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EMPLOYEE BENEFITS DIVISION 
 NYSHIP Statement of Disability for Dependents 

PS-451 (9/2020 L) 

If your eligible dependent child is incapable of self-sustaining support because of a mental or physical 
disability, you may be able to continue coverage for that dependent beyond the age when coverage would 
usually end.  

NYSHIP Disabled Dependent Eligibility Criteria 
To continue coverage for a disabled dependent child, the dependent must meet all of the criteria below. 

1. Dependent Eligibility
The dependent must be eligible for NYSHIP coverage as a dependent. See your General Information
Book for more information on dependent eligibility. For “other” children who are also disabled, you must
provide a completed and verif ied NYSHIP Statement of Dependence for “Other” Children (PS-457)
establishing “other” dependent eligibility for NYSHIP along with this form.

2. Disability
The dependent must be incapable of self-sustaining support due to a mental or physical disability that
has been verif ied by a physician.

3. Dependent Age
The dependent’s disability must have begun before they would otherwise age out of NYSHIP coverage:

Medical Coverage   
The disability must have begun prior to the end of the month of the child’s 26th birthday. 
Dental and Vision Coverage 
The disability must have begun prior to the child’s 19th birthday (26th birthday for SEHP Enrollees) or 
while a full-time student between the ages of 19 and 25.  

If the child is incapable of self-sustaining support because of a disability that began while the child 
was a full-time student after turning age 25, up to four years may be deducted from the dependent 
student’s age for documented service in a branch of the U.S. Military between 19 and 25. If your 
dental and vision coverage is  through a Union Benefit Fund for dental and/or vision, you must 
contact your Union Benefit Fund directly for information regarding your dependent’s eligibility. 

4. Marital Status
The dependent must be unmarried.

INSTRUCTIONS FOR COMPLETING  
THE NYSHIP STATEMENT OF DISABILITY FOR DEPENDENTS FORM PS-451 

1. The ENROLLEE completes their portion of the form (the top section of page 2) and
provides pages 2 and 3 to the treating physician.

2. The PHYSICIAN completes their portion of the form (page 3). Once complete, the Enrollee or the physician
sends pages 2 and 3 to the appropriate plan administrator (The Empire Plan or NYSHIP HMO).

3. The PLAN ADMINISTRATOR completes their portion (the bottom of page 2) and
mails page 2 to the Employee Benefits Division of the Department of Civil Service.

The plan administrator will review the full application and certify or deny the disabling condition of the dependent 
child. If the condition is certified, the plan administrator will provide the date of the onset of disability and the 
period of time the disability is certified through to the Employee Benefits Division (EBD) for confirmation of 
eligibility and/or processing. Your HBA and EBD will not have access to medical documentation.  
Once the information has been verified, EBD will notify you directly of the approval or denial of coverage for the 
disabled dependent child.   
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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Enrollee Portion  
Complete this portion of the form and then submit pages 2 and 3 to the treating physician.  
Keep a copy of the completed form for your records. 

Enrollee Information
Enrollee Last Name First Name MI 

Health Insurance ID number Social Security Number Phone Number 

Home Address City State Zip Code 

Dependent Information 
Dependent Last Name First Name MI 

Date of Birth  Social Security Number 
Is the dependent married?  Yes   No 

Relationship to the Enrollee:   Natural/Adopted Child   Stepchild  Child of  Domestic Partner 
 ‘Other’ Child (PS-457 NYSHIP Statement of Dependence is also required) 

Percentage of support provided by the enrollee:  % Is the dependent employed?  Yes   No 

Is the dependent currently enrolled in Medicare Parts A & B?  Yes  No 

Personal Privacy Protection Law Notification 
The information you provide on this application is requested in accordance with Section 163 of the New York State Civil Service Law 
for the principal purpose of enabling the Department of Civil Service to process your request concerning health insurance coverage. 
This information will be used in accordance with Section 96 (1) of the Personal Privacy Protection Law, particularly subdivisions (b), 
(e) and (f). Failure to provide the information requested may interfere with our ability to comply with your request. This information 
will be maintained by the Director, Employee Benefits Division, Department of Civil Service, Albany, NY 12239; (518) 473-1977.
For information relating only to the Personal Privacy Protection Law, call (518) 457-9375.

HIPAA Privacy Authorization to Release Protected Health Information 
By my signature below, I authorize the attending physician to provide my plan administrator or health maintenance organization (HMO) 
with health information (to be indicated in the Physician Portion of this form) regarding the mental or physical disability of my dependent 
for whom I am requesting NYSHIP coverage. I also authorize the plan administrator or HMO to disclose its determination (to be indicated 
in the Plan Administrator Portion of this form) to the Department of Civil Service. The purpose of these disclosures is to determine my 
dependent’s eligibility for NYSHIP coverage and to implement that determination. I understand that I may revoke this authorization in 
writing at any time, as described in the NYSHIP Notice of Privacy Practices. I understand that information disclosed pursuant to this 
authorization may be subject to redisclosure and no longer be protected by HIPAA. 
Enrollee’s Signature Date 

Plan Administrator Portion  
This portion of the form is to be completed by the appropriate plan administrator (UnitedHealthcare for The Empire Plan or 
the appropriate NYSHIP Health Maintenance Organization). Once complete, send this page only to: The Department of 
Civil Service, Employee Benefits Division (EBD), Albany, NY 12239 or by secure fax to 518-485-5590 
Disabled:   Yes  No Date the  

Disability Began: 
Disability Certified Through: 
(Maximum 7 years per certification) 

Plan Administrator:  The Empire Plan (UnitedHealthcare) 
 NYSHIP HMO - Code   Name:  

Authorized Representative 

Signature:  Date: 
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 Physician Portion  

All boxes below to be completed by the Treating Physician. Once complete, all pages must be sent to the appropriate 
plan administrator (Empire Plan or HMO) by the Enrollee or the Treating Physician. 
Empire Plan or NYS Dental & Vision only Enrollees  
Mail To:  UnitedHealthcare  

PO Box 1600  
Kingston, New York 12402-1600 

HMO Enrollees  
Mail To:  
  Mail this form directly to your HMO. 

Physician’s Name Physician’s Phone Number 

Physician’s Address City State Zip Code 

Patient Name Health Insurance ID Number 

Is this Dependent incapable of self-sustaining support by reason of physical or mental health disability?   Yes   No 
Date dependent became incapable 
of  self-sustaining support:  

Estimated duration of disability: Date of your most recent 
examination of this patient: 

Please provide a complete description of the patient’s medical condition, including diagnoses, prognosis, current 
status, services being received and the specific deficit, impairment or disorder that renders the patient incapable of 
self -sustaining support. 

(If  more space is necessary, attach additional pages.) 
PLEASE NOTE: Unless all questions are answered completely, a determination cannot be made. 

Physician’s Signature:      Date:   
 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Enrollee Last Name: 
	Enrollee First Name: 
	Enrollee Middle Initial: 
	Health Insurance ID number: 
	Social Security Number: 
	Phone Number: 
	Home Address: 
	City: 
	State: 
	Zip Code: 
	Dependent Last Name: 
	Dependent First Name: 
	Dependent Middle Initial: 
	Date of Birth: 
	Social Security Number_2: 
	Is the dependent married: Off
	NaturalAdopted Child: Off
	Stepchild: Off
	Child of Domestic Partner: Off
	Other Child PS457 NYSHIP Statement of Dependence is also required: Off
	Percentage of support provided by the enrollee: 
	Is the dependent employed: Off
	Is the dependent currently enrolled in Medicare Parts A  B: Off
	Date: 
	Date the Disability Began: 
	Disability Certification: Off
	Disability Certified Through Maximum 7 years per certification: 
	Plan Administrator: Off
	NYSHIP HMO Code: 
	HMO Name: 
	Date_2: 
	Physicians Name: 
	Physicians Phone Number: 
	Physicians Address City: 
	Physicians Address Street Address: 
	Physicians Address State: 
	Physicians Address Zip Code: 
	Patient Name: 
	Health Insurance ID Number: 
	Is this Dependent incapable of selfsustaining support by reason of physical or mental health disability: Off
	Date dependent became incapable of selfsustaining support: 
	Estimated duration of disability: 
	Date of your most recent examination of this patient: 
	Description of Medical Condidtion: 
	Date_3: 


