Application For Continuation Of Coverage ConnectiCare
for a Disabled Dependent Child onne "

Subscriber Information

Subscriber Number: Employer:

Last Name: First Name: M.1.:
Street Address:

City: State: Zip Code:

| hereby apply for ConnectiCare coverage for my disabled child named below:

Last Name: First Name: M.I.:

Member# Sex: |:| Male |:| Female
Date of Birth: __/ /

ConnectiCare Primary Care Physician:

= |s he/she chiefly dependent on you for support? D Yes D No

= |s he/she a full-time student? D Yes D No

= If yes, name of school:

* Has he/she ever been gainfully employed? [_] Yes[_] No; If yes, last day actively at work: / /

Name and address of employer

* Does he/she have any other health insurance coverage? [_] Yes[ ] No

If yes; name of Insurance Carrier:

Name of Policy Holder:

Policy Number:

» Is this an Employer Group Health Plan? [_] Yes[_] No;

If yes, name of employer:

| authorize any physician or other health care provider that has diagnosed or rendered treatment for the above-
named dependent to furnish ConnectiCare full information relating to such diagnosis or treatment.

Subscriber's Signature

*Dependent Child's Signature

* Your dependent child's signature may be required by the evaluating physician/health care provider. To avoid any delay in
processing, if your child is capable of doing so, please have him/her sign above.

Page TWO to be completed by Dependent’s physician
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This Section To Be Completed By Dependent’s Physician
Child's Name: Subscriber ID #:

Date of last examination:

= Specific diagnosis of disabling condition:

If the disability is due to a mental handicap, attach appropriate documentation (e.g., nature of the
handicap, IQ level, date last determined). We will let you know if we need additional information to process
this request. To help us with timely and accurate processing, please respond to requests at your earliest
convenience.

= Extent/Severity of disability:

= Prognosis of disabling condition:

= How long has this disability been present?

= |s the condition expected to be of long continued or indefinite duration? Cves CINo

1. As the dependent’s physician, | certify that the dependent is incapable of self-sustaining employment because
of @ mental or physical handicap. L ves L No

2. | certify that the above statements relative to the dependent named on this form are true to the best of my
knowledge and belief.

Evaluating Physician’s Signature: Date: [

Evaluating Physician's printed name and address:

Return form to:

ConnectiCare Small Group Administration
c/o CBIA Service Corp

350 Church Street

Hartford, CT 06103-1126

Fax: 860-278-0883

ConnectiCare - Internal Use Only:

New Application: [] Renewal/Continuation: [
Additional Information Necessary (Describe):

Additional Information Requested By:

Date: Decision:

Reason:

Disability Term: O 2 years O 4 years O Other

Name: Date: _ [ [/

Additional Comments:

ConnectiCare® is the brand name used for products and services provided by one or more ConnectiCare group of subsidiary Companies. Coverage is provided by and
services are administered as follows: In Connecticut, Group HMO & POS coverage is underwritten by ConnectiCare, Inc. FlexPOS, SP/Self-funded services, and Dental coverage
is underwritten and provided by ConnectiCare Insurance Company Inc., and its affiliates, with services administered through DentaQuest LLC. CBIA Service Corporation
provides certain administrative services to ConnectiCare Insurance Company, Inc. and its affiliates for a fee.
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ConnectiCare

Language & Non-Discrimination Notice

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

ConnectiCare:

= Provides free aids and services to people with disabilities to communicate effectively with us,
including qualified interpreters and information in alternate formats.

= Provides free language services to people whose primary language is not English, including
translated documents and oral interpretation.

If you need these services, contact The Committee for Civil Rights.

If you believe that ConnectiCare 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:

The Committee for Civil Rights, ConnectiCare, 175 Scott Swamp Road, Farmington, CT 06032,

Phone: 1-800-251-7722, and TTY: 711. You can file a grievance in person or by mail. If you need help
filing a grievance, The Committee for Civil Rights 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/ocr/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.

Continued =
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ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al
1-800-251-7722 (TTY: 711).

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gréatis. Ligue para
1-800-251-7722 (TTY: 711).

UWAGA: Jezeli mdéwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer
1-800-251-7722 (TTY: 711).

AR MBEERAERDX, ERALUABERESENRE., FHEL-800-251-7722
(TTY: 711)

ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti.
Chiamare il numero 1-800-251-7722 (TTY: 711).

ATTENTION: Si vous parlez frangais, des services d'aide linguistigue vous sont proposés gratuitement.
Appelez le 1-800-251-7722 (ATS: 711).

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 1-800-251-7722
(TTY: 711).

BHUMAHWE: Ecnu Bbl roBOpuUTE Ha PYCCKOM S3blKe, TO BaM AOCTYNHbl 6ecnnaTHble yCNyrn nepesoja. 3BOHUTE
1-800-251-7722 (Tenetann: 711).

CHU Y: N&u ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngt mién phi danh cho ban. Goi s6
1-800-251-7722 (TTY: 711).

axall Ciila 28 5) 800-251-7722-1 &y sl ol el i 555 4y sall) sae Losall lada (6 Aalll 831 Caaati cuS 13) 1ida sale

(711 oSl

ZFol: BROIZ AIBSIAIE AR, 20 X2 MHIAS 222 018514 & YSLICH
1-800-251-7722 (TTY: 711)HO 2 M35 TAIAIL.

KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi
né 1-800-251-7722 (TTY: 711).

€T & T 3T TS Srerdl § Al 3maeh ToIT o 3 $17ST FETICT YU 3Uelety g |
1-800-251-7722 (TTY: 711) 9T HidT |

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-800-251-7722 (TTY: 711).

MPOZOXH: Av piIAaTte eAAnvikd, otn di1a6eony oag BpiokovTal unnpecieq YAWOOIKNG UNOOTAPIENG, Ol OMoiEg
napexovral dwpeav. Kaéore 1-800-251-7722 (TTY: 711).

wws: 1ISasSMyASUNW Manis!) wNSSWIRSM AN INWBSAS WU SHGESINUUTHAY 51 SN
1-800-251-7722 (TTY: 711)1

YUoil: Bl AN Al GllAcll &, Al [(:Yes Gl Asl At dAHIRL MR GUAsd 8. ot 5A
1-800-251-7722 (TTY: 711).
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