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Enrollment Application 
UnitedHealthcare (UHC) Dual Complete NY-Y001 (HMO D-SNP) 
Medicaid Advantage Plus Plan
Use this form to request enrollment into the UHC Dual Complete NY-Y001 Medicaid Advantage Plus 
Plan. 
Applicant Information

Last Name:   First Name:   M.I. 

Birth Date:  Gender:  ¨ Male  ¨ Female  Borough/County:  

Home Phone Number:     Alternate Phone Number:  

Permanent Residence Street Address:  

City:  State:   ZIP: 

Medicaid Number:    Medicare Number:    ¨ Part A   ¨ Part B

Enrollment Agreement

¨ Yes ¨ No I want to enroll in the UHC Dual Complete NY-Y001 Medicaid Advantage Plus Plan and 
understand that enrollment is voluntary.

¨ Yes ¨ No I received and have had a member handbook explained to me, which includes the rules 
and responsibilities of plan membership and the covered and non-covered services.

¨ Yes ¨ No I agree to participate in the plan according to the terms and conditions described in 
the member handbook.

¨ Yes ¨ No I understand that I may choose to disenroll from the plan by giving written or oral  
notice and UnitedHealthcare will notify me of my disenrollment date.

¨ Yes ¨ No I agree to get all covered services from the UnitedHealthcare provider network, and I 
have a copy of the provider network directory.

¨ Yes ¨ No I understand that my expected enrollment date is .

¨ Yes ¨ No I understand that I can choose my primary care provider (PCP) and any specialists,  
as these services are covered by the plan.

¨ Yes ¨ No I understand that UnitedHealthcare will work with my doctor(s) to make sure I get  
high quality care to meet my individual needs.

¨ Yes ¨ No
I understand that I may have a Medicaid surplus/spenddown as a condition of my 
Medicaid eligibility. If so, I agree to pay the monthly surplus/spenddown amount to  
the plan.

¨ Yes ¨ No I understand that this enrollment application must be approved by New York  
Medicaid Choice.

¨ Yes ¨ No
If I am, or become, a resident in a nursing facility, I agree to a referral to New York 
State’s contractor for Money Follows the Person/Open Doors, a program that can work 
with UnitedHealthcare to help me return to community living.



Applicant Signature

By signing this form, I understand that I’m asking to be enrolled in the UHC Dual Complete NY-Y001 
Medicaid Advantage Plus Plan and I may disenroll at any time. 

Applicant Name (print): 

Signature:   Date: 

Other Required Signatures

Legal/Authorized Representative Name (print): 

Signature:   Date: 

Witness Name (print): 

Signature:   Date: 
UnitedHealthcare RN Name (print): 

Signature:   Date: 

Translator Signature (for applicants who don’t speak English as a first language

I read and translated this enrollment application in the primary language of the applicant above.

Translator Name/Service* (print):

Signature:   Date: 
*�If translation was done virtually or telephonically, please indicate name of translator service used (i.e Language Line). 

Signature of translator only required if translation was done in person.

UHC Dual Complete NY-Y001 Medicaid Advantage Plus Plan is the brand name of UnitedHealthcare of New 
York, Inc.’s MAP Program. 
PRIVACY ACT STATEMENT: The Centers for Medicare & Medicaid Services (CMS) collects information from 
Medicare plans to track beneficiary enrollment in Medicare Advantage (MA) or Prescription Drug Plans (PDP), 
improve care, and for the payment of Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act 
and 42 CFR §§ 422.50, 422.60, 423.30 and 423.32 authorize the collection of this information. CMS may use, 
disclose and exchange enrollment data from Medicare beneficiaries as specified in the System of Records  
Notice (SORN) “Medicare Advantage Prescription Drug (MARx)”, System No. 09-70-0588. Your response to this 
form is voluntary. However, failure to respond may affect enrollment in the plan. UHC Dual Complete NY-Y001 
(HMO D-SNP) is insured through UnitedHealthcare Insurance Company or one of its affiliated companies, a 
Medicare Advantage organization with a Medicare contract and a contract with the State Medicaid Program. 
Enrollment in the plan depends on the plan’s contract renewal with Medicare.
This information is available for free in other languages. Please call our customer service number located on the 
back cover of this book.
Esta información está disponible sin costo en otros idiomas. Comuníquese con nuestro número de Servicio al 
Cliente situado en la contraportada de este libro.
本資訊免費提供其他語言版本。請利用本手冊封底的號碼致電我們的客戶服務部



NOTICE OF NON-DISCRIMINATION

UnitedHealthcare Dual Complete NY-Y001 (HMO D-SNP) complies with Federal civil rights laws. 
UnitedHealthcare Dual Complete NY-Y001 (HMO D-SNP) does not exclude people or treat them 
differently because of race, color, national origin, age, disability, or sex.

UnitedHealthcare Dual Complete NY-Y001 (HMO D-SNP) 
provides the following:

• Free aids and services to people with disabilities to help you
communicate with us, such as:
 
 Written information in other formats (large print, audio,
accessible electronic formats, other formats)

•
English, such as:
 
 Information written in other languages

If you need these services, call UnitedHealthcare Dual Complete 
NY-Y001 (HMO D-SNP) at 1-866-547-0772. For TTY/TDD 
services, call 711.
If you believe that UnitedHealthcare Dual Complete NY-Y001 (HMO D-SNP) has not given you 
these services or treated you differently because of race, color, national origin, age, disability, or 

Mail:  UnitedHealthcare Civil Rights Grievance 
Attn: Civil Rights Coordinator 
P.O. Box 30608, Salt Lake City, UT, 84130

Email:  UHC_Civil_Rights@uhc.com
Phone:  1-866-547-0772 (TTY/TDD Services, call 711)

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

Mail:  U.S. Department of Health and Human Services
200 Independence Avenue SW., Room 509F, HHH Building 
Washington, DC 20201
 Complaint forms are available at  

Phone:  1-800-368-1019 (TTY/TDD 1-800-537-7697)

CSNY24MP0168487_001



ATTENTION: Language assistance services, free of 
charge, are available to you. Call 1-866-547-0772, 
TTY/TDD 711. 

English 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de 
asistencia lingüística. Llame al 1-866-547-0772, TTY/TDD 711. 

Spanish 

1-866-547-0772, TTY/TDD 711.
Chinese 

 547-0772-866-1 TTY/TDD 711
Arabic 

:   ,      
 1-866-547-0772, TTY/TDD 711.   .

Korean 

 
 -866-547- TTY/TDD 

711). 

Russian 

assistenza linguistica gratuiti. Chiamare il numero 1-866-547-0772, TTY/TDD 
711. 

Italian 

ATTENTION 
proposés gratuitement. Appelez le 1-866-547-0772, TTY/TDD 711. 

French 

ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis 
pou ou. Rele 1-866-547-0772, TTY/TDD 711. 

French 
Creole 

      ,       
  .1-866-547-0772, TTY/TDD 711  

Yiddish 

1-866-547-0772, TTY/TDD 711. 
Polish 

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga 
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-547-0772, 
TTY/TDD 711. 

Tagalog 

, 
, TTY/TDD 

Bengali 

VINI RE: Shërbime të ndihmës gjuhësore, falas, janë në dispozicion për ju. 
Telefononi në 1-866-547-0772, TTY/TDD 711. 

Albanian 

 
1-866-547-0772, TTY/TDD 711.

Greek 

                 
1-866-547-0772, TTY/TDD 711     

Urdu 



If you think you were treated unfairly because of your sex, age, race, color, disability, or national 
origin, you can send a complaint to our Civil Rights Coordinator.

•  UHC_Civil_Rights@uhc.com
• Mail:  Civil Rights Coordinator 

UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608  
Salt Lake City, UT 84130

You must send the 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 phone number listed on 

711).

•  
•  Toll-free 1-800-368-1019, 800-537-7697 (TDD)
• Mail:  U.S. Department of Health and Human Services 

200 Independence Ave SW  
HHH Building, Room 509F 
Washington, D.C. 20201

We provide free services to help you communicate with us. 
Such as, letters in other languages or large print. Or you can 
ask for an interpreter. To ask for help, please call the toll-free 
phone number listed on the front of the booklet or your 

711), Monday through 
Friday, 8 a.m. to 8 p.m. ET.






