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UNITEDHEALTHCARE INSURANCE COMPANY OF NEW YORK 
ENROLLMENT FORM FOR DEPENDENTS  

 

 STATE UNIVERSITY OF NEW YORK  2024-203415-43 
PRIMARY INSURED COMPLETE INFORMATION BELOW FOR STUDENT. 

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

GENDER: 

     MALE              FEMALE             U 
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Campus/School Attending: __________________________________________________________________________ 
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EFFECTIVE/EXPIRATION PERIODS:  

տ Annual 8/15/2024 to 8/14/2025  

տ Fall 8/15/2024 to 1/14/2025  

տ Spring 1/15/2025 to 6/14/2025  

տ Spring/Summer 1/15/2025 to 8/14/2025  

տ 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 0.02 Tf
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 NDLAP-FO-001 (11-23) 

NON-DISCRIMINATION NOTICE 

mailto:UHC_Civil_Rights@uhc.com
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/civil-rights/filing-a-complaint/complaint-process/index.html


 

 



 

 

 


