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INSTRUCTIONSI This form must be completed when an enrollee applies for coveraqe on behall of
a dep€ndent child who is other than the enrollee's own child, adopted oi oepenoCnt iiedctritO, For suctr
a dependentto be etigible, ihe child must, among orher thinls, (i) reside pennanenrfv ihlhe enroilee's
nome and (Z) receav€ mor€ than 50 porcent of support from the enrollee, includinO niedical exoenses.
It you hav€ a dependent who meets these criteria, please complete this form and submit broof of
suppon.

ll.-:tf.ld^::f!yly, t",.fgl9 accuralely and initial your regponsg to each of the foilowing questions.
rr you nave qu€sfions, contact your agency Heahh B€netits Administrator.
Parr A- ENFOLLEE'S STATEMENT

Health Insurance

's Address No. and Str€sr City State Zip Code

Agency (if oo the payroll) Telephone
Work Home

DeDand€nl's Birth Oate

1 What relationship b the dependent to you?

Who has legal custody of this d;pendent?

${ggg nclng in,place of th6 parenr (in teo parcntigl lor this dipenoent, | 0 have D have not assumeoresponsrbitltv tor medical em€nses ior the above nam€d dipendent uhtt ttre c'nfld-ts ;9! ig';l; ;ifierilii nolonger eligible tor enro||rrcfli in th€ Naw york Stare Hlitrn irisrjEnci}ilgram.
4. What percent ol th6 d€ponddnts support do you provids?

l]::?1:ter,tv.-9r",imentarion.of this.. s.,lport ror exampre, papers indicaring regar guardianship or a copy ol)our reoelal lar ftttum llstino lhe individual as s d€pend€nt. tf iou do not cts'irn ihe iapenoeirirSn a tai-idtu^,we wilra.ccopr a ronerfrom fcpA oran.anom{ nulGe a!'ri;iiiiiiuro ue criirilJ';;;;;6;ium-;;.",cunenl IRS regulations if 1ou chose to do so. '
a I Y€s fJ No

6. Hovv bng do you anticipale such l€galresidenc€ wllt continue?

8e 3pgcirrc; duration of resid€nce it categoriz€d as 'inderinit€. o( "unknown- is nor quaritying.

ls your home the permanent log€t rB#ence ot his dopendent?

Explain

Thc stat' mry rrqucat ruch proot of cuppon end/or rcridcncy that mry bc r3tbtrctory to iL

J( 7h.- D rsfnc-t rctq/ rc_s ptoo€.
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STATE OF NEW YORK

OEPARTMENT OF CIVIL SEFVICE
THE STATE CAMPUS

aLBANI NEW YORK 1223S

EMPLOYEE BENEFITS DIVISION
STATEMENT OF DEPENDENCE

FOR PABTICIPATION IN THE HEALTII INSURANCE PROGRAM
PS-.57 O/011)

PERSONAL PRIVACY PROTECTION LAW NOTIFICATION
Thg intormation vou Drovide on this application is being requested in accordanc€ with Article 11 ol th€ Civil
Service law for th'e principal purpose of enabling th€ D€panm€nt of CMI S6Mco lo enroll a d6p€ndanl child the
N9w York State hedlth Insurance pog.am. (NYSHIP) This inlorrnalion will be used in accordance wiih Ssction
96 ( l ) ot the Personal Privacy Protecnon Law, panlcularly subdrvlsions (b), (e), and (l). Failure to provide lhe
inloniplion reouested may resull in the dioapproval o{ your apDlication. This informatron will be maintained by
the Oirector, Employee Bsirsfits Division, Oebarmsnt of Civil Service, The State CamPus, Albany, NY 12239. Fot
lunher inlormation ielatlng onry lo th6 Psrsonal Privacy Protgclion Law call (518) 457-9375,

ThB intormation nusl be true and accurate, pul6uanl to the following:

Section 1035 ofTitlc 18 ot tho United Strter Codr:

(a) whoever, in any mati€r involvrng a hoalth car6 bgnelit program, knowingly and willtully - (1) laloilies, conceals, or
coverg up by any trick, acheme, or device a material lacl; or (2) makes any malerially lalse, lictitious. ot fGudulent
statemenl or reprasentationE, or mak€s or ug66 any materially talse wriling or documenl knowing lh€ same 1o conlain
any malerially lalse, lictitbus. or fraudulent statement or enlry, in conneclion with the d6liv6ry of or paymenl lor health
care benetits, items, or ssrvices, shsll b6 tined under this title or imprisoned nol more than 5 ysars, or both.

Sec-tlon E6-4 ol title ll of the Ncw York CompilaUon of FluLs .nd Rcgulations:

Any percon who knowingly and with int€nl to defraud any insurance compsny or othsr parson files an applicatlon
tor ingurancg or statemenl ol claim containing any met€rially tal6e inlormation, or conceals lot th€ purpos€ of
misleading, inlormalion concerning any facl malerial lh€reto, commits a traudulent insuranca act, which is a
crime and shall also be sublect io a civil penalty not to €xceed tive ihousand dollars and lhe staled value ol the
claim lcr 6ach 6uch violation,

Scction 176.05 of thc P.nal Lavr:

A fraudulent insurance act i6 committod by any person who. knowingly and with intent to delraud presents,
cauEes lo be presented, ot prepares wilh knowledgs or belief thal it will bo presenlod to or by an insur6( 6ell
Insurer. or purported ins-ursr, or purporled s6ll in6urer, or any aggnt lh€r6of, any writlen statemor{ as part ol,
or in support of, an application tor the issuanca of, or the ratiirq d a comrnercial-insurence Dolica, or ceititicaie
or gvidgnco of sell insuranco lor commercial insurance or commercial 6elf insurance. or a ctai;it for oavment
or other benefit pursuanl to an insurancs policy or self insurance proEr:lm lor commercial or personal iisrirance
vthich he knows.to: (j) canlain -matedally fals€ information conceinin! any |ac{ material therato: or (ii} conceat,
lor th€ purposo ol mrsleading, informatbn concBminq any lact rnaterisl th-sreto.

Date E^rollee's Signatu16

Swom lo befora ms lhis

Day of

Nolary Public

n Approved

Dbapproved
DatB Tran6aclion submined to add Dependsnr (it necessary).

Dat6 Signature ot Hoalth Eenefit Administretor

FORM E RETAINED EYTHE AGENCYTHIS

TOTAL P. A2


