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’ BIueShleId Omaha, NE 68180-001
Nebraska NebraskaBlue.com

Application for Extension of Coverage
Disabled Dependent Child

APPLICATION COMPLETION CHECKLIST

Application

e Be sure to complete all questions in full (incomplete applications cause unnecessary delays or declines)
e Sign and date the application where appropriate

® If more space is needed for any answers, attach a separate piece of paper

e Treating physician must complete Section Il

e Make a copy for your records

Submit Application

Return application via one of the following options:

® Mail to:

Blue Cross and Blue Shield of Nebraska
Individual Underwriting Department

PO Box 3248

Omaha, NE 68180-001

® Fax: 402-548-4685
e Log in to your myNebraskaBlue.com account and submit through the message center

For additional help, or if you have any questions, please call Member Services at the number on the back of
your ID card.
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= BlueCross Application for Extension of Coverage

. BlueShield PO Box 3248 Disabled Dependent Child
Omaha, NE 68180-001
NebraSka NebraskaBlue.com

Use this form to request an extension of coverage for a disabled dependent child who is currently covered by
Blue Cross and Blue Shield of Nebraska (BCBSNE) but has reached the maximum dependent age limit.

Under certain circumstances, a mentally or physically disabled dependent child who is a Covered Person is
entitled to extended coverage past the date the child's coverage would otherwise end.

Section | Dependent Child Eligibility
(To be completed by the subscriber)

Subscriber Name:
Subscriber Address:

Subscriber Member ID Number:

Dependent Child Legal Name:

Dependent Child Date of Birth (MM/DD/YYYY):

Is the dependent child married? [lYes []No
Do you claim the dependent child on your Federal Income Tax? [JYes []No
Do you provide over half of the dependent child's financial support? [JYes []No
Does the dependent child reside with you? [lYes []No
Is the dependent child employed for wages? [lYes []No

If yes, please provide the name and address of current employer:

Average weekly earnings:

Is the dependent child eligible for Medicaid? [lYes [INo
Is the dependent child eligible for Medicare for the Disabled? [JYes []No
Is the dependent child enrolled in another health are plan? [JYes []No

If yes, please provide the name of insurance company:

Acknowledgments and Authorizations

| understand and agree to the following:

1. The above-named disabled dependent child is incapable of self-sustaining employment by reason of
mental or physical handicap.

2. The above-named disabled dependent child lives with me; their care is provided by me (Subscriber);
and | provide over half of their support and maintenance.

3. The statements and responses I've provided are true and complete to the best of my knowledge and
acknowledge that BCBSNE has relied on these answers in determining whether to accept this
application.

4. Any intentional misrepresentation in this application may cause the coverage to be void.

5. My signature authorizes any health care provider to release protected health information (PHI) to
BCBSNE for the purpose of determining eligibility for continuation of coverage.

6. BCBSNE reserves the right to request additional documentation and reconsider the coverage
application based on new information.

Subscriber's Signature: Date (MM/DD/YYYY):
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Section Il Certification of Treating Physician
(To be completed by treating physician)

Treating physician:
Please complete Section Il of this form and mail it to the address above.

1. Date dependent became disabled (MM/DD/YYYY):

2. Diagnosis(es) causing disabled status:

Primary:

Secondary:

3. (a) Is the dependent presently capable of self-sustaining employment?
(b) If NO, in your opinion, will the dependent ever be capable?

(c) If your answer to 3b is YES, when, in your opinion will the dependent be capable
of self-sustaining employment?

4. (a) Does the dependent have a physical or intellectual disability or combination of both?

(b) Did the condition manifest before the person attained age twenty-six (26)?

5. Describe past and present treatment including dates.

[]Yes []No
[]Yes []No
[]Yes []No
[]Yes []No

6. Describe anticipated future treatment.

Treating Physician Printed Name:

Physician Address:

Physician Phone Number:

Treating Physician's Signature:

Date Signed (MM/DD/YYYY):

5666-508 (11-19-24)

Page 3 of 3



Non-discrimination and Translation Notice

Discrimination is Against the Law

Blue Cross and Blue Shield of Nebraska (BCBSNE) complies with applicable federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability or sex. BCBSNE does not exclude
people or treat them differently because of race, color, national origin, age, disability or sex.

BCBSNE:

e Provides free aids and services to people with disabilities to communicate effectively with us, such as:
- Qualified sign language interpreters
- Writteninformation in other formats (large print, audio, accessible electronic formats, other formats)

® Provides free language services to people whose primary language is not English, such as:
- Qualified interpreters
- Information written in other languages

If you need these services, contact Customer Service at 800-991-5840, TTY 711 between 7:30 a.m. to 6 p.m., Central time,
Monday through Friday.

If you believe that Blue Cross and Blue Shield of Nebraska 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:

Manager, Corporate Compliance

Blue Cross and Blue Shield of Nebraska
P.O. Box 3248

Omaha, NE 68180-001

800-991-5840, TTY: 711
CivilRights@NebraskaBlue.com

You can file a grievance in person or by mail, fax or email. If you need help filing a grievance, our Manager of Corporate
Compliance 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 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, D.C. 20201

800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hhs.gov/sites/default/files/ocr-cr-complaint-form-package.pdf.
For quick processing, use the OCR online portal to file a complaint.

ATTENTION: This notice may have important information about your application or coverage. Look for key dates in this
notice. You may need to take action by certain deadlines to keep your health coverage or get help with costs. If you or
someone you’re helping has questions, you have the right to get help and information in your language at no cost. To talk
to an interpreter, call 1-800-991-5840. This notice is translated as federally required.
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Chinese Traditional
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German

Achtung: Diese Mitteilung kann wichtige Informationen Uiber Ihren Antrag oder die Versicherungsdeckung beinhalten. Beachten Sie
wichtige Fristen in dieser Mitteilung. Sie missen unter Umstanden MaRnahmen innerhalb bestimmter Fristen ergreifen, um Ihren
Krankenversicherungsschutz zu erhalten oder eine Kostenerstattung zu erhalten. Wenn Sie oder jemand, dem Sie helfen, Fragen hat,
kénnen Sie kostenlos Hilfe und Informationen in lhrer Sprache erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte
1-800-991-5840 an.
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Spanish (Mexico)

ATENCION: Este aviso puede contener informacion importante sobre su solicitud o cobertura. Ponga atencién a las fechas clave en este
aviso. Puede ser que usted necesite realizar algunas acciones para determinadas fechas y asi mantener su cobertura de salud o para
obtener ayuda con los costos. Si usted o alguien a quien usted ayuda tiene alguna pregunta, tiene el derecho de recibir informaciéon y
ayuda en su propio idioma sin costo. Para hablar con un intérprete, llame al 1-800-991-5840.

Farsi
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French (Europe)

ATTENTION : Cet avis peut contenir des informations importantes concernant votre demande ou votre garantie. Prétez attention aux

dates clés indiquées. |l vous faudra peut-étre prendre des mesures avant une certaine date pour pouvoir conserver votre assurance santé

ou bénéficier d’aides au paiement. Si vous ou une personne que vous aidez avez des questions, vous pouvez obtenir gratuitement de

I'assistance et des informations dans votre langue. Pour parler a un interpréte, appelez le 1-800-991-5840.
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Oromo

HUBAACHIISA: Beeksisi kun odeeffannoo barbaachisaa waa’ee iyyata keetii yookaan waa’ee tajaajiloota gabaachuu mala. Beeksisa kana
irraa guyyoota barbaachisoo ta’an ilaali. Tajaajila fayyaa kee itti fufsiisuuf guyyoota murtaa’an irratti tarkaanfiin ati fudhattu yookaan
kaffaltiidhaan gargaarsi ati argattu jiraachu mala. Yoo ati ykn namni ati gargaartu, gaaffii gabaattan, gatii malee gargaarsaa fi oddeeffanno
afaan dandeessaaniin argachuun mirga keessaani. Warra afaan hikkaaniif lakkoofsa kanaan bilbilaa 1-800-991-5840.

Russian

BHUMAHMWE! B aHHOM yBEAOMNIEHUN MOXKET COAEPKATLCA BaXKHaA MHGOPMaLMA O Ballel 3aABKe UM CTPAXOBKe. B Hem TakKe
YKa3aHbl K/o4eBble AaTbl. Bam morkeT noTpeboBaTbca BbINONHUTL HEKOTOPbIE AENCTBUA K ONpeaesieHHOMY CPOKY A1 COXPaHeHUA
Balle MeANLMHCKON CTPAXOBKM UM NOyYEHUA MOMOLLM B onnaTte pacxoaoB. Ecav y Bac uam y yenoseka, KOTOPOMY Bbl MOMOraeTe,
BO3HMKHYT BOMPOCbHI, Bbl UMEEeTe NPaBo NOAY4UTb MOMOLLb U MHGOPMaLMIO Ha cBOeM A3bike 6ecniatHo. YTobbl NOroBopuTsb €
nepeBoAYMKOM, NO3BOHUTE No Homepy 1-800-991-5840.

Viethamese

CHU Y: Théng bao nay c6 thé chira théng tin quan trong vé don dang ky hodc bao hiém cla quy vi. Tim nhirng ngay chinh
trong thong bao nay. Quy vi c6 thé can hanh déng truéc mét s6 thoi han dé duy tri bao hiém strc khde clia minh hodc duoc
gitp do co tinh ph| Néu quy Vi hoac nguo’l quy vi dang giup d&, cé théc méc, quy vi ¢ quyén lay théng tin va dwoc tro gidp
b&ng ngdén ng cGia minh mi&n phi. D& néi chuyén véi mét thong dich vién, goi sé 1-800-991-5840.
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