) @ Please send to:  Dependent Certification
United C rdia C ies
UNITED CONCORDIA DENTAL United Concordia Companis
Harrisburg PA 17110
Fax number: 1-800-329-9093

DEPENDENT CERTIFICATION FORM

Please complete Sections A and B, C or D of this form as applicable to ensure that accurate benefit efigibility is determined for your dependent.
Incomplete or itlegible forms will be returned to the sender, resulting in delayed processing.

1. Name of Employee {priat - Tast, first & middle initial) 2, Conlract D Number (Such as SSN)

3, Employes's Address (number, street, cily, state & zip code)

4, Dependent Name {print - Tast, first & middle initsal) 5. Dependent's Birthdale
’ {mm/ddryear)
G. Dependent's Relationship to Eniployee 7. Dependeant's Marital Slatus I depandent |sdr3?rrled, provide daie of
. . marriage (mnvdd/year)
[]Son []Daughter [ ]Other [ ]Single [ ] Married
B. Is dependent currently covered under a medical plan? Il Yes, provide name of insurance company
[JYes [INo
G, 1s dependert currently covered under another dental plant IF Yes, provide name of insurance company
[JYes [JNo

SECTION B: STUDENT DEPENDENT CERTIFICATION (To be completed by Employee)

1. Name of school ir which dependent is enrobied

2, Type of school (i.e., college, rade, elc.}

. Stud ] . '
3. Student enrollec will the dependent be graduating within 12 months?

D Full-Time | D Part-Time DPost—Graduate [’_’] Yes D No

If “Yes,” please provide the expected graduation date:

_ Failure to provide the expecled graduation date may result in
Number of Credits delayed processing and/ar termination of dependent coverage.

RECT IO THE BEST OF MY RNOWLEDLUE ANDY AUTHORIZE RELEASE OF ANY INFORMATION REQUESTTD

WITH RESPECT TO THIS CERTIFICATION,

Signature of Employee Phone Number Eenait Address Date Signed

SECTION C: DISABLED DEPENDENT CERTIFICATION: (To be completed by-Physician)-

3. ature of disabilily (please provide as much detail as possibie)

I3 ProiiGsts (estinale Fr monins or years;

Lo Name O Primary Care PHysician (prinl of (ype) ©. Address of Physician (print or fype)

WITH RESPECT TO THIS CERTIFICATION.

Signature of Physician Dale Signed

bFCTlON D DEPENDE_Nf NO LONGER ELIGIBLE

WEIE ORI T

CONTRACT,

Signature of Employee Inetigible Effective Date Date Signed

UC-DEP 0317




