
A nonprofit independent licensee of the BlueCross BlueShield Association 

DEPENDENT CERTIFICATION FORM 
1- Subscriber and Dependent Information
SUBSCRIBER'S LAST NAME 

DEPENDENT'S LAST NAME 

SUBSCRIBER'S FIRST NAME INITIAL  IDENTIFICATION NUMBER 

DEPENDENT'S DATE OF BIRTHINITIALDEPENDENT'S FIRST NAME 

______/______/_______ 
mm dd yyyy 

2- Does the dependent have any other insurance coverage?

NO, please continue to question #3 

YES, please answer the following: a) Type of Coverage: Medical 

b) Other Insurance Carrier ID #:

Dentaland/or 

c) Effective Date of Other Insurance Coverage: _____/_____/_______
mm dd yyyy

d) Other Insurance Company:

Excellus BlueCross BlueShield 

Other BlueCross BlueShield Plan, indicate plan name: 

Other Carrier, indicate plan name: 

3- Is the dependent married?
NO, continue to question #4 

YES, please indicate marriage date: _____/_____/_______ 
yyyymm dd 

4- Is the dependent currently enrolled as a full-time student at an accredited school/college?

YES, please answer the following: a) Name of Accredited School/College: 

b) Expected Graduation Date: _____/_____/_______
mm dd yyyy 

Yes Noc) Will the dependent continue on to further education after graduation?

NO, please answer the following: a) Date Student Status Ended: _____/_____/_______ 
mm dd yyyy 

b) Reason Student Status Ended:

Graduated 

Voluntary Disenrollment 

Medically Necessary Leave of Absence 
Your dependent may be entitled to continue coverage for up to six months for a medically necessary 
leave of absence that: starts when the child is suffering from a serious illness or injury, is certified by a 
physician as medically necessary; and causes the child to lose student status for coverage under your 
plan. Along with this form, a 'Continued Student Coverage Request For Medically Necessary Leave of 
Absence' form, completed by you or the member and the dependent's physician, must be submitted. The 
form can be obtained from our Web site at www.excellusbcbs.com or by contacting our Customer Care 
department at the phone number listed on your member card. 

Other:

5- Signature and Date
I certify that the information submitted is accurate to the best of my knowledge. 
SIGNATURE: DATE: 
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 $5,000 and the stated value of the claim for each such 
violation. I have thoroughly read, understand and agree to comply with the terms of the release. 

Please ensure that all sections are complete, signed, and dated prior to returning. Failure to supply all of the required information may result in delayed 
processing and/or subsequent return or denial of this request. 

P.O. Box 2Please return completed form to: 

B-3020
01/10



 '

 

 

Health Plan’s Civil Rights Coordinator 



Внимание! Если ваш родной язык русский, вам могут быть предоставлены бесплатные 
переводческие услуги. Если вы являетесь участником программы Child Health Plus или 
Managed Medicaid, позвоните по телефону 1 4359. Если вы являетесь участником 
программы Essential Plan, позвоните по телефону 1 9298. Всех остальных просим 
звонить по телефону 

Attenzione: Se la vostra lingua parlata è l’ital

ב ויא .יךפאר איעבל לף אוועיילך הע שפראטסאומזיז אידיש, דט איערר ב איויא :זאםקרעויפמא
1.פט רוע טבי 800 650 אענט זיראער דאר עבעממ 4359
1ופט. רע טביבער, עממ 877 626 ןאטענזראויב איט רופע טע בירעדאנע אל  9298

1 800 499 1275

নজর িদন: যিদ আপিন বাংলায় কথা বেলন তাহেল আপনার জনƟ িবনামেূলƟর সাহাযƟ উপলভƟ রেয়েছ। আপিন
বা এর সদসƟ হেল অনƣুহ কের ন˘ের ĺফান ক˙ন। আপিন
এর সদসƟ হেল অনƣুহ কের ন˘ের ĺফান ক˙ন। অনƟানƟ সমʅ Ƶেɬর জনƟ

অনƣুহ কের ন˘ের কল ক˙ন।

Uwaga: jeśli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Jeśli jesteś 
członkiem ubezpieczenia Health Plus lub Managed Medicaid, zadzwoń pod nr 1
Jeśli jesteś członkiem ubezpieczenia Essential Plan, zadzwoń pod nr 1 9298. Pozostałe 
osoby powinny dzwonić pod nr 1

يفا وًضعت نكا ذإ .كلة حاتمة یناجملاة يوغللاة دعاسملان إف، ةیبرعلاة غللاث دحتتت نإذا ك :بیهنت 
1قم رى اللعل اصتى الاجري،  800 650 إذا كنت عضوا فيً  4359 أو  .
م قرى اللعل تصاى الاجري، 
رقم ال

1 877 626  ى لعلاصلاتاىجري،رىخج الأرامبع الیجمل. 9298

.1 800 499 1275  



آپ راگ۔ےہاب یتدسی مدد زبان کیں مفت میے لےآپ کو تںیہتے ولبوردآپ اگر : انوٹ
یا آپ گر ۔ اںکریل کاپر  1 800 650 رم ه کرابوتیں ہربمم 4359

1 رمه کرابگلوی ھبسیق۔ باںکریل کاپر  1 877 626 کریم  اهربتو یں ہربممکے  9298
۔ںیرل ککاپر  800 499 1275 

Προσοχή: Αν μιλάτε Ελληνικά μπορούμε να σας προσφέρουμε βοήθεια στη γλώσσα σας 
δωρεάν. Αν είστε μέλος των προγραμμάτων Child Health Plus ή Managed Medicaid, καλέστε στο 

4359. Αν είστε μέλος του προγράμματος Essential Plan, καλέστε στο 1
9298. Διαφορετικά, καλέστε στο 1
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