
UCare Connect Enrollment

612-676-3554 or 1-800-707-1711

TTY users call 
612-676-6810 or 1-800-688-2534.

Monday – Friday, 8 am – 5 pm
The call is free.

UCare Connect Customer Service

612-676-3395 or 1-877-903-0061

TTY users call 
612-676-6810 or 1-800-688-2534.

Monday – Friday, 8 am – 5 pm
The call is free.

U2636 (10/2023)

UCare Connect service area: Aitkin, Anoka, Becker, Benton, Blue Earth, Carlton, Carver, Cass, 
Chippewa, Chisago, Clay, Cook, Cottonwood, Crow Wing, Dakota, Faribault, Fillmore, Freeborn, 
Hennepin, Houston, Isanti, Itasca, Jackson, Kanabec, Kandiyohi, Kittson, Koochiching, Lac qui 
Parle, Lake, Lake of the Woods, Le Sueur, Lincoln, Lyon, Mahnomen, Marshall, Martin, Mille Lacs, 
Morrison, Mower, Murray, Nicollet, Nobles, Norman, Olmsted, Otter Tail, Pennington, Pine, Polk, 
Ramsey, Red Lake, Redwood, Rice, Rock, Roseau, Scott, Sherburne, St. Louis, Stearns, Swift, Todd, 
Wadena, Washington, Watonwan, Wilkin, Winona, Wright and Yellow Medicine.

Return the completed form, pages 2 to 4, to:

UCare  
P.O. Box 52  

Minneapolis, MN 55440

You can also fax this form to UCare at 612-884-2122

You can speak to someone about getting   
this information for free in other languages.  

Call 1-800-203-7225.  
TTY users call 1-800-688-2534,  

Monday – Friday, 8 am – 5 pm  The call is free.
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Office Use Only:
UCARE CONNECT (SNBC) 

ENROLLMENT FORM
Last name First name MI (optional) Birth date 

(_______/_______/__________) 
MM          DD          YYYY

County you live in Phone number

(________) _________-_______________

Gender

M    F
Street address (where you live) City State Zip code

Mailing address (If different from where you live) City State Zip code

Email address (optional)

Medical Assistance ID number 
(PMI)

Case number

Do you need an interpreter?    NO    YES  If yes, check one of the boxes below

 Spanish (01)  Hmong (02)  Vietnamese (03)       Khmer Cambodian (04)
 Lao (05)  Russian (06)  Somali (07)  ALS American Sign Language (08)
 Amharic (09)  Arabic (10)  Oromo (12)  Burmese (14)
 Cantonese (15)    French (16)  Korean (20)  Karen (21)
 Other, explain (98) ___________

Do you have a disability that has been certified by the Social Security Administration or State Medical 
Review Team (SMRT)     YES    NO
Do you live in a long–term care facility?  YES    NO   If yes, fill in the information below: 
Name of facility: Phone number: (_______) ________-______________
Do you have Medicare coverage?    NO    YES  If yes, complete the information below

Medicare number: _______________________________________________________________________

Hospital (Part A) Begin Date: Medical (Part B) Begin Date:
Do you have other medical coverage or private insurance?   YES     NO
 If YES, insurance company name: ______________________________

   Policy holder’s name: __________________________________________           Group number:

   Policy/ID number: ______________________________________________

   Is this insurance through an employer?   YES     NO

YOU ARE CHOOSING HOW YOU WILL GET YOUR HEALTH CARE COVERAGE
Remember, joining SNBC is voluntary. You can always request to change back to Medical Assistance 
fee-for-service effective the 1st of the next month.

Primary care clinic you are choosing Primary care clinic (PCC) provider ID number 
found in the Provider and Pharmacy Directory

PLEASE READ AND SIGN PAGE 4 OF THIS FORM U2636 (10/2023)



Under UCare Connect, I understand that:

UCare Connect will be providing my health care covered by Medical Assistance.

Once I am a member of UCare Connect, I have the right to appeal any services that are being 
denied, reduced, or stopped, or if UCare Connect is denying payment for services.

I will be notified of the date my coverage will start.

On the date UCare Connect coverage begins, I must get my health care from UCare Connect 
doctors and other providers, except for emergency or urgently needed care, open access 
services, out-of-area dialysis, or if I get UCare Connect approval to see other providers in 
some circumstances.

I will read the Member Handbook I get from UCare Connect. It will have the rules I must 
follow and more information about the services my plan covers.  Services contained in UCare 
Connect’s Member Handbook will be covered.

Some services require authorization from UCare Connect. Without authorization, UCare 
Connect will not pay for these services.

My UCare Connect benefits cannot be canceled because I get sick or use health care services.

I can choose to leave UCare Connect and change back to Medical Assistance fee-for-service. 
The effective date depends upon the date your request is received. I understand that I will be 
enrolled in UCare Connect through the last day of the month.

My health care services will be coordinated through UCare Connect. I may have to choose a 
primary care clinic.

To be enrolled and stay enrolled in UCare Connect, I must:
• Be certified disabled by the Social Security Administration or State Medical  

Review Team (SMRT)
• Be at least 18 years old and under 65 years old
• Be eligible for Medical Assistance (Medicaid) without a medical spenddown
• Either have no Medicare, OR have both Medicare Parts A and B
• Live in a county serviced by UCare Connect

If this changes, I will notify my county worker and UCare Connect so my information  
can be updated.

If I get a medical spenddown while enrolled in SNBC and do not pay it to DHS, I will be 
disenrolled from UCare Connect.

If I am on Medical Assistance for Employed Persons with Disabilities (MA-EPD), you must 
continue to pay your MA-EPD premium to remain eligible for Medical Assistance.

3
PLEASE READ AND SIGN PAGE 4 OF THIS FORM
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By enrolling in UCare Connect, I authorize:

The sharing of information about my Medical Assistance eligibility status and the information 
on this form among the state, its representatives, the county where I live and UCare Connect.

The information on this enrollment form is correct to the best of my knowledge.

I understand that my signature (or the signature of person authorized to act on my 
behalf under the laws of the state where I live) on this form means that I have read 
and understand the contents of the form. If signed by an authorized individual (as 
described above), this signature certifies that: 1) this person is authorized by state 
law to complete this enrollment form on my behalf, and 2) documentation of this 
authority is available upon request by the state or UCare Connect.
Signature of enrollee or authorized representative: Date:

If you are the authorized representative, you must sign above and provide the 
following information
Name (print): Relationship to enrollee: Phone number:

Street address, City, State, Zip:

Page 4 should be signed and filled out by  you or your authorized representative. 

When the form is complete, mail or fax pages 2 to 4 to UCare Connect. Our address and fax number is on 
the cover of this form.
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