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Employee’s Name 	Firm # 	Certificate # 

Dependent’s Name 	Employee’s relation to the dependent 

Dependent’s Present Age 	Dependent’s date of birth (YYYY/MM/DD) 

1.	 Is the over-age dependent financially dependent upon you?      �T Yes    �T No 

2.	Is the disabled dependent eligible for �a) benefits under a government Plan?     �T Yes    �T No 
b) health, dental or disability benefits from another group plan?     �T Yes    �T No
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