H IP HIP HEALTH PLAN OF NEW YORK = 55 WATER STREET, NEW YORK, NY 10041-8190
®

REQUEST FOR COVERAGE FOR A DEPENDENT CHILD WHO IS DISABLED DUE TO MENTAL
ILLNESS, MENTAL RETARDATION, PHYSICAL HANDICAP OR DEVELOPMENTAL DISABILITY

Under the applicable provisions of The Insurance Law of New York State, a mentally retarded, mentally ill,
physically handicapped, or developmentally disabled child will be considered a dependent under a family
contract regardless of age, provided the child:
— Has not married
— Become mentally retarded, mentally ill, physically handicapped, developmentally disabled
before reaching the age at which dependent coverage would otherwise terminate.
— Isincapable of self-sustaining employment and proof of such incapacity has been submitted
within thirty-one days of such dependents attainment of the termination age.
Neither a reduction in work capability nor inability to find employment is, in itself, evidence of eligibility. If a
mentally retarded, mentally ill, physically handicapped, and developmentally disabled child is working, the
extent of his/her earning capacity will be evaluated. He/she must be chiefly dependent upon the subscriber
for support and maintenance. A child who is continued as a dependent under a family contract is eligible
for all the benefits of that contract.

SECTION 1 TO BE COMPLETED BY SUBSCRIBER

Name of Subscriber Name of Dependent Child HIP Number
Address of Subscriber Dependent’s Date of Birth Dependent’s Marital Status:
I SINGLE I WIDOWED
Month Day vear I MARRIED I' DIVORCED
Was Dependent Child Ever Institutionalized? Period of Confinement:
I'NO From: To:
I' YES

If YES give Name & Address if Institution(s)

Was Dependent Child Ever Employed for Wages? Average Weekly Earnings
I'NO
I YES $

If YES give Name/Address of Current or Last Employer.

Signature of Parent or Legal Guardian Date Signed

H10 1




Subscriber Name: HIP #

SECTION 2 TO BE COMPLETED BY PHYSICIAN

REQUEST FOR MEDICAL INFORMATION

In order to continue providing benefits to your patient we need to request a brief summary of the disabling clinical
condition. Please respond briefly to the following:

Is dependent presently incapable of self-sustaining employment by reason of: Is incapacity congenital? When did incapacity occur:
I" MENTAL RETARDATION I" MENTAL ILLNESS I'NO
I" PHYSICAL HANDICAP I" DEVELOPMENTAL DISABILITY T YES
Month: Year:

DIAGNOSIS OF CONDITION CAUSING HANDICAPPED STATUS. IMPORTANT: PLEASE INCLUDE I.Q. OF DEPENDENT WORK ABILITY AND
EDUCATIONAL STATUS. IF ACCIDENT, DATE OF ACCIDENT:

IN YOUR OPINION WILL THIS CHILD EVER BE CAPABLE OF SELF-SUSTAINING EMPLOYMENT? I NO I' YES

If the answer is YES how soon may he/she be self-sustaining?

1. Brief history of disability:

2. Pertinent clinical features:

3. Relevant laboratory and other test results:

4. Diagnosis:

5. Current therapy, including special schooling or other rehabilitative services:

6. Present physical and/or mental disability, expected degree of recovery (full or partial with estimated degree of handicap):

7. Expected future gainful employability:

Signature of attending M.D. Date Signed

Address

FOR HIP USE ONLY

Approved By Date Date For Future Review

Rejected By Date
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