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Application for Extension of Over Aged Dependent Child Coverage

(continued on other side)

part I — to be completed by the subscriber or guardian
Please complete all sections. Initial extension of coverage, if granted, is for a minimum of two years. After initial extension, it is 
necessary to submit a physician’s statement for a disabled dependent child annually unless otherwise requested.

I certify that this information furnished by me is true and correct to the best of my knowledge. If these 

circumstances should change in any way, I will inform my employer or SelectHelath.

Subscriber or Guardian Signature  Date 

Dependent Signature  Date 

c. Signature

last name first name initial sex relationship
Date of birth

dd/mm/yy
LEGALLY

married y/n

1.	 Does the dependent reside in your home?     q Yes     q No

2.	 If the dependent does not reside in your home, does he/she live independently?     q Yes     q No

	 Dependent’s Address (if different from Subscriber’s) 

3.	W hat is the nature of the dependent’s mental or physical incapacity? 

	

4.	W hen did the illness or injury begin? 

5.	H as the dependent been continuously incapable of self-support since that date?     q Yes     q No

	 If no, please explain 

	

6.	H as the dependent received a vocational assessment from the State Rehabilitation Service?     q Yes     q No

	 If yes, please submit a copy

7.	H as the dependent ever been able to do full or part-time work

	 of any kind since the illness or injury began?     q Yes     q No

	 If yes, from what date? 

	 What types of work has the dependent performed? 

	 Dependent’s current employment status     q Not employed     q Employed part-time     q Employed full-time

8.	 Is the dependent claimed as your dependent for federal and state income tax purposes, or is he/she 

dependent on you for more than one-half of his or her support as defined by the Internal Revenue Code of  

the United States?     q Yes     q No

	 If yes, has the IRS or State confirmed dependency of the child?     q Yes     q No

	 If yes, when was the dependency status reviewed? 

9.	T he dependent is receiving an estimated total income of $ per month from all sources other than me.

	 Source(s) of income 

10.	H as the dependent been continuously enrolled with no break of more than 63 days under any form of health care coverage since 

his or her 26th birthday?     q Yes     q No

11.	 Did the dependent become disabled before reaching age 26?     q Yes     q No

b. dependent information

a. subscriber information

Subscriber’s Name  Subscriber ID#  Date of Birth 
                                                                                                         (located on id card)

Address  Unit/Apt.# 

City  State  ZIP  Ph# ( )

Employer 

Please mail completed application to:	 SelectHealth
	 Attn: Enrollment Department
	 5381 Green Street
	 Murray, UT  84123



part Ii — to be completed by the dependent’s physician
Please complete the statement in reference to the dependent named in Part I of this form.

©2010, 2011 SelectHealth. All rights reserved 0481 05/11

a. Medical questionnaire

Patient’s Name  Date of Birth 

1. Diagnosis 

2. When did present illness begin or injury occur? 

3. Treatment 

4. Please provide a statement describing the patient’s functional capacity 

5. Degree of disability

Is this patient able to do full or part-time work of any kind?     q Yes     q No     If yes, what type? 

If not, when do you think the patient may be able to do some work of any kind? 

Is the patient capable of self-support?     q Yes     q No

6. The patient is presently     q Ambulatory     q Hospital-confined     q House-confined     q Bed-confined

7. Progress     q Recovered     q Improved     q Unimproved     q Retrogressed

8. Prognosis 

9. Remarks 

Physician’s Name (Print)  Ph# ( )

Address 

City  State  ZIP 

Signature  Date 

b. Physician signature
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