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Disabled Dependent Certification

HEALTH
EMPLOYEE INFORMATION
1. Employee Name Last First Mi

2. Subscriber ID

3. Name of Dependent Dependent’s Birth Date Dependent’s Marital Status

Dependent’s Relationship to Employee Dependent’s Gender Dependent’s Age When
Disability Occurred

DEPENDENT INFORMATION
4. Is the dependent permanently residing in your household? O Yes O No
5. Is the dependent financially dependent upon you for support? O Yes O No
a. If “Yes”, what portion of the dependent’s support do you provide?
b. Is the dependent claimed as a dependent on your most recent Federal Income Tax Return? O Yes O No
6. Has the dependent ever been employed? O Yes O No
a. Is the dependent currently employed? O Yes O No
b. Is the dependent capable of or engaged in substantial gainful employment? O Yes O No

If “Yes” to any of the above questions, provide employer name(s), address(es), and dates
of employment below or on the reverse side of this form.

7. Was the dependent covered under your employer’s insurance program immediately prior to reaching O Yes O No
the limiting age for coverage under the applicable Plan Document?

8. Is the dependent currently covered under any other hospital, medical, or health insurance coverage? O Yes O No

If Yes, provide the insurance carrier name, group
number, certificate number, or policy number.

EMPLOYEE CERTIFICATION & AUTHORIZATION

| hereby certify that the above information is correct to the best of my knowledge. | authorize the release of medical and other
information necessary to determine eligibility for disabled dependent coverage in accordance with applicable privacy laws,
including HIPAA. | understand that recertification may be required unless my dependent has been verified as permanently
disabled in accordance with the terms of the applicable Plan.

Signature of Employee: Date:

PHYSICIAN CERTIFICATION

For purposes of this certification, disability is defined in accordance with the applicable Plan Document as a physical or
mental condition that renders the dependent incapable of self-sustaining employment.

1. Is the dependent currently incapable of self-support because of a disability? O Yes O No

2. Has the disability existed continuously since before the dependent reached the limiting age for O Yes O No
coverage under the applicable Plan Document?

3. Date Disability First Diagnosed:

4. Diagnosis and extent of disability (please provide as much detail as possible; attach supporting documentation if available):

5. Prognosis (estimated months or years):
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Disabled Dependent Certification

HEALTH
PHYSICIAN CERTIFICATION (CONTINUED)
Physician Name Last First Degree
Physician Address Number & Street City State/Zip Code
Signature of Physician: Date:
EMPLOYER VERIFICATION
Was the employee enrolled for dependent coverage immediately prior to the date the O Yes O No
dependent reached the limiting age for coverage under the applicable Plan Document?
Name of Employing
Company
Work or Office Location Number & Street City State/zip Code
Company Representative Last First Title
Name
Signature of Company Representative: Date:
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