PREMERA |

DISABLED DEPENDENT CERTIFICATION

PLEASE READ CAREFULLY

The “Disabled Dependent Certification” form is used to determine if your adult dependent child meets the plan’s
eligibility requirements for continued coverage after the age limit is reached.

IMPORTANT NOTE
The inability to find employment or a reduction in work force is, of themselves, NOT evidence of eligibility for
continuation of coverage.

INSTRUCTIONS

You or your physician may submit the information requested in this “Disabled Dependent Certification” form. Please
complete all required sections and sign the attestation statement at the end.

Step 1: Complete all applicable sections of the Disabled Dependent Certification attached form.
Step 2: Subscriber must complete and sign the applicable fields.

Step 3: Licensed physician must complete and sign the applicable fields. (where applicable)
Step 4: Include one of the following information:

e  Copy of the Social Security Disability Insurance* (SSDI) Award Letter (where applicable)

e  Copy of the active Court Order (where applicable) example: Legal Guardianship
o  [fcopy of SSDI OR Court Order are not available; the Physician’s attestation must be completed,
and signature required
e  Physician Attestation (where applicable)
o If child has only SSI** and not SSDI*, the child’s physician will need to complete section 3; the
Physician’s Statement.

Step 5: Send to:
Premera
Membership & Billing, MS 137
PO Box 91059
Seattle, WA 98111-9159

If you have any questions regarding the attached form please contact Customer Service at the number located on the
back of your ID card.

CONDITIONS OF ELIGIBILITY
Under the provisions of the Contract coverage, a dependent who is mentally or physically disabled may continue
coverage to any age provided the dependent is:

1. Dependent became disabled before reaching the limiting age (over the age of 25).

2. Dependent must be incapacitated or incapable of self-sustaining employment.

3. Dependent must be mentally or physically disabled prior to attainment of the age where coverage would
otherwise be terminated.

Social Security Disability Insurance is the Federal Insurance Program
Supplemental Security Income (SSI) program pays benefits to disabled adults and children who have limited income
and resources.

** The attending physician’s statements regarding disability status are necessary and important for Premera; however, Premera is not bound by the physician’s conclusion.
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ALL SECTIONS MUST BE COMPLETED PER INSTRUCTIONS (review carefully)

SECTION 1: SUBSCRIBER INFORMATION

Full name of Subscriber: (last, first, middle) Subscriber ID#: Group #:

Street Address: City: State: Zip code: Telephone No:

SECTION 2: DEPENDENT INFORMATION

Full Name of disabled dependent: (last, first, middle) Date of birth: Relationship to Subscriber:
Marital Status: {OMarried () Single Address: (if different than subscriber)
Sex: O Male () Female Nature of disability: Date of disability:

Does dependent currently have other/additional health insurance? (example: Medicare) D Yes O No
If Yes, provide responses in the fields below.
Other/Additional Health Insurance Name: | Other Health Insurance ID Number: Customer Service Number:

Is the Other Health Insurance company Primary coverage for the dependent? O Yes O No

SOCIAL SECURITY DISABILITY OR LEGAL GUARDIANSHIP SUPPORTING DOCUMENTS

Has the dependent been declared disabled by the Social Has the dependent been placed in Legal Guardianship

Security Administration? by a court order?

If Yes, (attach SSDI *and SSI** document) If Yes, (attach active court order)

If No, provide subscriber signature below and then If No, provide subscriber signature below and then
continue to section 3 continue to section 3

If yes, complete the following: OR If yes, complete the following:

e  Copy of the SSDI* Award letter
e  Most recent monthly SSI** statement Guardianship court order

and/or e Sign on the Subscriber signature line and
e Applicable court order STOP

e  Signon the Subscriber signature line and STOP

e  Attach the copy of the active Legal

If no, provide subscriber signature and then continue to
section 3. If no, provide subscriber signature below and then

Subscriber Signature: continue to section 3.

Subscriber Signature:

** The attending physician’s statements regarding disability status are necessary and important for Premera; however, Premera is not bound by the physician’s conclusion.
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SUBSCRIBER SIGNATURE — must be signed for the form to be valid

Please note: it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the
urpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

| certify/attest that <Dependent’s Name> meets the following criteria:

1. The dependent became disabled before reaching the limiting age; and
2. Isincapable of self-sustaining employment due to disability; and
3. The dependent relies primarily upon Subscriber (and/or spouse) for support and maintenance.

Subscriber’s Signature

Date of Signature
(My signature attests that the above statements are true and if requested | can provide further substantiating documentation,)
SECTION 3: PHYSICIAN'S INFORMATION - the following must be completed, signed and certified by a
physician

IMPORTANT NOTE
The inability to find employment or a reduction in work force is, of themselves, NOT evidence of eligibility for continuation of
coverage

Provider Name: Provider Mailing Address: Provider Contact
Phone:
Fax Number:
Date of Patient’s last exam: Disability is Complete 100% Disability is: Partial %
(The application date and date of the last Yes No
exam must be Must be within the past
year)
Is this disability temporary or permanent? [l Temporary If temporary, estimated duration:
Permanent

Diagnosis causing disability: (provide ICD-10 and standard nomenclature of condition)

Will dependent/patient be capable of self-support Yes No. If yes, when (date)

Please note: it is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the
purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Signature of Attending Physician (Print / Credentials):

Date of Signature:

(My signature attests that the above statements are true and if requested | can provide further substantiating documentation.)

** The attending physician’s statements regarding disability status are necessary and important for Premera; however, Premera is not bound by the physician’s conclusion.
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Discrimination is Against the Law

Premera Blue Cross Blue Shield of Alaska (Premera) complies with applicable Federal civil rights laws and does not discriminate on the
basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera does not exclude people or treat
them differently because of race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free
aids and services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free language services to
people whose primary language is not English, such as qualified interpreters and information written in other languages. If you need these
services, contact the Civil Rights Coordinator. If you believe that Premera has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, sex, gender identity, or sexual orientation, you can file a grievance with:
Civil Rights Coordinator — Complaints and Appeals, PO Box 91102, Seattle, WA 98111, Toll free: 855-332-4535, Fax: 425-918-5592,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or email. If you need help
filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights complaint with the U.S. Department
of Health and Human Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.sf, or by mail or phone at: U.S. Department of Health and Human Services, 200 Independence
Ave SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

Language Assistance

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 800-508-4722 (TTY: 711).
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 800-508-4722 (TTY: 711).
T = E AMEotAlE B2, A0 K& HEIAE RS2 0120t4 & USLICH 800-508-4722 (TTY: 711) HO 2 Matof FAAIL.
LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 800-508-4722 (TTY: 711).
BHVMAHWE: Ecnu Bbl roBOpHTE Ha pyCCKOM Si3bike, TO BaM AOCTyNHb! GecnnatHble yenyrv nepeBoga. 3soHute 800-508-4722 (tenetain: 711).
AR R AERE OO R DIRBEGES R - 553 800-508-4722 (TTY = 711) -
MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, o loo iai auaunaga fesoasoan, e fai fua e leai se totogi, mo oe, Telefoni mai: 800-508-4722 (TTY: 711).
W099L; 199 UIMEDMWIZI 299, NMVLSNWFoBCTHRGIVWIZY, LoV en, ciniiwenltivia. lns 800-508-4722 (TTY: 711).
AEEE  AREEEINAGE. BHOEEXRESFHAVEETET, 800-508-4722 (TTY:711) £T. FERICTIER &L,
PAKDAAR: Nu saritaem fi llocano, i serbisyo para ti baddang i lengguahe nga awanan bayadna, ket sidadaan para kenyam. Awagan ti 800-508-4722 (TTY: 711).
CHU Y: Néu ban néi Tiéng Viét, cé cac dich vu hd tro' ngon nglr mién phi danh cho ban. Goi s6 800-508-4722 (TTY: 711).
YBATA! fKLLO BV PO3MOBAAETE YKPAiHCHKOIO MOBOIO, B MOXKETE 3BEPHYTUCA A0 HE3KOLUTOBHOI CyKOM MOBHOI NiATPUMKM.

TenedoHyiite 3a Homepom 800-508-4722 (teneTaiin: 711).
Gaw: dipnman epnamnsaldiinistaswaenianw ldns ns 800-508-4722 (TTY: 711).
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung. Rufnummer; 800-508-4722 (TTY: 711).
UWAGA: Jezeli mbwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwor pod numer 800-508-4722 (TTY: 711).

(711 2283l 5 ) il o8 ) 800-508-4722 a8 0 sl Glaally @l il 55 4 galll Sac busall Cladss (8 Aalll SO) Ciaati i€ 1Y) 1dks pale
ATANSYON: Si w pale Kreyol Ayisyen, gen sevis &d pou lang ki disponib gratis pou ou. Rele 800-508-4722 (TTY: 711).
ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 800-508-4722 (ATS : 711).
ATENCAOQ: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 800-508-4722 (TTY: 711).
ATTENZIONE: In caso la lingua parlata sia I'taliano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 800-508-4722 (TTY: 711).

285 (il 800-508-4722 (TTY: 711) L 28l (e pd i Lk () J8al ) o) sy 1) 0t e oo KI8 as Jlb () 40 R Aa g
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