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DEPENDENT CERTIFICATION FORM
Please complete Sections A and B, C or D of this form as applicable to ensure that accurate benefit eligibility is determined for your dependent.
Incomplete or illegible forms will be returned to the sender, resulting in delayed processing.

Please send to: Dependent Certification
United Concordia Companies
PO Box 69417
Harrisburg PA  17106-9417
Fax number:  1-800-329-9093
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(To be completed by Employee)
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(To be completed by Employee)

Email AddressPhone Number

Will the dependent be graduating within 12 months?

If “Yes,” please provide the expected graduation date:

Failure to provide the expected graduation date may result in 
delayed processing and/or termination of dependent coverage.
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