ce Please return completed form to:
BlueChoice

HealthPlan BlueChoice HealthPlan
South Carolina Health Services, AX-325
e e P.0. Box 6170, Columbia, SC 29260-6170

Or send to our HIPAA compliant fax: 800-610-5685
REQUEST TO EXTEND LIMITING AGE FOR DEPENDENT CHILD

To the Policyholder:
Your schedule of benefits allows coverage for a dependent child beyond the limiting age if the child meets the definition of an incapacitated
dependent as defined by BlueChoice HealthPlan policy.

An incapacitated dependent is defined as an unmarried child who is incapable of performing gainful employment or attending school due to
congenital disability, iliness (including mental), physical injury or intellectual deficiency, which began before the child reached the limiting age.
Additionally, the child must be dependent upon the policyholder for at least 51 percent of his/her support.

The information requested on this form aids in providing BlueChoice HealthPlan the necessary information to make a coverage determination.

SECTION 1 - TO BE COMPLETED BY POLICYHOLDER

Policyholder’'s Name: Member ID #: Group #: Name of Group:

Policyholder’s Address (number, street, city, state and ZIP code):

Dependent’s Name: With whom does Dependent live? Relationship of Dependent to Policyholder:

Dependent’s Address (if not residing with Policyholder):

Please explain why Dependent doesn’t live with Policyholder:

Sex: [ Female [J Male | Birthday: (Month/Day/Year) |Is Dependent married? [] Yes [ No | Date of onset of Dependent’s condition:

Is Dependent intellectually challenged? [J Yes [ No If yes, please explain:

Is Dependent mentally ill? [ Yes [ No If yes, please explain:

Is Dependent physically challenged or has special needs? [] Yes [ No |If yes, please explain:

Is Dependent able to: Ambulate? [ Yes [ No Speak? O Yes [ No Feed self? ] Yes O No
Bathe self? [ Yes [ No Dress self? [ Yes [ No Be left alone? [ Yes [ No

Does the Policyholder contribute a minimum of 51% to the total support of the Dependent? O Yes [ No
Is Dependent incapable of self-sustaining employment? J Yes [J No
Has Dependent ever been employed? If yes, please give: 1 Yes [ No
Last date of employment: Type of work: Average number of hours worked per week:
Is Dependent currently employed? If yes, please describe: J Yes [J No
Type of work: Average number of hours worked per week:

Is Dependent able to attend school? [J Yes [ No If yes, is the Dependent currently attending school? [J Yes [ No
If yes, how many hours/day? how many days/week?

If the Dependent is not currently attending school, has the Dependent ever attended school? [ Yes [ No

If yes, what was the highest grade level completed?
At what age and/or grade level does the Dependent currently function?

Please attach documentation such as school records or court orders of disability or incapacitation and/or any other pertinent
information which describes the Dependent’s condition.

| CERTIFY THAT INFORMATION PROVIDED ON THIS FORM IS CORRECT TO THE BEST OF MY KNOWLEDGE AND AUTHORIZE RELEASE
OF ANY INFORMATION NECESSARY WITH RESPECT TO THIS COVERAGE EXTENSION REQUEST.

Name of Policyholder (Please print) Signature of Policyholder Date
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SECTION 2 — TO BE COMPLETED BY ATTENDING PHYSICIAN

Patient’s Name:

Diagnosis of condition causing incapacity (Please give as much detail as possible. Attach additional pages as necessary.)

Diagnosis:

Clinical description to support incapacity:

Objective findings (current signs, result of pertinent diagnosis studies):

Nature of treatment (including surgery, therapy, medications, etc.):

Is the patient intellectually impaired? [J Yes [ No If yes, please note IQ or other standardized intellectual screening result:

] None (1Q 85 and above) O Borderline (1Q 71-84) ] Mild (1Q 50-70)
[0 Moderate (1Q 35-49) [ Severe/Profound (1Q 34 and below)
Remarks:

Is patient mentally ill? [(J Yes [J No If yes, please explain:
(Include reason mental iliness prevents the patient from gainful employment or attending school.)

REMARKS AND SUGGESTIONS: (Other medical conditions and any other information that would enable us to make a determination of
the Dependent’s incapacity.)

Please attach documentation of pertinent medical records, if necessary.

Attending Physician’s Name (please print): Attending Physician’s Phone Number:

Attending Physician’s Address: Attending Physician’s Signature/Date:

For BlueChoice HealthPlan use only:
Incapacitated Minor determination: [ Approve [ Deny If denial, reason:

BlueChoice HealthPlan Medical Director: Date:

Eligibility updated by: Date:

Letter sent by: Date:




Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or 1-
800-537-7697 (TDD).

Si usted, o alguien a quien usted estd ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

MEE, SHREEAEGBNESR BERABEITSAENMEE SEEMNGKELUCHEESZIIEBNA
B, A—IENES, 5% 1-844-396-0188, (Chinese)

Néu quy vi, hodc la ngudi ma quy vi dang gitip d&, cd nhitng cdu héi quan tdm vé chuong trinh strc khoe nay, quy
vi s& duoc gitp d& vdi cac thong tin bang ngdn nglt clia quy vi mién phi. D& néi chuyén véi mot thong dich vién,
xin goi 1-844-389-4838 (Vietnamese)

O AHZEHO| 2510 2ot At 52 EE0| QYO A ™ 1-844-396-01872 HES] FTAUA|L.
Hote| H|g 2ERI0| ot 0| 2 = 2tE EIL|C}. (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839 . (Tagalog)

Ecnu y Bac uam nnua, KOTOpomMy Bbl NOMOraeTe, MMeKTCA BOMPOChI Mo NOBoAyY Bawero niaHa meauLMHCKOro
obcnykmnBaHua, To Bol MMeeTe NpaBo Ha BecnaaTtHoe NosiyYyeHne NOMOoLWM U MHGOPMALLMM Ha PYCCKOM A3biKe. s
pasroBopa ¢ nepeBoAYMKOM No3soHuUTe no tenepoHy 1-844-389-4840. (Russian)

il glaall 5 3acbisall o Jgandl 8 @ad) @hali ol daall dad (o seady Al saclud (add ol i el S )
(Arabic) 1-844-396-0189 « Juail ax yie ae Ganill AGISE ) () 90 (e lialy 4y 5 5 puiall
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Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avék yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interprete, appelez
le 1-844-396-0190. (French)

Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezpfatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac¢ z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé esta ajudando, tem perguntas sobre este plano de salude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlat-, FEEHEENEHEFZIATOEIAN., CORBER ICODVTIEBASSNWELES, &
FEDEBETHR—FZ2ZTY,. BREAFLEYITZZENTEET, HEEIHLMY FEEA., BR
EEEINDIEE. 1-844-396-0185 FTHEFEL ZE LY,  (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

ol gy a2l soylo o Y hw wdS 0 SeS gl an 4SS soyd Lo Lad S
Oy yeb 4 1y 0e3 Olo) 4o oledbl 3 SaS 4SS oyl Ty ol G edobdly addls
Juols> wlas  1-844-398-6233 o lad Lo Labd ¢ p>yi0 Ly §o4S Guxo ol g o do5S adloyo

(Persian-Farsi) . Lo

Ni da doodago t’44 haida bika’ana nilwo’igii dii Béeso Ach’4éh naa’niligi haa’ida yi na’ idit kidgo, niha’ahoot’i’
nihi ka’a’doo wolgo kwii ha’at’ish{f bi na’idotkidigi doo bik’¢’azlaagdd. Ata’ halne’é ta’ bich’{’ ha desdzih
ninizingo, koji” béésh bee holne’ 1-844-516-6328. (Navajo)
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