WMC Westchester
Health = Medical Center

Westchester Medical Center Health Metwork
Coverage for Dependent Children Questionnaire Form ﬁ

CIGNA HealthCare
The patient will enter the Subscriber’s Name, Subscriber’s | ... oopee this fom.

Address, Their relationship to the patient, Cigna widing the child's medical coverage, unless legally

health benefits amd make sure vou mecekve mpt,
healthcare group number and member 1D number. le the Enformation we've ,._.qm‘:l.d_ P
Fleasc return This completed quistionnaire form o ihe CIGsA HeallhCare Claims Center listed on your CIGNA HealthCare 1D
card. If you have any questions or need assistance in completing this form, simply call the Claims Center and a representative will be
happy to help you,

PFlease fill out form completely. Please note: This form cannot be submitted online. After filling in all of the fields, please print this
torm by clicking the button at the end of this form or by using your web browser's print function and mail it to the CIGNA

AN alfaty v

EMPLOYEE ENROLLED 1M A CIGMA HEALTHCARE PLAN:

EMPLOYEE ADDRESS. (Steet) [Apt W) (Cityl (Siafe] (Zip Code)

RELATIONSHIP, CIGHNA HEAL THCARE GROUP NUMBER CIGMNA HEAL THCARE MEMEBER ID NUMBER:

! The Subscriber will input all listed dependents on
2

s the Health Insurance.

WHO HMAS LEGAL CUSTOOY OF THE ABOVE NAMED DEPENDENT|S)? DO ANY DEPENDENT CHILDREN LIVE WITH YOL?

IF RO, PLEASE PROVIDE THE NAME. DATE OF BIRTH AND ADDRESS OF THE PARENT/GLARDI

H WHOM THE DEPENDEMNT(S) LIVE{S):

ParentTusrdan Nams = —

Addmas The patient MUST select YES or NO for EACH of the

15 THE PARENT WHO DOES NOT HAVE LEGAL GuElome SRl cor| following.

CHILD{REN]S HEALTH CARE EXPENSES?

:"'-Emgr_m ABEIGNS FINANCIAL RESPONSIHEILITY TO UHE PARENT [ |F the dependent does not live with the subscriber,
the subscriber must input the other biological

FLEASE PROVIDE THE RAME AND SDCIAL SECURITY NUMBER OF

P parent's information

IS THE MEALTH CARE COVERAGE THROUGH AN EMPLOYER? [ | [Yes | [No|

IF YES, PLEASE PROVIDE THE EMPLOYERS NAME AND ADDRESS

Emgivyer Name

The individual completing the form must sign and date.
T —— — — Please note, if the form is not completed accurately the
_— form will be deemed Invalid

Address

Addrass:



WMC Westchester
Health Medical Center

Westchester Medical Center Health Network

Spousal Coverage Questionnaire Form

The patient will enter the Subscriber's Name, Subscriber’s
Address, Their relationship to the patient, Cigna

omplete this form,
healthcare group number and member ID number. The make sure you | ecelve prompt, fi i e

spousal information and the spouse employment status.,  [! "¢Ve requested.
pims Center listed on your CIGNA HealthCare 1D

CIGNA HealthCare

card. If you have any questions or need assistance in completing this form, simply call the Claims Center and a representative will be
happy to help you.

Please fill out form completely. Please note: This form cannot be submitted online. After filling in all of the fields, please print this

EMPLOYEE ENROLLED IN A CIGNA HEALTHCARE PLAN:

EMPLOYEE ADDRESS. (Steef) (Apt. %) (City) (State) (Zip Cooe)

RELATIONSHIP. CIGNA HEAL THCARE GROUP NUMBER CIGNA HEALTHCARE MEMEER ID NUMBER.
[Jsat [ ] Spouse

SPOUSE'S NAME. SPOUSE'S DATE OF BIRTH. SPOUSE'S SOCIAL SECURITY NUMBER.

IF YES, PLEASE PROVIDE THE EMPLOYER'S NAME AND s
Empicyer Name IF yes, the subscriber will input the spouse’s
Address emplover information.

DOES YOUR SPOUSE PARTICIPATE IN A HEALTH BENEFITS PLAN OFFERED BY THIS EI.W [T Yes [ No|

IF YES, WHAT'S THE HEALTH CARE CARRIER'S NAME, ADDRESS ANDPOY - 1o patient MUST select YES or NO for EACH of the
following.

WHEN DID YOUR SPOUSE'S COVERAGE BECOME EFFECTIVE? WHEN DOES THIS COVERAGE PERIOD EXPIRE?

DOES YOUR S COVERAGE EXTEND TO DEPENDENT CHILDREN? [~ ] Yes [ ] Mo A
IS YOUR SPOUSEORE TIRED? IF YES, WHAT IS THE DATE OF YOUR SPOUSE S RETIREMENT?
Yes No

AREJYOU COVERED BY MJDICARE? IF YES, YOUR ME TR ;i -

Cdves [ The individual completing the form must sign and date.
IS YPUR SPOUSE COVERSP BY MEDICARE? | I YES, yoursr{ Please note, if the form is not completed accurately

Clve [Jw the form will be deemed Invalid

IS COVERED UNDERIMEDICARE PART A? W  —
st [Is []ser  [] Spouse

COVERED UNDER MEDICARE BECAUSE OF KIDNEY FALURE? WHEN DID KIDNEY DIALYSIS BES




