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Dependent Certification Form

Subscriber  Name:_________________________________________________________________​​​___________







Subscriber Identification Number: _______________________________________________________________
Dependent Name: ____________________________________________________________________________
Dependent Birth Date:  ________________________ Relationship to Subscriber: __________________________
1. Is the Dependent Covered Under Any Other Health Insurance Contract?  Yes   No  

If yes please give Identification No. _________________________  
2.  Is the Dependent employed?   Yes    No

If yes, please name employer _______________________________   

3. Is the Dependent eligible for any other employer based coverage?

 Yes     No.   If yes, please name:   ____________________________

If you wish to keep your student dependent on the Dental plan, please complete the following:
4. Is Dependent Married?  Yes    No    If Yes, Marriage Date: ______________________________________

5. Name of School dependent is attending: __________________________________________________________
6.  Student is attending:     Full Time                     Part Time

7. Date Student enrolled In School: ____________________________________________________________

8. Has Student continuously been enrolled and attending school?   Yes      No

9.  Certification for Year:  ____________________________________________________________________
10. Expected date of Graduation: _______________________________________________________________

11. If Dependent is no longer attending school, please indicate date he/she was no longer a Student: __________

Certification Is Required Yearly For Dental And/Or Health Insurance
Certification From The School Must Accompany This Form To Be Eligible for Dental Insurance
When we request additional insurance information or clarification, the New York State Insurance Department requires us to inform you of the following: “Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime,  and shall also be subject to a Civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation”.

Subscriber Signature: _____________________________________________    Date: _________________

_______________________________________________________________________________________________________________________________________________

Office Use Only: Certified Through __________Authorized Signature _______________________Date: __________
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