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Application for Extension of Over Aged Dependent Child Coverage

PART | — TO BE COMPLETED BY THE SUBSCRIBER OR GUARDIAN

Please complete all sections. Initial extension of coverage, if granted, is for a minimum of two years. After initial extension, it is
necessary to submit a physician’s statement for a disabled dependent child annually unless otherwise requested. Forms must be
submitted with all supporting clinical documentation within 90 days of last physician appointment.

A. SUBSCRIBER INFORMATION

Subscriber’s Name Subscriber ID# Date of Birth
(LOCATED ON ID CARD)

Address Unit/Apt.#

City State ZIP Phi# ( )

Employer

B. DEPENDENT INFORMATION

DATE OF BIRTH LEGALLY
LAST NAME FIRST NAME INITIAL SEX RELATIONSHIP DD/MM/YY MARRIED Y/N

1. Does the dependent reside in your home? dYes WNo

2. |If the dependent does not reside in your home, does he/she live independently? WYes WNo
Dependent’s Address (if different from Subscriber’s)

3. What is the nature of the dependent’s mental or physical incapacity?

4. When did the illness or injury begin?

5. Has the dependent been continuously incapable of self-support since that date? WYes U No

If no, please explain

6. Has the dependent received a vocational assessment from the State Rehabilitation Service? dYes WNo

If yes, please submit a copy

7. Has the dependent ever been able to do full or part-time work of any kind since the iliness or injury began? WYes U No
If yes, from what date?

What types of work has the dependent performed?

Dependent’s current employment status W Not employed O Employed part-time W Employed full-time

8. Is the dependent claimed as your dependent for federal and state income tax purposes, or is he/she
dependent on you for more than one-half of his or her support as defined by the Internal Revenue Code of
the United States? dYes UWNo

If yes, has the IRS or State confirmed dependency of the child? WYes W No
If yes, when was the dependency status reviewed?

9. The dependent is receiving an estimated total income of $ per month from dssi QWork U Other

10. Has the dependent been continuously enrolled with no break of more than 63 days under any form of health care coverage since
his or her 26t birthday? WdYes W No

11. Did the dependent become disabled before reaching age 26? WYes W No

C. SIGNATURE

| CERTIFY THAT THIS INFORMATION FURNISHED BY ME IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE. IF THESE
CIRCUMSTANCES SHOULD CHANGE IN ANY WAY, | WILL INFORM MY EMPLOYER OR SELECTHEALTH. | CONFIRM THAT EACH
SIGNATURE BELOW WAS ENTERED BY THE ACTUAL PERSON OR THEIR LEGAL REPRESENTATIVE. IF THE SIGNATURE WAS
ENTERED BY SOMEONE OTHER THAN THE ACTUAL PERSON OR THEIR LEGAL REPRESENTATIVE, | MAY BE PENALIZED, INCLUDING
CANCELATION OF MY SELECTHEALTH INSURANCE POLICY.

Subscriber or Guardian Signature Date

Dependent Signature Date
Please email or fax completed documents to:
Fax #: 385-297-2064 ¢ Email: LargeGroupEnrolilment@selecthealth.org

(continued on other side)



PART Il — TO BE COMPLETED BY THE DEPENDENT’S PHYSICIAN
Please complete the statement in reference to the dependent named in Part | of this form.

A. MEDICAL QUESTIONNAIRE

Patient’s Name Date of Birth

1. Diagnosis

2. When did present illness begin or injury occur?

3. Treatment

4. Please provide a statement describing the patient’s functional capacity

5. Degree of disability
Is this patient able to do full or part-time work of any kind? QYes QNo If yes, what type?

If not, when do you think the patient may be able to do some work of any kind?

Is the patient capable of self-support? QYes QANo

6. The patient is presently Q1 Ambulatory QO Hospital-confined QA House-confined 1 Bed-confined

7. Progress Q Recovered QlImproved QUnimproved Q Retrogressed

8. Prognosis

9. Please attach current supporting doctor’s notes.

B. PHYSICIAN SIGNATURE

Physician’s Name (Print) Ph# ( )
Address

City State ZIP
Signature Date
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Falr Treatment Notice

SelectHealth complies with Federal civil rights laws.
We do not discriminate or treat you differently
because of your race, color, national origin, age,
disability, or sex.

We provide free:

> Aid to those with disabilities to help them
communicate with us, such as sign language
interpreters and written information in
other formats (large print, audio, electronic
formats, other).

> Language help for those whose first language
is not English, such as Interpreters and member
materials written in other languages.

For help, call SelectHealth Member Services at
1-800-538-5038 or SelectHealth Advantage
Member Services at 1-855-442-9900

(TTY Users: 711).

If you feel you’ve been treated unfairly, call
SelectHealth 504/Civil Rights Coordinator at
1-844-208-9012 (TTY Users: 711) or the Compliance
Hotline at 1-800-442-4845 (TTY Users: 711).

You may also call the Office for Civil Rights at
1-800-368-1019 (TTY Users: 1-800-537-7697).

Language Access Services

ATENCION: Si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia lingiiistica. Llame
a SelectHealth.
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Dii baa ako ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee aké’anida’awo’dg¢’e”, t’aa jiik’eh, éi
na holo’, koji’ hédiilnih SelectHealth.
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3UY & | SelectHealth AT ®IsT IR 1.

FAKATOKANGA’IL: Kapau ‘oku ke lea fakatonga, ko
e kau fakatonu lea te nau tokoni atu ta’etotongi, pea te
ke lava ‘o ma’u ia. Telefoni ki he SelectHealth.
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OBABEUITEIE: Ako roBopute Cpricku je3uK,
ycayre je3ndke moMohu 1ocTynHe ¢y BaM OecIiiaTHO.
[TozoBuTe SelectHealth.

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika
nang walang bayad. Tumawag sa SelectHealth.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfligung. Rufnummer: SelectHealth.

BHUMAHME: Ecnu Bbl TOBOpUTE Ha PYCCKOM SI3BIKE,
TO BaM JOCTYMHBI OECIIaTHBIE YCIYTH MePEBOUHKA.
[To3BonuTe SelectHealth.
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ATTENTION: si vous parlez frangais, des services
d’aide linguistique vous sont proposés gratuitement.
Contactez SelectHealth.
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ATENTIE: Daca vorbiti limba roména, va sunt
disponibile servicii de asistentd pentru aceastad limba
in mod gratuit. Apelati SelectHealth.

ILANI: Ikiwa unazungumza Kiswahili, huduma za
usaidizi wa lugha bila malipo, zinapatikana kwako.
Piga simu SelectHealth.

SelectHealth: 1-800-538-5038
SelectHealth Advantage: 1-855-442-9900
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