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Front

Disabled Dependent
E I i g i bi I ity Recertification

Employee's Work Telephone Number

Sect ion l (To Be Completed Bv Em
Name of Employee/Ret i ree Address of Employee/Retiree Contract  Number

Name of Deoendent Social Security Number of Dependent, lf Any

Dependent's Date of Birth (Mo./Day/Yr.) Employee's Home Telephone Number

Was or is Dependent Hospitalized or Institutionalized?

trNo nYes
lf  Yes, Give Name and Address of  Inst i tut ion(s) l  Per iod Conf ined

ls Dependent El igible for Care Under Federal ,  State, or Local Law? l f  Yes, Give Detai ls.

!No nYes
SOTIS mployed for Wages? lf Yes, Give Name and Address of urrent or

Employer.
nNo nYes
l f  Was Employed, Give Reason for Terminat ion. ls Dependent Marr ied?

!No lYes

From
To

ls Dependent Covered by
Medicare? nNo trYes

ls Dependent aFul l -Time
Student? nNo nYes
ls Dependent Covered by Other
Insurance? trNo !Yes

List Name and Address of School

ncome and

ls Dependent Present ly Incapable of  Sel f -Sustaining Employment by Reason of ls Incapaci ty Congeni tal?

ln Your Opinion, Wi l l  th is Dependent Ever be Capable of  Sel f -Sustaining Emplovment? n No tr  Yes
Detailed Evaluation of Physical and/or Mental Condition. Please provide to date information and enclosed additional pages if
necessary.

l f  Admit ted as ln-Pat ient .

Telephone No

Name of Attending M.D. Date Signed

List Name and Address of Company

Section ll (To Be Completed By Physician. Address and Telephone Number is Necessaty)

Signature of  At tending M.D.

For Plan Office Use Only
Hold Aooroved

By Date By Date By Date
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Reverse
Attach additional sheets if necessarv.
_Section lll (To Bg Completed Bv Other Cofrsultants)
1. List names, addresses, and phone n

evaluations bv each.

2. Does dependent require the use of adaptive equipment?Describe.

3. List names, addresses, and phone numbers of any psychologists and/or psychiatrists who have rendered care to dependent and
include detailed evaluation.

Condit ions of  El is ib i l i ty
Coverage for a Mentally or Permanently Physically Disabled Dependent Age 19 or Over

Under the provisions of your contract, a mentally or permanently physically disabled dependent wil l be considered for coverage
regardless of age provided the dependent

.  is  not marr ied

. is so incapacitated as to be incapable of self-sustaining employment
r is chiefly dependent upon the employee or retiree for support and maintenance
r is certified prior to age 19

Neither a reduction in work capabil ity or inabil ity to find employment are, of themselves, evidence of eligibil i ty. lf a mentally or
permanently physically disabled dependent is working, despite his disabil ity, the extent of his earning capabil ity wil l be evaluated.

lmportant Point
A mentally or physically disabled dependent is eligible for all benefits of the contract.

I


