Please Mail To:

AmeriHealth » Claims Processing Center

PO Box 211184
NEW JERSEY Eagan, MN 55121

Handicap Child Claim Form (see reverse side for instructions)

MEMBER INFORMATION
Member's Name (First, Middle, Last) Identification No.
Present Address-Street City,State Zip Code

Employer’s Name (First, Middle, Last)

Employer’s Address-Street City,State Zip Code
| HEREBY APPLY FOR CONTINUATION OF COVERAGE FOR THE FOLLOWING CHILD UNDER MY SUBSCRIPTION AGREEMENT(S):

Name of Dependent (First, Middle, Last) Birthdate

Realtionship to Member Is Dependent Married? (I No [ Yes

Is the dependent:
a. Receiving benefits CINo [ Yes
b. Covered by Medicare [JNo [JYes
¢. Receiving Social Security benefits (I No [ Yes
(If yes, please attach copy of “Notice of Award” or most recent notice of benefit changes)

Is dependent currently covered as a handicap/disabled dependent by another carrier? (1 No [ Yes
(If yes provide carrier name and 1D number):

Why are you applying for continuation of benefits for the dependent at this time?

Can dependent perform Activities of Daily Living (i.e. bathing, dressing, eating)? (JNo [JYes
Can dependent travel to and from a destination unattended? [1No [JYes

Does dependent work for wages? [1No [ Yes

What are the specific ways in which you support / assist the dependent:

If your dependent is presently enrolled under his/her own AmeriHealth Agreement, give:
ID No.:
Group Plan No.:
Location:

I hereby certify that the above child is unmarried, is incapable of self-support, is dependent upon me for more than half of his or
her support and that his or her disability commenced prior to age 19.

I understand and agree as follows: That the requested coverage for the above child shall not become effective unless and until this

application is accepted and approved by AmeriHealth and thereafter may be revoked by AmeriHealth if any of the statements made
herin are incorrect or if AmeriHealth later determines that the above dependent no longer qualifies for coverage as a handicapped
dependent; that this application will become a part of my original application and will be subject to the terms of my subscription
agreement(s); and; that acceptance of this application does not confer eligibility upon the above child for Major Medical benefits
unless the group agreement describing the Major Medical program so stipulates.

| further understand and agree that AmeriHealth reserves the right to request additional documentation if required.

Signature: Date:
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Note: Any fee for the completion of this form is the responsibility of the member.

Physician’s name: Degree/Specialty:

Present Address-Street City,State Zip Code
Phone Number:

1. The noted patient is presently under my care CJNo [JYes

2. Date dependent was last treated:

3. Diagnosis and concurrent conditions resulting in disability:
If mentally impaired, define mental impairment in terms of mental age . 1Q , or functional capacity in work,
educational, or social setting
If physically impaired, define physical impairment in terms of capacity to perform activities normally performed by individuals of comparable age, intellectual
capacity
Is condition temporary or permanent static or progressive

4. Has such disability existed continuously since before dependent attained age 197 [1No [1Yes

5. Has dependent been confined in a hospital as a result of this disability? (I No [ Yes
If yes, give name and address of hospital:
Date admitted: Date released:

6. Current treatment:
A. Medication — i.e. dosage, frequency
B. Care plan
C. Compliance with prescribed treatment [J Good [ Fair [ Poor
D. Currently controlled with medical management? CINo [ Yes (If no, why not
)

E. Goals/Expected Outcome

7. Prognosis:
Is dependent totally disabled? CI1No [ Yes
Is dependent capable of self-support? (I No [ Yes
Do you expect a fundamental or marked change in the dependent’s condition in the future? CI1No [ Yes
If yes, when will the patient recover sufficiently to be capable of self support?
If no, please explain:

8. Additional remarks:

Signature: Date:
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Language Taglines and Nondiscrimination Notice

Language Assistance Services

Spanish: ATENCION: Si habla espafiol, cuenta con
servicios de asistencia en idiomas disponibles

de forma gratuita para usted. Llame al
1-800-275-2583 (TTY: 711).

Chinese: j£&: WHREHP L, ERTUMARRENIES
PrARS: . EoH 1-800-275-2583.

Korean: CtHLIALE: St=0HE AIE0IAlE 82, AN
N AHAZ 222 0|20t4 2= JUSLICH
1-800-275-2583 HO Z MG AIL.

Portuguese: ATENCAO: se voceé fala portugués,
encontram-se disponiveis servigos gratuitos de
assisténcia ao idioma. Ligue para 1-800-275-2583.

Gujarati: YUsil: % dR Ix2Acdl dledcl &, A [(:yes
QUL USLL ARl dHIRL HI2 GUdod B,
1-800-275-2583 $lct 3.

Vietnamese: LU'U Y: Néu ban noi tiéng Viét, chung toi
sé cung cap dich vu ho trgg ngén nglr mién phi cho
ban. Hay goi 1-800-275-2583.

Russian: BHUIMAHWE: Ecnu Bbl roBopute No-pyccku,
TO MOXeTe BecnnaTHO BOCMOMb30BaTbLCS yCryramm
nepesoga. Ten.: 1-800-275-2583.

Polish UWAGA: Jezeli méwisz po polsku, mozesz
skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon
pod numer 1-800-275-2583.

Italian: ATTENZIONE: Se lei parla italiano, sono
disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-275-2583.

Arabic:

4 alll 3acLisall Chland (8 (A yal) dadl) Chas®s i€ 1) 1ads ala
.1-800-275-2583 a8 daail |, laally cll dalia

French Creole: ATANSYON: Si w pale Kreyol

Ayisyen, gen sévis éd pou lang ki disponib gratis pou
ou. Rele 1-800-275-2583.

Tagalog: PAUNAWA: Kung nagsasalita ka ng
Tagalog, magagamit mo ang mga serbisyo na tulong
sa wika nang walang bayad. Tumawag sa
1-800-275-2583.

French: ATTENTION: Si vous parlez frangais, des
services d'aide linguistique-vous sont proposés
gratuitement. Appelez le 1-800-275-2583.

Pennsylvania Dutch: BASS UFF: Wann du
Pennsylvania Deitsch schwetzscht, kannscht du Hilf
griege in dei eegni Schprooch unni as es dich ennich
eppes koschte zellt. Ruf die Nummer 1-800-275-2583.

Hindi: €17 & I 3mq BEr dtera § ar 3mass forw
HE H ST FETIAT {aTT 3Uelstl &1 Hiol Y
1-800-275-2583 |

German: ACHTUNG: Wenn Sie Deutsch sprechen,
kénnen Sie kostenlos sprachliche Unterstitzung
anfordern. Wahlen Sie 1-800-275-2583.

Japanese: fii% : FHEGEN HARFEO L, SiE7 v A
FUAY—E R () & ZHHWEEZTET
1-800-275-2583~BRaE< 723\,

Persian (Farsi):

1-800-275-2583 o e s L2511 a adl i e 51 ISl
2,80 il

Navajo: Dii baa ako ninizin: Dii saad bee yanitti’go
Diné Bizaad, saad bee aka’anida’awo’dé¢’, t’aa jiik’eh.
Hodiilnih koji” 1-800-275-2583.

Urdu:
A S s ean Sl ob) sl G Bl oSO8
G008 JB o Gl et (lae (L) (e i
1-800-275-2583

Mon-Khmer, Cambodian: £yt 18 MG GHIIEANS
wrsiigasunwmanys-igr ymeanigi s
Sgwigamean S sy g S s InAEAINWHR
AiG 7 §irunIFT Iy e 1-800-275-258317

hail]
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Language Taglines and Nondiscrimination Notice

Discrimination is Against the Law

This Plan complies with applicable Federal civil rights
laws and does not discriminate on the basis of race,
color, national origin, age, disability, or sex. This Plan
does not exclude people or treat them differently
because of race, color, national origin, age, disability,
Oor Sex.

This Plan provides:

e 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).

e Free language services to people whose
primary language is not English, such as:
qualified interpreters and information written in
other languages.
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If you need these services, contact our Civil Rights
Coordinator. If you believe that This Plan has failed
to provide these services or discriminated in another
way on the basis of race, color, national origin, age,
disability, or sex, you can file a grievance with our Civil
Rights Coordinator. You can file a grievance in the
following ways: In person or by mail: ATTN: Civil
Rights Coordinator, 1901 Market Street,
Philadelphia, PA 19103, By phone: 1-888-377-
3933 (TTY: 711) By fax: 215-761-0245, By email:
civilrightscoordinator@1901market.com. If you need
help filing a grievance, our 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.hhs.gov/oct/portal/lobby.jsf or by mail
or phone at: U.S. Department of Health and Human
Services, 200 Independence Avenue SW., Room
509F, HHH Building, Washington, DC 20201, 1-800-
368-1019, 800-537-7697 (TDD). Complaint forms are
available at
http.//www.hhs.gov/ocr/office/file/index.html.
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