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CONFIRMATION OF HEALTH INSURANCE COVERAGE
FOR ADOPTED CHILD

Date requested: __________________________________

Family name: ________________________________________________

Address: ____________________________________________________

City/State/Zip: _______________________________________________

Insurance Company: ___________________________________________

The following is to be completed by one of the following:  a representative of the Human Resources Dept., Benefits Dept., or the Insurance Company:

From the date of the child’s entry into the adoptive family, the child shall be considered a 

legal dependent of _________________________________, who shall be responsible for




(Policy Holder)

any and all treatment for the child necessitated by previously diagnosed or undiagnosed

medical, emotional, developmental or physical problems of the adoptive child.

Under ______________________________ Policy, the child will be covered as follows:

Immediately upon arrival

Yes ______
No _____

For emotional/Physical therapy

Yes ______
No _____

For pre-existing conditions

Yes ______
No _____

For diagnosed conditions

Yes ______
No _____

For undiagnosed conditions

Yes ______
No _____

For treated conditions


Yes ______
No _____

For untreated conditions


Yes ______
No _____

Please state clearly, any exceptions or limitations to the above: _____________________

________________________________________________________________________

I am authorized by the ___________________________________ Insurance Company to respond to the questions contained herein.

_______________________________


_______________________

Signature and Title





Date

_______________________________


_______________________

Printed Name






Telephone

Please return this to the policy holder.  Thank you for your assistance.
Axis Adoption & Consulting Services Inc. 

P.O. Box 8194  Seminole, Florida 33775
Phone:  (727) 657-2129

email:  axisadoption@msn.com

