CAPITAL AREA SCHOOLS HEALTH INSURANCE CONSORTIUM (CASHIC)

12 Computer Dr West, Albany, NY 12205 -~ (518) 689-1555, emorrissetie@amsure.net
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eason/Comments:
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LIST APPLICANT AND ALL ELIGIBLE DEPENDENTS * (See Dependent Verificati

Copy of Medlcare

Do you have a disabled depehdent beyond age 187 OYes [CINo
List name(s):

School Name and Address:
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Da your dependents reside in your home? [0Yes OONo Full-time college students age 19 and over (Dental Only): Dependent Verification®
If No, give address: List Names:

Applicant's Signature:

Date:

Employer's Signature;

Date:

School District Representative (SDR)
Date:

(please Initial)

* The SDR by inilialing above affirms that they have received and reviewed
the required dependent verlfication documentation, and thal the dependents
for whom this applicant is requesting coverage meet the minimum standards
for dependent coverage established by this district and the Capital Area
Schoals Health Insurance Censortium (CASHIC).
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