
Application For Continuation Of Coverage 
for a Disabled Dependent Child
Subscriber Information

Subscriber Number: _____________________ Employer: ____________________________________________

Last Name: ___________________________ First Name: ________________________ M.I.: _____________

Street Address: ______________________________________________________________________________

City: _________________________________ State: _________________ Zip Code: _____________

I 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:

• Is he/she chiefly dependent on you for support?  Yes  No

• Is he/she a full-time student?  Yes  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:

__________________________________________________________________________________________________________________

I 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? ___________________________________________________________

• Is the condition expected to be of long continued or indefinite duration?  Yes  No

1. As the dependent’s physician, I certify that the dependent is incapable of self-sustaining employment because 
of a mental or physical handicap.  Yes  No

2. I 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, Inc. & Affiliates
Group Administration Department
P.O. Box 4058
Farmington, CT 06034-4050
....................................................................................................................................................................................

ConnectiCare - Internal Use Only:
New Application:   Renewal/Continuation: 
Additional Information Necessary (Describe):  __________________________________________________________
Additional Information Requested By:  _________________________________________________________________
Date: _______________ Decision:  ______________________________________________________________________
Reason:  ____________________________________________________________________________________________
Disability Term:  2 years    4 years    Other ___________________
Name: ______________________________________________ Date: __________________
Additional Comments:  _______________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________
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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: 

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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ATENCIÓN:  si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística.  Llame al  
1-800-251-7722 (TTY: 711). 
 
ATENÇÃO:  Se fala português, encontram-se disponíveis serviços linguísticos, grátis.  Ligue para  
1-800-251-7722 (TTY: 711). 
 

 
1-800-251-7722 (TTY: 711). 
 

1-800-251-7722 
(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 français, des services d'aide linguistique vous sont proposés gratuitement.  
Appelez le 1-800-251-7722 (ATS: 711). 
 
ATANSYON:  Si w pale Kreyòl Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou.  Rele 1-800-251-7722 
(TTY: 711). 
 

1-800-251- 711). 
 
CHÚ Ý:  N u b n nói Ti ng Vi t, có các d ch v  h  tr  ngôn ng  mi n phí dành cho b n.  G i s   
1-800-251-7722 (TTY: 711). 
 

800-251-7722-1 

 711    

 
:    ,       .   

1-800-251-7722 (TTY: 711)   . 
 
KUJDES:  Nëse flitni shqip, për ju ka në dispozicion shërbime të asistencës gjuhësore, pa pagesë.  Telefononi 
në 1-800-251-7722 (TTY: 711). 
 

 :                  

1-800-251-7722 (TTY: 711)    
 
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). 
 

-800-251-7722 (TTY: 711). 
 

   ,        
1-800-251-7722 (TTY: 711)  
 

:     ,  :        .    

1-800-251-7722 (TTY: 711). 
 


