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By completing and submitting this information, you will apply for membership in VNSNY 
CHOICE Managed Long Term Care an� agree to plan policies. Questions filling out the form? 
Please call Member Services at 1-855-867-6555 (TTY: 711) 9 am - 5 pm, Monday - Friday. 

Your information 

Last Name 

Address 

City 

Medicaid# 

Medicare# 

Medicare HMO 

□ Yes D No

First Name 

Apt# 

State Zip Code 

Social Security# 

Medicare Effective Date 

If Yes, Name of Company 

Middle Initial 

Marital Status D Single 

D Married D Separated 

D Divorced D Widowed 

Area Code and Telephone# 

Date of Birth (MM-DD-Year) 

Medicare Coverage 

D Part A D Part B 

I hereby agree to enroll in VNSNY CHOICE MLTC (The Plan). I have met with The Plan nurse, 
and she/he has fully explained to me the program's services and procedures. This includes: 

D I have received a Member Handbook from The Plan, which describes the program's covered services, 
policies, and procedures. As a VNSNY CHOICE MLTC member, I agree to follow the terms and conditions 
described in the Member Handbook. 

D I agree to obtain all covered services from The Plan and its network of providers and I have received a 
Provider Directory. 

D If I have a Medicaid surplus, I agree to pay this amount to VNSNY CHOICE MLTC. 
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