Asuris Northwest Health Please return the completed form.
528 East Spokane Falls Boulevard By Mail: PO Box 1106
ASI ]RI Suite 301 Lewiston, ID 83501

Spokane, WA 99202 By Fax: 1 (866) 303-5117
ORTHWEST HEALTH

Affidavit of Qualifying Incapacitated Dependent Eligibility for Groups of 101+

SECTION 1 - STATEMENT OF DEPENDENT’S ELIGIBILITY (to be completed by the Employee)

Employee’s Name ID Number

Employee’s Address City State ZIP Code Group Number

Dependent’'s Name Dependent’s Birthdate

Dependent’s Relationship to Employee Dependent’s Marital Status
] Single [ Married

Dependent’s Address (if not residing with employee) City State ZIP Code

Please explain why dependent does not reside with employee.

Is dependent currently employed? Clyes ONo Date Employment Began

Position Held Average Hours Worked Per Week
Dependent’s Current Employer’s Name

Current Employer’s Address City State ZIP Code
Was d dent iousl loyed? Y N
as dependent previously employe [dYes [No Dates of Employment o
Position Held Average Hours Worked Per Week
Dependent’s Previous Employer’'s Name
Dependent’s Previous Employer’s Address City State ZIP Code

Does dependent have other health insurance coverage? [JYes [INo
If yes, please provide the name of the carrier, employee name, policy number and carrier’s phone number:

Is the dependent eligible for or have Medicare coverage? dYes [1No
If yes, please provide the type of coverage, effective date and the Medicare Number (please include the alpha prefix):

Has the dependent been declared disabled by the Social Security Administration? Cdyes [INo

If yes, what is the date of acceptance? (please attach a copy of the SSI acceptance letter)

| certify that , meets the following criteria:
Name of incapacitated dependent (please print)
1) Has been continuously covered by health insurance as my dependent with no break in coverage of more than 63 days
(please submit proof of continuous coverage with this affidavit);
2) Is incapable of self-sustaining employment due to incapacitation related to developmental disability, medical disability, and/
or mental health; and

3) Fora child over age 26, is significantly dependent upon employee (and/or employee’s spouse) for support and maintenance.

»

Signature of Employee Date
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SECTION 2 - STATEMENT OF INCAPACITATION (to be completed by the dependent’s attending physician®)

Provider’s Name Provider’s Telephone Number
Provider’s Address City State ZIP Code Provider’s Tax ID Number
Patient’'s Name Patient’s Birthdate
Date patient was last examined by attending physician. | Nature of condition causing incapacity:
Dependent needs to be seen within one year of date of |[] Developmental Disability
submission. |:| Mental Health

[IMedical Disability

[] other (please explain)
Incapacitation is: Incapacitation is:
[J Complete |:|Temporary (estimated duration is) [IPermanent
[ Partial % incapacitated At what age did patient become incapacitated?

Diagnosis of Condition Causing Incapacity: (Give as much detail as possible. Please give dates of surgery, forward laboratory
data and results of special tests, such as x-rays, EKG’s, EEG’s, efc. Attach additional pages as necessary.)

Diagnosis

Comments to Support Incapacity

Is patient or will patient be capable of self-support? Cdyes [No

If yes, from

s patient able to perform full or part-time work of any kind? []Yes [JNo

Has patient previously been able to perform full or part-time work of any kind? [dYes [INo

Attending Physician’s Name (please print) Attending Physician’s Credentials

Signature of Attending Physician Date

*The attending physician’s statements regarding incapacitation are necessary and important for Asuris Northwest
Health’s incapacitation determination; however Asuris Northwest Health is not bound by the physician’s conclusion.
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NONDISCRIMINATION NOTICE

Asuris complies with applicable Federal and Washington state civil rights laws and does not
discriminate on the basis of race, color, national origin, age, disability, sex, sexual orientation
or gender identity. Asuris does not exclude people or treat them less favorably because of

race, color, national origin, age, disability, sex, sexual orientation or gender identity.

Asuris:

Provides people with disabilities reasonable modifications and free appropriate
auxiliary aids and services to communicate effectively with us, such as:

e Qualified sign language interpreters

e Written information in other formats (large print, audio, accessible electronic formats, other

formats).

Provides free language assistance services to people whose primary language is not

English, which may include:
e Qualified interpreters
e Information written in other languages.

If you need reasonable modifications,
appropriate auxiliary aids and services, or
language assistance services, contact the
Civil Rights Coordinator.

If you believe that Asuris has failed to
provide these services or discriminated in
another way on the basis of race, color,
national origin, age, disability, sex, sexual
orientation or gender identity, you can file a
grievance. You can file a grievance in
person or by mail, fax, or email. If you need
help filing a grievance, the Civil Rights
Coordinator is available to help you.

Customer Service

Civil Rights Coordinator

PO Box 1106

Lewiston, ID 83501-1106

Phone: 1-888-232-8229, (TTY: 711)
Fax: 1-888-309-8784

Email: CS@asuris.com

Medicare Customer Service
Phone: 1-866-749-0355 (TTY: 711)
Email: medicareappeals@asuris.com

VSP Customer Service

Phone: 1-844-299-3041
TTY: 1-800-428-4833

11022024_Asuris_ WA_NDMA

You can also file a civil rights complaint with the
U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the
Office for Civil Rights Complaint Portal, available
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at
http://lwww.hhs.gov/ocr/office/file/index.html

You can also file a civil rights complaint with the
Washington State Office of the Insurance
Commissioner, electronically through the Office
of the Insurance Commissioner Complaint portal
available at https://www.insurance.wa.gov/file-
complaint-or-check-your-complaint-status, or by
phone at 800-562-6900, 360-586-0241 (TDD).

Complaint forms are available at
https://fortress.wa.gov/oic/onlineservices/cc/pub/c
omplaintinformation.aspx
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Language assistance

ATENCION: si habla espafiol, tiene a su disposicion
servicios gratuitos de asistencia linguistica. Llame al
1-888-232-8229 (TTY: 711).

AR MREERRREPX, BRALABEBES
IEENARTS, FEENE 1-888-232-8229 (TTY: 711),

CHU Y: Néu ban néi Tiéng Viét, co cac dich vy hd
tro ngbn ngr mien phi danh cho ban. Goi so 1-888-
232-8229 (TTY: 711).

Fol: @ol B AL AL A9, o] X9
Al <2 B E 2 o) 8312 + 4Lt 1886

232-8229 (TTY: 711) Ho & A3}s] FAHA L

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari
kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-888-232-8229 (TTY:
711).

BHMMAHMUE: Eciu Bbl TOBOPUTE HAa PYCCKOM SI3BIKE,
TO BaM JIOCTYIIHBI OeCIIaTHbIE YCIYTU NIEpEeBOA.

3Bonute 1-888-232-8229 (reneraiin: 711).

ATTENTION: Si vous parlez francais, des services
d'aide linguistique vous sont proposés gratuitement.
Appelez le 1-888-232-8229 (ATS : 711)

(JI_‘JE;?%IE\ . EIKEE nﬁéﬂéiﬁm\ gﬂ{*/;’@:uum
A ZRIHW=7Z0 £ 97, 1-888-232-8229
(TTY:711) £ T, BEMIZTITEE IZI 0,

Dii baa aké ninizin: Dii saad bee yanitti’go Diné
Bizaad, saad bee aka’anida’awo’déé’, t°aa jiik’eh, éi
na holo, koji” hédiilnih 1-888-232-8229 (TTY: 711.)

FAKATOKANGA'’IL: Kapau ‘oku ke Lea-

Fakatonga, ko e kau tokoni fakatonu lea ‘oku nau fai
atu ha tokoni ta’etotongi, pea te ke lava ‘o ma’u ia.
ha’o telefonimai mai ki he fika 1-888-232-8229 (TTY:
711)

OBAVIJESTENIJE: Ako govorite srpsko-hrvatski,
usluge jezicke pomoc¢i dostupne su vam besplatno.
Nazovite 1-888-232-8229 (TTY- Telefon za osobe sa
ostecenim govorom ili sluhom: 711)

uws: 1I0aSMy R SuUNw Manis],

NN SWigAMa INWESAS WU
AHMGEISINUUITHSY G Sifin 1-888-232-
8229 (TTY: 711)4

s fie: A 3H Urast g9 I, 3t s fig
A3 AT 3973 B8 He3 QussT J1 1-888-232-
8229 (TTY: 711) '3 I |

ACHTUNG: Wenn Sie Deutsch sprechen, stehen
Ihnen kostenlose Sprachdienstleistungen zur
Verfugung. Rufnummer: 1-888-232-8229 (TTY: 711)

TOF30qF:- 299675 F €I ATICT 0P OFCTHI® WCAS
SCOTE 12 ALTHP T THIEHPA: NLnHAD- 2TC
e.Lem 1-888-232-8229 (ava ot At+AGTF@-- 711)::

VYBAT'A! SIkuio Bu po3MOBIIsIETE YKPATHCHKOIO
MOBOIO, B MOKETE 3BEPHYTHUCS 10 OE3KOIITOBHOT
ciry>k01 MOBHOI miaTpuMkH. Tenedonyiite 3a
HomepoM 1-888-232-8229 (reneraiin: 711)

& fAIeI: dursa AuTel Sledgs YA dUTS !
AR YT Gerad ddres e SUHT IUTH & |

W ey 1-888-232-8229 (fefears: 711

ATENTIE: Daca vorbiti limba romana, va stau la
dispozitie servicii de asistenta lingvistica, gratuit.
Sunati la 1-888-232-8229 (TTY: 711)

MAANDO: To a waawi [Adamawa], e woodi ballooji-
ma to ekkitaaki wolde caahu. Noddu 1-888-232-8229
(TTY: 711)

Tusensu: fraauwan e ng

anaInsn Igusnsthomderenun lgws Tus 1-888-
232-8229 (TTY: 711)

EUOQﬁu: M09 BncdwaZ 999, NIVOINIVFOBCHEDOIVWIF,
Yoebcdye, cuviuwenlvuin. ws 1-888-232-8229 (TTY:
711)

Afaan dubbattan Oroomiffaa tiif, tajaajila gargaarsa
afaanii tola ni jira. 1-888-232-8229 (TTY: 711) tiin
bilbilaa.

Ladi o 0BG )y sy (Al ) gt (S (o Camaa a8 Gl 40 S) 4 gl

2,80 i 1-888-232-8229 (TTY: 711) L 280 e pal i

1-888-232-8229 & 3 Juail ol ell il 55y salll saclusal) Cladd Ga cAalll S8 Gaaati i€ 13 i sale
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