
                                              GROUP -  23

                                             MENTALLY OR PHYSICALLY DISABLED

                                            DEPENDENT CERTIFICATION

TO BE COMPLETED BY SUBSCRIBER

1.    Su bsc riber’s na me (last, first, m iddle  initial) 1a.    Group & identif ication number

2.    Subscriber’s address (number, street, city, state, zip code)

3.    Nam e o f dependent child 3a .    Ch ild’s  birth da te

         Month            Day            Year

3b.    Child’s marital status

Q  Single Q  Married Q  W idowed Q  Divorced

3c.   Child’s relationship to you 3d.    Child’s sex

     Q  Male Q  Female 

3e. Child’s age when disabil ity occurred

5.    Is child  dependen t upon  you  for  support?

    Q  Yes  Q  No 

5a.     I f “Yes, what part of support do you contribute?

6.    Was child ever employed?

    Q  Yes  Q No 
6a.    Is child employed now?

    Q  Yes  Q No 
6b.    If answer to 6 or 6a is “Yes”, List name(s)

         and address(es) of employer(s) and            

         date(s) employed in area 9 below.

7.    Is child now covered under any other

       hospital-medical-surgical coverage?

    Q  Yes  Q No 

8.   If answer to 7  is “Ye s”, fu rnish nam e o f company and  gro up  certifica tion  or agre em ent   

      number. 

9.    Explanation of 6 or 6a 10.    Is dependent now on Medicare or el igible    

         in next six months?

     Q  Yes  Q No If yes, Medicare  Numb er:

I hereby certify that the above information is correct to the best of my knowledge and authorize release of any information
requested with the respect to this Certification.

                                                                                                                                                                                                     

                   SIGNATURE OF SUBSCRIBER                                           DATE SIGNED

TO BE COMPLETED BY ATTENDING PHYSICIAN

1.    Is child now incapable  of self-su ppo rt

       because o f a d isability?

    Q  Yes  Q No 

2.    H as such disab ility exis ted  continuous ly    

       before child attained age 23?

    Q  Yes  Q No 

3.    Prognosis (estimate m onths or years)

4.    Na ture of D isability (Please provide a s much  detail as  possible) 

Name of physician (print or type) Ph ysician ’s sig na ture  & date

Address of physician (print or type)

(CIS Form 23MPDDC/04)
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