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Processor Date Stamp Received Here 

UNITEDHEALTHCARE INSURANCE COMPANY OF NEW YORK 
ENROLLMENT FORM FOR DEPENDENTS  

STATE UNIVERSITY OF NEW YORK  2024-203415-41 

PRIMARY INSURED COMPLETE INFORMATION BELOW FOR STUDENT. 

LAST (FAMILY) NAME: FIRST (GIVEN) NAME: MIDDLE INITIAL: 

GENDER: 
MALE  FEMALE U 

DATE OF BIRTH:  
(MONTH/DAY/YEAR) 

SCHOOL ID #: 

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: 

MALE  FEMALE U 
DATE OF BIRTH: 
(MONTH/DAY/YEAR) 

First (Given) Name: Middle Initial: Last (Family) Name: 

CHILD: GENDER: 
MALE      FEMALE U 

DATE OF BIRTH: 
(MONTH/DAY/YEAR) 

First (Given) Name: Middle Initial: Last (Family) Name: 

CHILD: GENDER: 
MALE  FEMALE  U 

DATE OF BIRTH: 
(MONTH/DAY/YEAR) 

First (Given) Name: Middle Initial: Last (Family) Name: 

CHILD: GENDER: 
MALE  FEMALE U 

DATE OF BIRTH: 
(MONTH/DAY/YEAR) 

First (Given) Name: Middle Initial: Last (Family) Name: 

CHILD: GENDER: 
MALE  FEMALE  U 

DATE OF BIRTH: 
(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 enrollment 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. 

I elect to purchase Injury and Sickness insurance coverage under the University’s student insurance plan. Below are the 
choices I have made. 

PLEASE CHECK ALL APPROPRIATE BOXES. 

INSURED CATEGORY:  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 $ 1,946.00 $ 815.72 $ 805.06 
3 One Child $ 1,946.00 $ 815.72 $ 805.06 
4 Two or more Children $ 3,892.00 $ 1,631.44 $ 1,610.12 
5 Spouse and Two or more 

Children 
$ 5,838.00 $ 2,447.16 $ 2,415.18 

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

Children 
$ 3,390.84 $ 1,471.50 $ 486.51 $ 255.90 

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 
Children 

$ 5,830.86 $ 2,444.16 $ 2,412.24 

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 
Children 

$ 3,386.70 $ 1,469.70 $ 485.91 $ 255.60 

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

• Annual Service fee of $2.38 for UHC Global administration of the Assistance and Evacuation Benefits. 
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EFFECTIVE/EXPIRATION PERIODS: 
Annual 8/15/2024 to 8/14/2025 
Fall 8/15/2024 to 1/14/2025 
Spring 1/15/2025 to 6/14/2025 
Spring/Summer 1/15/2025 to 8/14/2025 
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  Skip this question 

EF-2023-NY 



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) 

mailto:UHC_Civil_Rights@uhc.com
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LANG UAGI,; ASSJSTANCJ:; PROGRAM 

We provide free se,vices to hetp you communicate with 
us, such as, letters In other languages: or large print. Or, 
you can ask few free language services such as 
speaking with an Interpreter. To ask for help, please call 
toll-~ee 1-866-260-2723, Mondaythrc>ugh Friday, 
8 a.m. tc> 8 p.m. ET. 

£ngli$h 
longuage. assistance :s('"'lCes ate am liable to you free of chI1rge. 
Please call 1-866-260-2723. 
Albunian 
Sllefbimct e ndth.mil:$ ~ gj~n a.mmreofrohcn fub.t& Ju lmem1 
telefononi nC nwnrin l-866-260-272l. 
Arnharic 
r"'>ll' 1.C.V ~1t.•1M·'f m, f.?':'~-., Ml\9' ,,,,., 1-866-~60-:723 
f,t_,p,fra, 

Arahk 
. l-866-260-2TI3 ,';!J «" .;...ii _l,,,._ '½.,..lll '-"'l...JJ "1~,;. ~ .h" 

Annl'ni:m 
.Qbq tlwu1_~bl}i 1.1.i luln\6:uqt lbqlj_m~u.1laoqhmpJu1U 
bwntuJOLpJnL\JU.t,p NW}Jmtd Lltp qwliqwhtul'lbl 
1-866-260-2723 hwuwpntl: 

&ntu- Kirundi 
Ur<>nSW8 ku buruu scrivfai z1fauyc ku rurimi zo l-._'1.)8,ufasha 
Utcgci:-c~v~ guhMrngt•ro 1-$66-260-2723 
BLs.1~111\. Visa)11n (Ctbu,mo) 
. Magam,t 1UIJl<> ang mga scitisyo .s.:i wlxing sa lc:ngguw3h<.'! ng..i 

W'n.lay bnyad. Palihug blwi:tgsa 1·~66-260<n23. 
ik-ng:1l j,. 1-l.mgab 
<'ll'f'fl ' i5AI ~ 'lffimT ~ Pl'l1'J.!'!l ( 'loo '!Rll'l I 
'c'II 'l'll! 1-866-260-27"..3-<lo 'ffl _, 

Burmese 

:m=ocm: """1"'2 o¥G=i:'f'P ~ -:,;,crp., 

,,,~~eo:ie, ""'l!''l':§9 ..,¥, 1-866-260-212; ~"a a, 
C~mbodi:tn-- l\'fon. i(hmer 

I flJTI ~ Ii! UJi!jllffi Mi rl rtlti 1lflll1~ lflS l'll1Jflt!!ill '1 

t\J\,!~l flJ~IIITil'U2 1-866-260-2723'1 

Ch<•rokN• 
~h . .80'1\.l 0>0lciuS'U 0>0l '1S'ET r...i RG6"0,ToulJl~T 
h l &:.G<i'e 01,(c)T, 1<...CCl Oh Q)bW6':t 1-866,260-2723. 
Chhlt$EI 

!moJ~X.',e.l!'i!t:1\!l~lsm'Wlflilig • illi'<li 1-866-260-2723 • 

Choctaw 
Chahla 3numpa ish anumpuli tml.."llwl tohsholi )'\'l peh pilla hQ. 
chi apda hinla. I JlO)'D 1-866-260-2723. 
Cu~hile• Oromo 
TaJaa,1Uiwwan gargatl.!Sa {1foan..ii kanfalnii molee s iif jU'a. 
Maaloo karaa lakkoof<a bllb1laa 1-866-2(,0.?723 bilbdi 
Outd1 
Taalbi;su1.nclsdiens.te11 zijn gratis ;,.•oor u be:schlkoo.ar. OelJeve 
1-866-2()\).27:l.3 op I<' bcllcn 

F1•,rnch 
Des sen:ices d1s.nde linguistiqiie \'OUs SOOl proposes gratwtem~nL 
Appelezle 1-866-260-2723. 

Frt'ncb Crt'olr• Bnili:m Cn•.ol"' 
Oen SCvis Cd pou Im,g k1 di$JXm1b g.r.:nis pou ou. Rele 
1-R66-260-2723. 
Gtrman 
Sprnchliche Hillsdic11stlcistung.cn stchcn fhncn kostenJ<)S zur 
Vcrfllgung. Bille rufen Sic an unler. I .$66.~60•2723. 

Greek 
0t 'IJKl'}l)&Ois~ 7Mloo1KT}; ~~Sl.Q.; ow; OW,ttOtvtw. &opg~v. 
Kw.fAtt 'tO 1-866-U0-2723. 
C uj;)r(Hi 

C/\l"U <t(I!~ ~CUW <\l{Ht >4!e r-l lJC-$ ('l\tC'\""t ~ l \tl gt\~ 
l-866-260-2723 \t~ ~C'\ 3 ~ . 

Fbw:1iiun 
KOku.-i man~hi ma kOu 'Oklo i loa·a •ja E k.cJc'fX)na l ki hcJu 
1-866·260-2723 . 
l:flndi 

3ll'f "' fiilv - ~ ~ F.t,,re,i; 3'«'1<'1 !ti .;;qm a • 
1-866-260-2723 '« "1R'I .rt, 
R.mong 
Muaj CO\' kcv pab tx.h;us Jus pub d3wb rau koJ, Tbov hu rau 
1-866-260-2723. 
Ibo 
Enytmnka rt-Hi.hazi asus\L b\1 n'efo.d irig~ Kpoo 
1-866-260-2723 . 
Uoc:mo 
Adda .i.wan bayadoa 3 ,;crbisio para iti language ass1S1anoc. 
Pangngoos-im 1a 1awagam u 1.s66.26Q.2723. 

JndOn<"si::m 
Layanan bant~, bahl:L$;1 bcbss biaya tcrscdfa untuk Ancb 
Flornp hubungi 1-866-260-2723. 
Ltulbln 
Sono <lisponibdi servizi di os.sislenZ8 hngui~1ico gratuitt 
Chiama.re ii numcro t.866--~0.:n23. 

,J:.tpanE'M> 
!!lrM(l.).t'..!f :!i:~·;J-- l:' .'< 'a' :''filJ)llv '~ /::'.I'/ ;I! 1·. 
1-866,260,2723 ll; "l.':iofft',l; ( t(; t; v '• 
K:.1nn 
~"'10>u:i1rlw1t,~.St..,.~ro~?,~;J>ttt:,,P(~?<.,«1. 

•~r'"'•~,o/i l-866-260-2TI3o,,,,~. 
Kort.tln 

?:lot Al~ Aitsl~S ~ .a:t 01go~$.l 9 ~BLlct. 
1-866,260•"27::3 \!12.!E ~.tlol{;JAJ£ 
Kru• Basl'u 
B~ 00 bola ni kobol mahop ngui ns..ia wogui wo 00 yC ha i nyuu 
y<lf), Scbcl i nsinga ini 1~~2()().212.1 
.Kurdl.sh Soranl 
.ii .s.., .:,;,oo 0-' .uJ.fo, w,;J' ;; .;, .,,i JJ>"I ~:,.,.;,,.. J., ~~ ,j, 

.1-866-26().27"..3 ,pJ-) 

l..aot ian : • , • 
lJu 3m Ul/l?' 0? UW? ~ ?L>(,:St,f)?? diccn,m U. m '!U? t 1/) tll'C U 
l-866-260-2723. 



Mnra1hJ 

8-1TfflT ~ ~tll .:,iiQ("<iiC't l Plo-iiJt(""4 ~ 3-1'$. 
~ l-866-2Q(l.2723 'IT il\Aiilila\ ~ q;u_ 

Murshall<'k 
Kwomaroftlx\k jerbal injtpai\ in lrojin iloejjeJQk wOoMn. JouJ 
,n, kal!Qk J-866-260-2723. 

M.lcrontsb"ln- Pohnr,tian 
!\'1.ie sa\l.fM en mah..:;en ong komwt soh isepe. Melou eker 
1-8()6.260-2723. 
Navajo 
Saad bee itkrt'cleyeed bee itk::i'nicl::1'wo'ig.ii t'~i j m..~•~h bee nich'j' 
b<o na'ahoot'i' T'ao shQQ<li kohji' i-866-260-2723 hodiilnib. 
K~pnli 

'11'!T ~ ~ f.l•'I_,~ 3'«'l<U B,j_i ~ 
l-866-260-2723 >IT 1fi"if ~ I 

Nilo1it"-0inka 
KAk e l.1.1ny ajus.rr ~ thok at~ tlni' y\n abac le ctn w~u yeke 
thii!oc. Yineol l-ll66-260-2723. 
Norwtgiom 
Du kan fl! g,ra11s spr~khjelp. Ring 1-866-260-2723. 
Penn:sylv:::1nia l)u1ch 
Sch~och iwwe...ett.e ffilf btru,~hLclu fn:i hmvwe. Ruf 
1-866-2.S0.2723 
Pl·nih10-F'~\rsi 

• j~ •➔ llW .J.!l,, i.r W _)#,..I _r ('.;~I J _;). ~ ;.r~j :I~ ~ 
_.,.Jl.,vJ.,:, J-866-260-2723 

Polish 
Motesz sl,::orzystat z be.zplatneJ pcxnocy J~zykow4 Zadzwor\ 
pod m11114,.1r l-86(,...260-2n3 
Portuguese 
OfcNccmo-s scn·i90 gratuito de tlS$1StCncfa de idioma. Ligue 
porn L-s«i-260-:m.l 
Punj:1bt 

3'1l'l«J"b~m8'et!:IG3~m'il~~ 

1-866-260-2723 ~am~ 
Romanian 
Vi sc pun la dispozitie, tn mod g.mtuit. $C.lVtcii de tr:iduoerc. Va 
rugam sasunati lo 1-8-06-U,0-2723. 
Russian 
51:nJKOBbl'C ycnyrn npcaoc:ras.runon:11 83M 6«11TJ&T110 3aomrre 
no reoo<J,ony J-866-260-27'....l 
Sa mo:m- Fa•11~1mc,u 
0 loo m!'loa fe....oo.ooaru mo ga~ara1 mo oe mot' la totogia_ 
Faamolcmole Lelefoni le 1-866-260-2723. 
& .rho- Crontian 
Mo-Ute besplatno korisriti ..rsluge prevodioca. Mohmo m1zovnc 
1-866-260-2723. 
Soin:111 
Adeegyada t88g<eroda luqodda oo bilaash ah ayaa hi heli karna. 
FadJan wac 1-866-260-2723. 
Spanish 
Hay servicios de asfalcncia de idiom:t.S, sin cargo, a s.u 
dc,posici61L Llame ol 1-866-260-2723 

Sud1111k- F ulfuldt 
E woodi w'nlhinck dow wold~ caahu ngam maada. Noodu 
1-866-260-272.J. 
Swahlll 
l:luduma za msaada wa hag.ha zmapotlknna l"'i.\'a aJih yako bur~ 
Tafodhali pig;i siinu 1-866-2£l0-2723. 
S,'fi~c- As.s,·rhm 

• ...._,<:\?0,i,,.~ , --~~ ~ ~4,,< •~~ •~l «'~~ <$~~ 
, ( .8(,6..26()..:n3 ~,4. -._¼W 

Tag~ll<>g 
Ang ingo !Se,rbisyo ng ltdong s:a wlka ay available t>ata sa 1yo ng 
walang baynd. Mangyatins tUtna\.\-as sa i -8f>6-260-2iJ3. 
Ttlugu 

.,.o~,s@ ~ll'><!i M~~ ~ '"~°"' "oG»<>'b:>6° '""'.L""· 
QO:S., .;:, 1-866-260-2723 s s>6 &:!,o~ 

Thal 
nu~ni,A 11 mha 1 "'1i§uA11J111 tti 1 i.((c;i ot'if'! mi. lkl"'O,'.J I iiuih l 1f:l1 

uu<ioui.1" lil,"hmYnvin,Mmu,a~ 
I -866-260-273 .1 
Toogan• Fak11tonga 
'Oku •j a.i pe ·11esi!\·es.i ki he lea· ketokoni kime koe pcQ 'oku 
·at~ in ma'au ·o ·jl,:~i ha lot:ongi. Kiilaki ·o t:l ki he 
i-866-260-2723. 
Truktsc.· (Chuukt~~) 
En 1ne.i tongeru. angei atunJS:lO: e..moo chon chiakl'U, ese. k1uno, 
Kose mochenkopwe kokk.oti 1-866-260-3723. 
Turkis h 
Dil yardun 11.izcnetlcd size Uc:rtt';JZ obrak suuuh11ak:tadrr. LU-tfcn 
1-866-260-2723 numoro)1 nraym1z. 
Ukr:llnian 
Iloc.rryrn n.:pcK!laay HMaIOT.t,,e1t BaM 6cJKOmroBHO, lhoottilb 33 

IIO~repoM 1-866-260-2723. 
Urdu 
~ y.fiw:,, ~.J'-~ d c5 '-:'l d...,~ ~ ;-~ d' r"' c5 (Jbj 

ut;S JlS .;i 1-866-260-2723 ,,:,.,_,,,. , ,.,, 
Vlttnaroese. 
Djch \ '\I hi lrQ' ngOn ng&, mitll ph~ danh cho qu)' vj. Xt.n vui 
16nggQi 1-866-260-2723. 
Yiddish 

>·t;,J .':1t-tiOK fr' ,.,D l"K 7K'I> ?:u-7,~n'\ J).'ll,·r Vlo"C'li7J.·o l)'i'ii 11'1~-' 

. t-866-260-2723 t."9n 

Yoruba 
l~ inlnlc'.>w<'.> edC tf 6 j~ (,)I~. wft flln (>. Pe l-866-200-'2723 
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