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Disability Certification For Overage Dependent

I certify that my son/daughter, , born on

, is disabled in accordance to the eligibility rules set forth in

my group’s contract. I understand that his/her protection under my coverage will terminate as of the last day

of the calendar month in which he/she ceases to be so disabled.

Date Parent (Subscriber) Signature

Identification Number

L , certify that I am a physician legally licensed to practice med-

icine in (the State of) . I further certify that, in my medical opinion,

has been disabled and incapable of self-support since

The nature of the disability is

and, in my opinion, will be for

duration. I have attached copies of supporting documentation regarding the disability.

Date Physician's Signature

Please return this form to:

CareFirst BlueCross BlueShield/CareFirst BlueChoice, Inc.
Enrollment & Billing

10455 Mill Run Circle

Owings Mills, MD 21117

Mail Stop 02-330

NOTE: This certification and supporting documentation regarding the disability is subject to approval by qual-
ified personnel of CareFirst BlueCross BlueShield or CareFirst BlueChoice, Inc. Formal notification of our
decision will be sent to the subscriber.

CareFirst BlueCross BlueShield is the business name of Group Hospitalization and Medical Services, Inc. CareFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. are independent
licensees of the Blue Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield Association. ® Registered trademark of CareFirst of Maryland, Inc.
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