
560 East 200 South, Salt Lake City, UT  84102
Enrollment: 801-366-7555 / Toll free 800-765-7347 / Fax 801-328-7309

Duplicate Coverage Inquiry 
for Coordination of Benefits

Employee Name (last, first, middle initial)

Insurance 
Company Name & 

Phone Number
Name of Policy Holder

Name of Parent / Guardian Date of Birth (mm/dd/yy)

DCI     Updated 11-29-16

Describe Relationship to Children
(e.g., father of James, step-father of Mike)

Policy Holder’s Policy 
Number

Effective Date 
(mm/dd/yy)

Type of 
Coverage

Policy Type

Health

Health

Health

Dental

Dental

Dental

Both

Both

Both

Active A (only)

A (only)

A (only)

Active

Active

Retired A & B

A & B

A & B

Retired

Retired

Medicare
Individuals Covered 

by Plan
(First Name Only)

Please note: the following section must be completed with all applicable dates, if incomplete, claims may be denied.

Additional Dependent Information and Required Signature Continued on Back

Mailing Address

Social Security Number

City / State / Zip

Primary Phone

Alternate Phone

Birth Date (mm/dd/yy)

Yes____  No____  Have you or your dependents been covered by any other Medical or Dental plan during the time you have been 
enrolled in PEHP and the other coverage has since terminated?

If yes, you must provide PEHP with a termination letter from either the insurance company or the employer this plan was 
provided through. This letter must include the following: name of the group plan, names of dependents covered by the plan, 
effective dates (of each dependent), termination dates (of each dependent), type of coverage (e.g., medical, dental, or both), and 
the policy type (e.g., active, retired, or discount program).

Dependent Information

Yes____  No____  Are there divorce decree(s), paternity papers, legal guardianship or adoption papers, which apply to your 
dependents/children?

If yes, please submit a copy of the complete court-signed documents AND complete the following sections.



Duplicate Coverage Inquiry for Coordination of Benefits Continued

Children Over 18

Explanations

Child’s Name

Employee Signature Date

Lives with (Name of parent/guardian, if none, put “none”)

Before signing, make sure you have attached all requested documentation and have completed all applicable sections of this 
form so your enrollment is not delayed. You may be asked for additional information and/or documentation. Please note: It is the 
employee’s responsibility to notify PEHP within 60 days of any change affecting dependent eligibility (i.e., birth, marriage, divorce, 
etc.).

I represent that all information is true and correct. I understand and agree that any false information I provide on this form may, 
at PEHP’s sole discretion, result in a limitation or termination of my insurance coverage. By signing below I hereby: (1) authorize 
PEHP to release information to dental providers, insurance entities, or other entities necessary to process claims and administer 
the Health Plan; (2) certify all dependents listed are eligible for coverage; (3) understand if PEHP is not notified that a dependent is 
ineligible and subsequent claims are paid, I will be responsible for reimbursement to PEHP for any claims paid in error; (4) agree to 
the terms and conditions in the PEHP Master Policy.
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