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Health insurance benefits in the Nerv York State Health Insurance Program (NYSHIP) are available for an

enrollee's disabled dependent children as described beloR, The enrollee's dependcnt child $ho is covered as a

full-time sludent between the ages of 19 and 25 and is disrbled or becomes disabled ryhile a covered full-time
studcnt or disabted before the 1t'h birthda) is also eligible to spply for disabled dependent status.

Healtb rnsurance benefits in the Nelv York State Heath lnsurance Program (NYSHIP) are available for an

enrollee's dependent children as described under the following circumstances:

L The enrollee's o\\'n, legally adopted (including children in a waiting period prior to finalization of
adoption) and dependenr stepchildrEn who are unmalried. age l9 or older, who are incapable ofself-
support by reason ofa mental or physical disability incuned before termination of€nrollmenl in NYSHIP
are eligible.

2. The €nrollee's "olhei' dependent children who are age l9 or older are also eligible, ifthey are incapable
ofseLf-suppo( by reason ofa mental or physical disability, rcside permanently with the enrollee drd
receive more than 50 percent oftheir support from the enrollee, inciuding medical expenses.

You must also complete a PS-457 Statement ofDependence to establish &other" dependent children's
eligibilitv for NYSHIP.

Any €xpenses incurred for the attending physician's statement on the PS-451 Statem€nt ofDisability are the

responsibility ofthe enrollee or Dependent and are not consider€d a covered medical expense See your General

Information Booklet for addilional informadon and fof whom to contac!, ifyou have questions.

Approval for enrollment in NYSHIP is contingent upon conrnuilnce of lhe enrollee's Family Coverage undef lhe

Ne\\ York State Health Insurance Program. The employing agency or the Employee Benefits Division will nolify
the enrollee ofthe carrier's or HMO's dete.mrnatron.

Note: The Employce Benefits Division ofthe Department ofCivil Service is the employing agency fof retirees,
vestees and dependent sun,ivors, enrollees covered under Preferred List provisions and COBRA enrollees ofNew
York Slate Govemment and Panicipating Employers. For enrollees either curently or iormerly employed by
Participating Agencies, the employer is the employing agency, regardl€ss ofthe enrollee's stalus.

Ir-STRUCTIONS FoR cOMPLETING THE PS-451 STATEMENT OF DISABILITY

L Enrollee completes Part A.
2. Agency compleles Part B, (Pans A and B must be completed before any other pa softhe

form are completed to ensure confidentiality ofthe Dependeni's medical infomarion).
3. Leave Part C blank
4. Enrollee completes Part D.
5. Attending Physician completes Part E (attending physician cannot completc this seclion

until Pa(s A, B and D are complete).
6. Enrollee or Attending Physician mails the completed form to:

Empire Plan Enrollees Mail To: 1 HMO Enrollees lvail To:
United HealthCare
Administrator for Metropolitan Life Insurance Company I Mail this form directly to your HMO.
CPO Box 1600
Kinsston. New York 12402-1600



StsieofNc\ York
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E]\IPLOYEE BENEFITS DIVISION
Statement of DisabilitJ"
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PART A To Be Cont eted B E rollee
Heallh lnsurance lD Numbcr

State Zip Code

Enroltce's Nanle /Prttl

Dcpendent Inform a tion Relarionship
n Dauqhrcr I orher Child'

Dependenl Nane Dependenl Social Secunry Number D€pendenfs Date ofBinh

Persotral Privacv Protection Larv Notification
The infornation you provide on this application is requ€sled for rhe principal purpose ofenabling lhe NYS Department ofCivil
Service to process your request to conrinue enrollmeni for a drsabled dependenl l9 years ofage or older in the New York Stale Heahh

Insurance Program, State Adminisrered Dental Program, Siare Administered Vision Program, and./ or Employee Benefil Fund Program.

The informari;n will be used in accordance with Section 96 (1) ofthe Personai Privacy Protection Law, panicularly subdivisions (b).

(e) and (0. Faiiure to provide rhe infonnation requesred may prev€nt the Deparment from processing this application This informalion

w;ll be mainrained by ihe Direcror. Division ofEmploye€ Benefits, NYS Depanment ofCivil Seruice. The Slaie Campus. Albany, NY

12239. For informarion relat€d only to rhe Personal Privacy Protection Law, call (518) 457-9375. For irformltion, related to the

Eligibitity ofDisabted Dependents, contact yourAgency Health Benents Administrator. If, sfter calling your Health B€nefits

Ad;inis;rator, you need more information concerning coverage for Disabled D€pendents, Please call (518) 457-5?54 or l-800-

833-4344 betwe€n the hours of9:00 a.m. and 3:00 p.m.

i requesr continuarion ofherlrh insurance coverage for fie abo\ e named Deperdenl. who is disabled and incapable of self-suppon
* If rhc child is nor my ow.. lcsrlll adopred (including a chitd in a \\ai(ing period prior ro finalization ofadoption) or dependent

stepchild, t have compleled lnd submiued a PS-4i7 Statemenr ofDependc.cc wilh rhe requesled documentation to nu AgcncyHeallh

Bencfi ts Admrnisrraror.

Enrollee's Signature Date

PARTB (To Be CoMDleted B PLEASE PRINT ORTIFE

Effective Date Oflnsumnce For Dependent Above. Pr€!ious Statement Submitled?

1-l Yes llNo

Was Dependent A Lale Enrollment?

flYes []No
Enrollee'sHealih Insurance Covenge:

n Individual [Family
Health Insurance Option

Ll Lmprre rran LJ HMO (wnc opion and name)

Employ'ng Agency Agency Code

I have review€d the dependent infotrnarion and have verified that tbe Dependent neets the eligibiliry requirenents of the P.ogram.

Aulhorized Signature Dste

PART C (To Be CoM eted Bv Uhited Healrhcarc or The Heakh Maiulena ce orya ization

Ll Permaoendy Approved T€mporarily Approved
Through (C'v€ Date)

! oisapproved

Signeiure Date



strie of^\erv yo.t
D.pa.rm.nt of Civit Sen,ice

TheSiareCanpus
AIban.,", N\, t2219

"M*"3,:*3:SRTEFrrs 
D rvrs roN

Dependent 19 years ofAge ir Older PS-451 (6/02L)

eted By Ehroll

't.r ',,,i ucpcnoenr contrned In a ho\pital or orher inslitulion on the date your insurance becam€ etleclive?
was:t:.': 

::l:denj confined-?r home and under rhe care of a physicjan for rhe disablins condidon on theoare rnsu.ance becam€ effective?

9l::f11"9 * *1" *" 
"ftached 

sh€ers rosive deraits. ro whar €xtent were Dependent\acuvrires restrjcted lo your home?)

Was Dependent reieased fron such confinem€nr or physjcian,s care?

re'cent of s':ppo.t p.o, iaea!
%

fives !lo

I Yes ENo

D Yes ENolfso, give date

Erplainl

Dcpendenr Qu€stionnaire
Is oependenr p.esenrly cnpG[a?- Is Dependenl mar.ied?

!ves ! i'ro
! 

,Chk 
if D+.n&*

PART E 'oBeC ed Atten 'ng Pltysician

Comptere aescriprio

Ifnte space is rece$an. afuach ad.titionatpases.
are answercd comptetety, a determination cannor oe made.

PLEASE

Physician's Name
Physician's Address

Ij rirs Dependenr Incapabte of setf_supporl bv reaso" .r.r*-,"**i*]* _l--- --#physicatormentalhealthdisabiliry? ! vesOate aependent becam- ,ncapaUle ofsetf_ Esr;mared curarron ordi-Eirr[ Dare ot y our mosr,eceiiEiillni n7

Physicirn's Signature


