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Enrollment Application

UnitedHealthcare (UHC) Dual Complete NY-YO01 (HMO D-SNP)

Medicaid Advantage Plus Plan

Use this form to request enroliment into the UHC Dual Complete NY-YO01 Medicaid Advantage Plus
Plan.

Applicant Information

Last Name: First Name: M.1.
Birth Date: Gender: [ Male [ Female Borough/County:
Home Phone Number: Alternate Phone Number:

Permanent Residence Street Address:

City: State:

ZIP:
Medicaid Number: Medicare Number: OPartA OPartB

Enroliment Agreement

| want to enroll in the UHC Dual Complete NY-YO01 Medicaid Advantage Plus Plan and
understand that enrollment is voluntary.

| 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.

| agree to participate in the plan according to the terms and conditions described in
the member handbook.

O Yes O No
O Yes O No

O Yes O No

| understand that | may choose to disenroll from the plan by giving written or oral
notice and UnitedHealthcare will notify me of my disenrollment date.

| agree to get all covered services from the UnitedHealthcare provider network, and |
have a copy of the provider network directory.

[ Yes [0 No

O Yes O No

O Yes O No | understand that my expected enroliment date is

| understand that | can choose my primary care provider (PCP) and any specialists,
as these services are covered by the plan.

| understand that UnitedHealthcare will work with my doctor(s) to make sure | get
high quality care to meet my individual needs.

| understand that | may have a Medicaid surplus/spenddown as a condition of my
[0 Yes [0 No Medicaid eligibility. If so, | agree to pay the monthly surplus/spenddown amount to
the plan.

| understand that this enrollment application must be approved by New York
Medicaid Choice.

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

O Yes O No

O Yes [ No

O Yes O No
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Applicant Signature

By signing this form, | understand that I’'m asking to be enrolled in the UHC Dual Complete NY-Y0O1
Medicaid Advantage Plus Plan and | 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

| read and translated this enroliment 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-YO01 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 informacion esta disponible sin costo en otros idiomas. Comuniquese con nuestro nimero de Servicio al
Cliente situado en la contraportada de este libro.
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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:

o Qualified sign language interpreters

o Written information in other formats (large print, audio,
accessible electronic formats, other formats)

 Free language services to people whose first language is not
English, such as:

o Qualified interpreters
o |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
sex, you can file a grievance with UnitedHealthcare Dual Complete NY-Y001 (HMO D-SNP) by:

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)

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights by:

Web:  Office for Civil Rights Complaint Portal at
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
hhs.gov/civil-rights/filing-a-complaint/index.html

Phone: 1-800-368-1019 (TTY/TDD 1-800-537-7697)
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ATTENTION: Language assistance services, free of
charge, are available to you. Call 1-866-547-0772,
TTY/TDD 711.

English

ATENCION: si habla espafiol, tiene a su disposicidn servicios gratuitos de Spanish
asistencia linguistica. Llame al 1-866-547-0772, TTY/TDD 711.
AR R ER oL, AT DL BE SRR S R IR . SEEE Chinese
1-866-547-0772, TTY/TDD 711.
i el ol el a5 2y galll Bac Lusall el o8 el jall Aalll Gaaas <€ 1)) :3dasale | Arabic
TTY/TDD 711 <1-866-547-0772
FO: et E MEStAE B2, A0 XA MHIASE RS2 0180t = Korean
USLICH1-866-547-0772, TTY/TDD 711.H 2 2 Mololl = AIL.
BHUMAHWE: Ecnu Bbl roBOpuTE Ha PYCCKOM S3blke, TO BaM JOCTYMHbI Russian
B6ecnnaTtHble ycnyru nepesoaa. 3BoHute 1-866-547-0772 (tenetann: TTY/TDD
711).
ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di Italian
assistenza linguistica gratuiti. Chiamare il numero 1-866-547-0772, TTY/TDD
711.
ATTENTION : Si vous parlez francgais, des services d’aide linguistique vous sont | French
proposes gratuitement. Appelez le 1-866-547-0772, TTY/TDD 711.
ATANSYON: Si w pale Kreyol Ayisyen, gen sévis &€d pou lang ki disponib gratis French
pou ou. Rele 1-866-547-0772, TTY/TDD 711. Creole
OYO'IINYO §7'N IXIOY 'R IO [KNIXD [VIVT WM TR 0TV 1 'R QIR ORTWNoIR | Yiddish
.1-866-547-0772, TTY/TDD 711 091N .7Xx9OKX |19 "D
UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy Polish
jezykowej. Zadzwon pod numer 1-866-547-0772, TTY/TDD 711.
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga | Tagalog
serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-866-547-0772,
TTY/TDD 711.
oTPY PP YN WA T BT 0T, OIRCe [N YFEIN Oyl SRl AfKGIAT | Bengall
SNl (R | (P PP 1-866-547-0772, TTY/TDD 711.
VINI RE: Shérbime té ndihmés gjuhésore, falas, jané né dispozicion pér ju. Albanian
Telefononi né 1-866-547-0772, TTY/TDD 711.
MPOXZOXH: Av pIA&Te eAAnVIKd, 0Tn 81601 0ag BpioKovVTal UTTNPETIES Greek
YAWOOIKAG UTTOOTHPIENG, OI OTTOIEG TTapEXOVTAl dwpPedv. KaAéoTe
1-866-547-0772, TTY/TDD 711.
- Sl e Glead (S o e (b)) Sl 8 ow Jle )l o &) igslesiaasi | Urdu

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




Civil Rights Notice

The company complies with applicable federal civil rights laws and 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 our Civil Rights Coordinator.

* Online: 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
atit again. If you need help with your complaint, please call the toll-free phone number listed on
the front of the booklet or your membership identification card (TTY 711).

You can also file a complaint with the U.S. Dept. of Health and Human Services.
* Online: https://www.hhs.gov/civil-rights/filing-a-complaint/index.html
* Phone: 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
membership identification card (TTY 711), Monday through
Friday, 8a.m.to 8 p.m. ET.



Multi-language Interpreter Services

English: We have free interpreter services to answer any questions you may have about our health
or drug plan. To get an interpreter, please call us using the toll-free number on your member
identification card. Someone who speaks your language can help you. This is a free service.

Spanish: Contamos con servicios gratuitos de intérprete para responder cualquier pregunta que
pudiera tener sobre nuestro plan de salud o de medicamentos. Para obtener los servicios de un
intérprete, lldamenos al numero de teléfono gratuito que figura en su tarjeta de identificacion de
miembro. Una persona que habla su idioma podra ayudarle. Es un servicio gratuito.

Chinese Mandarin: HATEE %0 3% AR SS, M3 24 R0t B T S R sl 25 W ik RO AR e B i) - A0
FHAAHDFER, EETENS RS MIE L6 R SR IAL, —H 5EIMFEESTA
LU ), e U AR R ST

Chinese Cantonese: HfI"E (L 0211 LG MR s,  n [l 248 nl A8 S FAlv0 fet B sl BE 4 51 #10 AT (]
MM, W OGEE, GrEFTEN e Bk B0 %A 2w sk oe s s 2o, e @niEsSm AT
g, BB,

Tagalog: Mayroon kaming libreng serbisyo ng interpreter para sagutin anumang tanong na
maaaring mayroon ka tungkol sa kalusugan o plano ng gamot. Para makakuha ng interpreter,
pakitawagan kami gamit ang libreng numero sa iyong kard ng pagkakakilanlan ng kasapi.
Sinumang nagsasalita ng wika mo ay puwedeng makatulong sa iyo. Ang serbisyong ito ay libre.

French: Nous disposons de services d’interprétation gratuits pour répondre a toutes les questions
que vous pourriez vous poser sur notre régime d’assurance maladie ou d’assurance-médicaments.
Pour recevoir I’'aide d’un interpréte, veuillez nous appeler en composant le numéro gratuit figurant
sur votre carte d’identification de membre. Quelqu’un parlant votre langue peut vous aider. Ce
service est gratuit.

Vietnamese: Chung tdi cé dich vu théng dich vién mién phi dé tra 1o cdc cau hdi ma ban cé vé chuong
trinh sirc khoé hay thudc cla chiing toi. Dé gap thdng dich vién, vui long goi cho chiing téi theo s6 dién
thoai mién phi trén thé nhan dang thanh vién ca ban. Ngudi néi cing ngdn ngit véi ban cé thé gitp
ban. Pay |a dich vu mién phi.

German: Wir verfigen Uber kostenlose Dolmetscherdienste, um alle Fragen zu beantworten, die
Sie Uber unseren Gesundheits- oder Medikamentenplan haben mdgen. Um einen Dolmetscher zu
erhalten, rufen Sie uns bitte unter der kostenfreien Nummer auf Ihrem Mitgliedsausweis an.
Jemand, der Ihre Sprache spricht, kann Ihnen helfen. Dies ist eine kostenlose Dienstleistung.



Korean: 717 T= o] ok Zdo] #3k Ao g =g 7] 8l F 5 &Y AH|2E
A M| 2E o] &, 7Y A ID 7=l e AR e A stH 5 2 A 5} s
TAA Q. o] & ALl B9 A 2o s 5E F AF UL o] A AE FEY YT

Russian: Ecnn y Bac BO3HUKHYT Kakne-1nMb0o BONpochl O Hallem naaHe MeguLMHCKOro CTPpaxoBaHmUs
WKW NNaHe No NpuobpeTeHMto NpenapaTos, Mbl NPeaoCcTaBUM Bam 6ecnnaTtHble yCayrn yCTHOro
nepesoga. [1ns Toro 4tobbl BOCNONL30BATLCA YC/IYyraMM YCTHOFO NepeBoaa, NOXKanymcTa, CBAKUTECH C
Hamu no 6ecnnaTHoMy Homepy TenedoHa, yKazaHHOMY Ha Balwel naeHTMOUKALMOHHOM KapTe
y4YacTHUMKa nnaHa. CoTpyAHUK, KOTOPbIM rOBOPUT Ha Baliem a3blke, cMoXKeT Bam nomoub. [JaHHan
ycnyra npeaocrasaseTtcs 6ecniatHo.

Jemall Uy Falall iy pad) ddad i dnall sl Jpm bl )5S o8 Al (51 Slo 3,0 i 8 das 5 cilerd Wl :Arabic
Rand o3 il Gt L i elae L iy gume Ciy a3 ALy Llo laall Calel) iy il Wy Jos) can jia o

Hindi: AR WY 1 4d1 WH & IR T 37U forei! ot Uy &7 IR & & ol §9R U g

U TaTd HiS[G & | gHTRAT U & foIE, oS- e Uga U WR <Id-Wh! 4aR &1 STanT

%m%sﬁﬁaﬁ| 3{TTeT HUTHT SieT- a1 Big TG MU AGE B Adhdl 8| T8 Ud :Xedh qdl
|

Italian: Mettiamo a disposizione un servizio di interpretariato gratuito per rispondere a eventuali
domande sul nostro piano sanitario o farmaceutico. Per avvalersi di un interprete, si prega di
chiamare il numero verde riportato sulla tessera identificativa. Una persona che parla italiano potra
fornire I’assistenza richiesta. Il servizio & gratuito.

Portuguese: Dispomos de servicos de intérprete gratuitos para esclarecer quaisquer duvidas que

tenha sobre o0 nosso plano de saude ou medicacéo. Para obter um intérprete, contacte-nos através
do numero gratuito no seu cartao de identificacao de membro. Alguém que fala a sua lingua pode

ajudéa-lo(a). Este € um servigo gratuito.

French Creole: Nou gen sévis entépret gratis pou reponn tout kesyon ou gendwa genyen
konsenan plan sante oswa medikaman nou an. Pou jwenn yon entéprét, tanpri rele nou apati
nimewo apél gratis ki sou kat idantifikasyon kom manm ou an. Yon moun ki pale lang ou ka ede
ou. Sa se yon sevis gratis.

Polish: Oferujemy bezptatne ustugi ttumaczeniowe, aby odpowiedzie¢ na wszelkie pytania
dotyczace naszego planu ubezpieczenia zdrowotnego lub planu refundaciji lekow. Aby skorzystaé z
pomocy ttumacza, prosze zadzwonic¢ pod bezptatny numer telefonu podany na karcie
identyfikacyjnej cztonka planu. Osoba postugujgca sie Pana/Pani jezykiem Panu/Pani pomoze.
Ustuga ta jest bezptatna.

Japanese: Yt DERE IS T T AT 2ERICEEZ T 5701, BB O@R Y —
ERAEZ ZRHAWEZE T £, @BRAMLERGAIZIE, KEIDI— RCiiifishTns 7 —&
A XY NEZEFEHL T, YEEETBHWADEL IV, BEKOSELZETHREDPB TR
W2 LET, ZUFER O —E X T,



