ATTACHMENT 21

PS-451 Statement of Disability - RFP entitled:

NEWYORK | Department of “Mental Health Substance Use (MHSU)
grrosuare | Civil Service Disorder Program™

f |I:|_E:¢Ir“mnu' Department of EMPLOYEE EENEFITS DIVISION
. st | Chil Servics WY SHIP Statemant of Disabilty for Depsntents
FE~451 (3020
If your eligible dependent child is incapable of seff-sustaining support because of armenta or physical
disability, you may be able to continue coverage for that dependent beyond the age when coverage would
usuahy end.

NY5SHIP Disabled
T continue coverage for adisabled dependeant child, |:|E rrustrrEEtEI of the criteria below.

1. Dependent Eligibility
The dependent must be eligible for WYSHIP coverage as a dependent. See your General information

Bookfor more information on dependent eligiblity. For “other™ children who are also disabled. you must
prowide acompleted and verified NYSHIF Sraiement of Dependence for "Other™ Children (P5-457)
establishing “other” dependent efigibility for NYSHIP along with this form
2. Disability
The dependent must be incapable of self-sustaning support due to amental or physica disability that
has been verified by a physician.
3. Dependent Age
The dependent's desabiity must have begun before they would otherwise age out of WYSHIP coverage:
Medical Co
The disability must have begun prior to the end of the month of the child's 26" birthday.

Denal and Vision Coverage
The disabiliy must have I:negl.n prior to the chikd™s 12 birthday (26= barthday for SEHP Enroliees) or
wihile a full-tirme student betwesen the ages of 18 and 25.
If the child s incapable of self-sus@ning support because of a disability that began while the child
was 3 fulHtime student after tuming age 25, up to fowr years b deducted frmmede#eﬂ:lem
student's age for documented sennce in a branch of the LS. Military between 18 and 25. If your
denta and wision coverage is through a LUinion Benefit Fund for dental andior wision, you must
contact your Union Benefit Fund direcly for infiomation regarding your dependant's eligibility.

4. Marital Status

The dependent must be unmamied.

INSTRUCTIONS FOR COMPLETING
THENYSHIF STATEMENT OF DISABILITY FOR DEPENDENT 5 FORM P5-431

1. The ENROLLEE completes their portion of the form (the top section of page 2) and
provides pages 2 and 2 o the treating physician.

2. The PHYSICIAM completes their portion of the form (page 3). Onee complete, the Ennollee or the physician
sends pages 2 and 3 o the appropriate plan administrator | The Empire Flan or NYSHIF HW Q).

3. The PLAM ADMINISTRATOR completes. their portion (e botbom of page 2 and
mails page 2 ro the Employee Benefirs Division of the Deparmmentof Civil Service.

The plan administrator will review the full application and cerify or deny the disabling condition of the dependent
child. i the condition is certified, the plan administratorwill provide the dabe of the onset of disabdity and the
period of time the disabiity is certified throwgh to the Employes Benefits Division {EBD) fior confimmation of
aligibility and'or processing. Your HBA and EBD will not have access to medical docurrentstion.

Once the information has been verified, EED will notify you directly of the approval or denia of cowerage forthe
disabled dependent chikd

Please note that while the plan administrator is reviewing the information, they may reach out to the
enrollee or the treating physician for more information.
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Enrclles Portion

Complete this porfion of the fom and then submit pages 2 and 3 to the treating physician.

Hpep 3 COpy of he complansd fvIm fov JOUT racons.

Enriss Informadon

Enrpllies Lasi Mame Firs1 HName i
Health Insurance ID number Soclal Secun®y Mumbar Phone Mumber
Home Address ity Stafa £n Code

Dapandent Information
Dependant Last Mame First Hame Ml

Diate of Birth Soclal Secrty Mumber
ks the dependent mamied? O ves [0 Mo

Relationship tothe Enroliee: O MaturalAdogted Child O Stepchild O Child of Domestic Partner
[ "Cther Child (PS-457 NYSHIP Saiement of Dependence s aiso reguired)

Parcantage of sUpport provited by the enniles: 5 ks the dependentamployed™ [ Yes [ Mo
Is the dependent cumently enmiled In Medlicae Pans AL BT Oves O Mo

Paraonal Privacy Profection Law Hotification
Thee informralcn you prosdceon Fils applodon |s reguesied In accordance with Sacion 163 of theNew York Stais Civl Service Law
Foor e principal purposs of en abd kg the Deparment of Chall Sarddce o piocess. o e uest ooncmming hsali nsuran os coverages.
This Informaticn &dl be-used in accondanoewith Secticn 56 1) of e Personal Privacy Proecton Law, pari culary subdvisions (b,
=) and {fi. Fallure io pircel de Bie Indonrafon requesied may inderfere with o ur abl ify oocomplywith yourreguest. This information
will be mainitained by the Dinecior, Employes Benefits Division, Department of Civll Benvice, Abany, NY 1223%; (518) 4731577,
For informaticn refating only o e Personal Privacy Probecion Law, call (S18) 457-337S.

HIP &4 Privacy Authorzation to Releass Protected Health Information
Ery ry shpnaiure bedow, |z iz e athen ding pig'sician o pros de my pl an adminl sraior or Reaith main Enance organlmtion (W0
with health information (o be Indioted in e Phy sican Porbon of this. fom) regamiing thie menrial orp hysecal d sasbd by of rmy diependent
Tor&hom | am reguesting MYEHIF coverage. lalsoauth oz theplan adminisizsbor or SRS o odiscioss s detsrmination (o bs ind osbed
In thi= Ptan AdminEfraior Portion of thiks fommn ) o e Depariment of £ v Eervios. Thie purposs of fiese disciosumes oD detsmine my
dep en derts olgibd iy for KYSHIP coverage and D Impiemend it determination. | underssand bial | may neso ke B auiorization in
wribingat any ime, as described | nthe MYSHIF Moo of Privacy Pracioes. | underssand st informmabion discoosed purssant D tis
authorization ray e subject o redlscicsure and no longer be probecied by HIFAA

Enrolles’s 5 ignatura Deaite

Plan Administrator Portion
This partion of the fomm IS to be completed by the appropriate plan asministraion {UnkedHeahcans for The Emgle PEn o

the appmpriate NY SHIP Health Mantenance Organization). Once ek, sendifis page anly io The Deparmen of

Chvil ce E Bengfts Dhislon (EED, Albarmy, 12230 or by secuns fadto 5

Datethe Disabliky Certifled Thmough
Disableet [ Yes [ Mo DisablLy Began: [MEIENTIUT T FEATS Der DarIeCanhn|
Elan Adminlstator [[] e Empire Plan [UnitedHeainears)

[0 NYSHIF HMO -Code [ | Name
Authorized Represemaive

Signature: Date:
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OPPORTUNITY Civil Service Disorder Program--
- 1

(" wrwvoar | Department of EMPLOYEE BENEFITS DIVISION
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Physician Portion

All bowes beiow to e compisted by the Treating Physlcan. Once compisia, al pa;es must be 52 b0 the approprats
rlan administEor (Empre Plan or HWO) by the Enmiles or the Treating P

Empirz Planor MY S Dental & Vislon only Enrclises HMO Enrcd leas

Mall To: UritedHealthcare Mall To:
PO Box 1600 Isiall this Torm dinescy o your HO.
KIngsion, Mew York 12402-1500
[ EIYEICENE Mame OhWSICIan s Snone Humoer
Ehysiclans Agdress Chy Slate Zlo Code
Fatient Mama Health Insurance |ID Mumber

I5 this Dependent Incapatie of sef-suEtaning support oy r=ason of physical or menta health disabilfy? O wes O Mo

Date dependent became Incapabis Eslimated duration of disaplity: Diaba of yOur Mos! recet
of f-ELEEINNG S0 examination of this palient

NCE2E, p &, Cumem
slatus, sevices :IE"‘g FEEE-'E:IE['G t"I'EEFE{fl IZIE"IIﬂ.. Impamment or I.IBJI'EETE"I-EII'EF!IE{E-TE patent incapabile of
sl -susiAning 5ot

It more space s necassany, allach additonal pages. |
PLEASE HOTE: Uniess all questons are answered compieisly, 3 ssfermination cannot be made.

Physlclan's Signaturs: Date
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