah txhais lus pub dawh raw kop, Thov ha rau
1-B66-260-2723.

Thi

Enyemaka ra-ahas asusu bu nefu, do g Epoo
1-BaG-260-2723

llocano

Adda awan hayadna & serbisio para it language assistance
Pangngpasim ta tawagam o 1-866-260-2723,

Indonesian

Lavanan bantuan bahasa bebas biava tersedia untuk Anda
Harap habung: 1-866-260-2723

Tialian

Sann disponibil serviz di assistenza hnpuistica gratuity,
Chizmare 1l numere 1-866-260-2723

Japanese

EHOEERT— YR E TR R R,
|-R66-260-2723 £ THERES ALy
Kuaren
|r¥g|§.+-_n-|;|?ﬁb,;l_.nﬁ-§- .L,l¢l.'-.m'-xf‘-f‘:¢-'.‘-fhn-g.;:5i ?ge'-'f:"wq{'fil
daoeguaticriposd [-860-260-272 3000,

korean
HOf MW My A5 22 0 Ewhal = gL C}
|-R66-260-2723 HO 2 ESlsipl e
Kru- Bassa
Bot ha hola ni kobal mahop ngm nsas woga wo ba yé ha | myuu
yon. Sebel 1 nginga m 1-866-260-2723

Kurdish Sorani

FASS I AIET () e fds ol g e e S0

-Be0- 2002723 o e

Lantian : : i
BO S LT SI0CSeea Teen L, TrguelnmacD
1-BaG-260-2723



Marathi

TOTHIST 1-866-260-2723 AT FAETET R w6,
Murshallese

Fowomarodi bak jerbal i jipai in kajin ilo epelok wonifn Jou
um kallok 1-B66-260-2723.

Micronesian- Folnpeian

hdie sawas en mahsen ong komwi, soh isepe. Melau eker
1-B60-264-2T23.

Mavajo

Sand bee aka'e'eveed bee dka'mida'wa'izin v jitk'eh bee nich)!
bee nd'ahooti’ T shoodi kohyi' 1-866-260-2723 hoditlnth.
Nepali

HTST HETOEN HAEE Feh  IUwed O FHa
1-866-260-2723 T & T

MNilotic-Dinka
ok & kuny sjueer & thok at® ting vin abee W cin weu veke
thig#e, Yincal 1-866-260-2723,
Norwegian
D kan 18 grats sprikhjelp. Ring 1-866-260-2723,
Pennsylvania [Dutch
Schprooch iwwesatze Hilf karmscht du frei hawwe. Ruof
1-B60-26(-2T23
Persian-Farsi

o ptal UL 28y Ll ] oy ks Al e s

2385 S 1-RE6-260-2723

Polish
Mueesz shorzystad z bezplatne) pomoey jezvkowe). Zadzwon
pod numer 1-366-260-2723
Portuguese
Oferecemos servign gratuito deassiténcia de idioma, Ligue
para | -866-260-2723
Punjahbi
FraEr FerfEar devet 3ars BE Y2 Gussd a8 fSer S

1L566- 2602723 T EE =31

Homanian

Yide pun la dispozitie, in mod gratnt, servicii de traducere. Vi
Tughm =i sunati Ia 1-866-260-2723,

Russian

SIRIHOBRIE YCIVTH MPEIOCTARMOTC BEM GOCTITaTHY. SRoHITS
my Tenedoy 1-R66-200.2723

Samoan- Fa asamon

O koo mas fesoasoant mo gagans mo o8 ma e 18 otogs
Fasmolemals telefom le |-866-260-2723

Serbo- Croatian

Modete beaplamo koristitt usiuge prevodioca. Molimo nazovite
1-B66-260-2723.

Somali

Adeegvada tangeerada legadda oo bitaash ak avaa la heli karaa
Fadlan wac 1-806-260-2723.

Spanish

Hay servicios de sistenciz de idiomas, sin carpo, 8 su
disposicion. Llame al 1-866-200L2723

SR LAP 64 (6-15)

Sudanic- Fulfulde

E wond wallunde dow waolde caahiu ngam maada. Noodu
1-Ba6-260-272 3.

Swahili

Hudvuma za meaada wa lugha zinapatikana kwa ajibi vako bure
Tafadhali piga simu 1-866-260-2723.

Svrine- Assyrian
0D, m Ol il lere’ dhendiagsh il e lige m bl
J-866-260-2723 it i L 35a
Tagalog

Ang mga serbisyo ng tulone sa wika ay available para s wvo ng
walang bavad MMangyanng tumawae sa 1-865-260-2723,
Telugu

E:.Fpﬁﬁ.!u Eﬁ@oeﬁ R:uﬁl:lhf:.- tods &orr eochertnd &) 0.

oty 8 1-866-200.2723 3 oef Baed.

Thai
Autmseuhowdas e Tk isedan idoadun T
puAouin TakaTvsdnvfavomas
|-8a6-260-273 3
Tongan- Fakatonga
"0k 1 pE e sEves ki he lea’ ke tokont kiate koé pea toku
“ald 1a ma'su "o “ikat ha totongs, Katski ‘o 1§ ki he
|-R6G-260-2723
Trukese (Chunkese)
En mel tongeni angel antisin emon chon chiakku, ese kamo,
Fose mochen kopwe koklaon 1-866-260-2723
Turkish
Tl vardim luzmetler size Geretsiz obarak sunuimaktadir, Linfen
1-RH&A-260-272 3 numaray araviniz
Ukrainian
Thocmymir nepexIaay HBAIAoTECS BaM Gearomrosnn. JISRoHITL 28
moMepom 1-BO0-260-2723
Urdu
< e il ) Sl ek iglae o a S 03
S S  1-B66-260-2723 Al e v
Vietna e se
Dhch vy hi tro ngén nglt, midn phi, dimb cho guy ve, Xim v
Tong g -R66-260-2723,
Yiddish
FEND DEEDR T 7D TR TR D38 TR T SRR O TS
1-8660-360-3723 e
Yoruba
Tse irambowo edé t 0 3¢ ale, wa fin o Pe 1-866-260-2723
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