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RReeqquueesstt  ffoorr  RReettaaiinniinngg  CCoovveerraaggee  ffoorr  aa  PPssyycchhoollooggiiccaallllyy
oorr  PPhhyyssiiccaallllyy  DDiissaabblleedd  DDeeppeennddeenntt  CChhiilldd

Due to patient confidentiality, 
this completed form 

may NOT be sent via FAX

BBlluuee  CCrroossss  BBlluuee  SShhiieelldd  ooff  MMaassssaacchhuusseettttss
MMeemmbbeerr  UUnnddeerrwwrriittiinngg  MMaaiill  SSttoopp  0011--0077
LLaannddmmaarrkk  CCeenntteerr
440011  PPaarrkk  DDrriivvee
BBoossttoonn,,  MMAA  0022221155--33332266

IInnssttrruuccttiioonnss::
1. Complete SSeeccttiioonn  II
2. Please give this form to the physician or psychologist who 

has firsthand knowledge of the child’s condition
3. Ask the physician or psychologist to complete and ppeerrssoonnaallllyy sign the SSeeccttiioonn  IIII of this form
4. Return the form to Member Underwriting at the address indicated above.
55.. IIff  cchhiilldd  iiss  nnoott  pprreesseennttllyy  ccoovveerreedd  uunnddeerr  yyoouurr  BBCCBBSSMMAA  mmeemmbbeerrsshhiipp,,  pplleeaassee  pprroovviiddee  uuss  wwiitthh  ddooccuummeennttaattiioonn

vveerriiffyyiinngg  tthhee  cchhiilldd’’ss  ccoonnttiinnuuoouuss  eennrroollllmmeenntt  aass  aa  ddeeppeennddeenntt  uunnddeerr  yyoouurr  hheeaalltthh  ppllaann((ss))  ffrroomm  tthhee  ddaattee  tthhee  cchhiilldd
wwoouulldd  hhaavvee  lloosstt  ccoovveerraaggee  aass  aa  ddeeppeennddeenntt  hhaadd  hhee  oorr  sshhee  nnoott  bbeeeenn  ddiissaabblleedd..    WWee  mmaayy  aacccceepptt,,  ffoorr  eexxaammppllee,,
ddooccuummeennttaattiioonn  ffrroomm  aann  iinnssuurraannccee  ccoommppaannyy  oorr  tthhiirrdd  ppaarrttyy  tthhaatt  aaddmmiinniisstteerreedd  yyoouurr  pprreevviioouuss  hheeaalltthh  ppllaann  oorr  ffrroomm  aann
eemmppllooyyeerr  tthhaatt  ssppoonnssoorreedd  yyoouurr  pprreevviioouuss  hheeaalltthh  ppllaann..SSeeccttiioonn II ((pplleeaassee pprriinntt oorr ttyyppee))

TToo  BBee  CCoommpplleetteedd  bbyy  tthhee  SSuubbssccrriibbeerr

FFoorr  BBlluuee  CCrroossss  BBlluuee  SShhiieelldd  MMaassssaacchhuusseettttss  OOffffiiccee  UUssee  OOnnllyy

EEnntteerr  yyoouurr  nnaammee  aanndd  iiddeennttiiffiiccaattiioonn  nnuummbbeerr  aass  tthheeyy  aappppeeaarr  oonn  yyoouurr  BBCCBBSSMMAA  iiddeennttiiffiiccaattiioonn  ccaarrdd..

Subscriber’s name: __________________________________________________________ BCBSMA ID No.:  ___________________________________

Subscriber’s address: ________________________________________________________ Type of Coverage:    �� IInnddiivviidduuaall �� FFaammiillyy

________________________________________________________ Telephone No.:  (_______) ____________________________

If group coverage, employer’s name: ___________________________________________ Group No. (if known): ________________________________

CChhiilldd’’ss  nnaammee:: _____________________________________________________________ Child’s date of birth:  ________/___________/_____________

Child’s martial status:    �� SSiinnggllee        �� MMaarrrriieedd

Does the child have his or her BCBSMA membership? �� YYeess BCBSMA ID No.: _______________________ �� NNoo

How long has this disability existed:    �� SSiinnccee  bbiirrtthh        �� OOtthheerr (indicate approximate date of onset): _____________________________

Is the child confined to an institution or attending school? 

�� YYeess Date of admission ________________________

Name and address of institution or school: ______________________________________________________________________

�� NNoo

Is the child employed for wages?

�� YYeess Date of employment ________________________  Number of hours worked per week: ___________________

Name and address of child’s employer: _________________________________________________________________________

�� NNoo

Is the child covered under the Federal Medicare Health Insurance program?

�� YYeess Medicare Category:    �� DDiissaabblleedd        �� KKiiddnneeyy  DDiisseeaassee

Medicare Health Insurance Claim number: ________________________________________________

Hospital Insurance (Part A) effective date: ________________  Medical Insurance (Part B) effective date:  ________________

�� NNoo

Is child covered under Medicaid?    �� YYeess        �� NNoo

Is the child covered by any other insurance? 

�� YYeess Name and address of insurance company: _______________________________________________________________________

Policyholder’s name: ________________________________________________________________________________________

�� NNoo

I attest that to the best of my knowledge and belief the information given above is correct. I understand that enrollment for this child under my
coverage may remain in force only as long as the psychological or physical disability and dependency exists, and while my coverage is of the
type which may include such a dependent child. I further understand that BCBS shall have the right to require recertification as to eligibility
for continuation of dependency coverage from time to time as often as BCBS may deem reasonable.

Signature of Subscriber: ____________________________________________________________________________ Date: ____________________

�� AApppprroovveedd for duration of condition or family policy

�� AApppprroovveedd  oonn  tteemmppoorraarryy  bbaassiiss Effective date:   ___________________ Termination date:  ________________________

�� DDeenniieedd Reason: ________________________________________________________________________________________

MMeemmbbeerr  UUnnddeerrwwrriittiinngg:: _________________________________________________ DDaattee:: ________________ EExxtt.. _______________
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SSeeccttiioonn IIII ((pplleeaassee pprriinntt oorr ttyyppee))

TToo  BBee  CCoommpplleetteedd  bbyy  tthhee  CChhiilldd’’ss  AAtttteennddiinngg  PPhhyyssiicciiaann  aanndd//oorr  PPssyycchhoollooggiisstt

PPhhyyssiicciiaann  aanndd//oorr  PPssyycchhoollooggiisstt  IInnffoorrmmaattiioonn

Patient’s Name: _____________________________________________________ Patient’s Height: _______ ft. _______ inches      Weight: _______ lbs.

Diagnosis: _______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________
(print or type)

Severity: �� MMiilldd �� MMooddeerraattee �� SSeevveerree

To your knowledge, how long has this disability existed?    �� SSiinnccee  bbiirrtthh �� OOtthheerr (indicate date of onset) __________________

Is the patient presently under treatment?    

�� YYeess, describe the nature of the treatment:    _______________________________________________________________________________
(print or type)

_______________________________________________________________________________________________________________________

�� NNoo

Please describe the disability at the time of the patient’s 19th birthday:

Physically disabled: _______________________________________________________________________________________________________
(print or type)

_______________________________________________________________________________________________________

Psychologically disabled _______________________________________________________________________________________________________
(print or type)

_______________________________________________________________________________________________________

If the patient is mentally retarded, what is the mental age or I.Q.?         MM..AA.. ___________________ I.Q. ___________________

Prognosis: _______________________________________________________________________________________________________________
(print or type)

Probable future course of treatment and duration: ____________________________________________________________________________________
(print or type)

____________________________________________________________________________________

In your professional opinion, is the patient capable of engaging in self-supporting employment?    �� YYeess        �� NNoo

If patient is employed, do you know what duties the patient’s job requires?   

�� YYeess, describe duties: ___________________________________________________________________________________________________

�� NNoo

In your professional opinion, will this patient ever be capable of self-support? 

�� YYeess, indicate when: _______________________________

�� NNoo

Remarks: _______________________________________________________________________________________________________________
(print or type)

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Signature of licensed Physician or Psychologist: ___________________________________________________________ Date _____________________

Full Name of licensed Physician or Psychologist: ____________________________________________Tel. No.: (_________) _____________________
(print or type)

Office Address: _______________________________________________________________________________________________________________

City: _______________________________________________________________State:_________________  Zip:_________________

PPLLEEAASSEE  MMAAIILL  TTOO::

BBlluuee  CCrroossss  BBlluuee  SShhiieelldd  ooff  MMaassssaacchhuusseettttss
MMeemmbbeerr  UUnnddeerrwwrriittiinngg  MMaaiill  SSttoopp  0011--0077
LLaannddmmaarrkk  CCeenntteerr
440011  PPaarrkk  DDrriivvee
BBoossttoonn,,  MMAA  0022221155--33332266
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