DELTA DENTAL PLAN OF NEW JERSEY, INC.

CERTIFICATION OF HANDICAPPED CHILD’S DEPENDENCY STATUS
INSTRUCTIONS FOR COMPLETION:

1. Subscriber – Please complete the information requested below, and present this form to your child’s physician.         

2. Physician – Please complete and sign the physician’s statement below.

SUBSCRIBER’S NAME: ___________________________________________

SUBSCRIBER’S SOCIAL SECURITY NUMBER:_______________________

SUBSCRIBER’S GROUP NUMBER:__________________________________

CHILD’S NAME:__________________________________________________

CHILD’S DATE OF BIRTH:_________________________________________

                                                        Month                Day              Year

PHYSICIAN’S STATEMENT:

I hereby certify that ______________________ is incapable of self-support, due to the following condition (please list specific diagnosis).

_________________________                                                          __________________

Physician’s Signature                                                                                    Date

MAIL THIS FORM TO:

Delta Dental Plan of New Jersey, Inc. 

P.O. Box 222

Parsippany, NJ   07054

Attn: Customer Service Department

