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SHBP

State Health Benefit Plan
A Division of the Georgia Department of Community Health

DEPENDENT VERIFICATION SERVICES (DVS)

SHBP requires documentation confirming eligibility of dependents and/or a Qualifying Event,
such as a marriage or birth certificate. Upon a change in dependents and/or a Qualifying Event,
the following applies:

Verification Request

Members will receive a letter via US mail requesting the verification of dependents and/or
events. If the member has an email address on file, the member will also receive the
verification request via email. Each verification request includes instructions for submitting
documentation.

Emails and letters are generated each day once the information has been entered into the
SHBP Enrollment Portal.

Cover Sheet

Each verification request (both email and letter) includes a Cover Sheet with a unique barcode.
The Cover Sheet MUST accompany any documentation submitted for verification. If the Cover
Sheet is not included, the verification may not be processed.

Submission of Verification Documents
Members may submit verification documents:

. Via fax to ADP’s secure line
The ADP fax # is included on the Cover Sheet and should not be provided to
members prior to their receiving the Cover Sheet since the Cover Sheet MUST be
included when faxing documentation.
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Submission Deadline
Verification documents must be submitted within 45 days from the date the event is entered
into the SHBP Enrollment Portal. The deadline date is included in all verification requests.

Incomplete Submission

If the verification documents received are incomplete, ADP will contact the member to request
the remaining documentation in order to complete the verification process. (See the Sample
Resubmit Letters -- Incomplete at the end of this job aid.)

Approvals
When approved, the member receives a notification of the approval via email, if an email
address is on file, and by letter sent via US mail.

Denials

A dependent or event which cannot be verified before the verification deadline, including a 15-
day grace period, will be denied (as of 60" day). The member will receive a notification of the
denial via email, if an email address is available, and by letter sent via US mail. The letter will be
sent at the close of the verification period, and will include the reason(s) for denial.

Disabled Dependents

Disabled dependents have a two-step approval process. SHBP provides a medical review for

the dependent’s disability while the relationship verification follows the ADP process outlined
above. On a weekly basis, SHBP sends medical review follow up, by letter sent via US mail, to
those members indicating they have a disabled dependent.

Cancellation of Coverage

In the event of a denial, coverage will be removed for the applicable dependent(s) effective the
end of the month in which evidence was denied. No premium deductions will be refunded
since the dependent(s) had health coverage during the verification window. For example, if the
verification period (including the grace period) ends on December 15, coverage ends on
December 31°.

Carrier Notification

ADP is responsible for notifying carriers of eligibility. Allow 7 — 10 business days from the time
the time the dependent and/or event has been entered into the SHBP Enrollment Portal for
coverage to be active with the carrier. Coverage for dependents is active during the
verification process, and will be terminated according to the terms above. (See the Sample
Denial Letter section.)
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List of Acceptable Documentation for an EVENT
The following is a list of acceptable documentation for providing evidence of an Event.

Event Name Proof List
Birth Birth Certificate with Parent's Name Listed
Hospital Birth Record with Parent's Name Listed

Certified Copy of Court Order/Decree

Adoption Adoption Certificate
Certified Copy of Court Order/Decree

Marriage Marriage Certificate
Certified Copy of Court Order/Decree

Divorce Divorce Decree

Gain Guardianship

Lose Guardianship

Loses Group Coverage
Elsewhere

Gained Coverage
Elsewhere

Dependent(s) Loses
PeachCare or Medicaid

Dependent(s) Gains
PeachCare or Medicaid

Certified Copy of Court Order/Decree

Documentation of Legal Custody

Documentation of Legal Guardianship
Documentation of Loss of Legal Custody
Documentation of Loss of Legal Guardianship

Letter from Previous Employer w/Coverage End Date

Letter from Insurance Verifying Loss of Coverage
HIPAA Certificate

Letter Verifying Other Coverage from Employer

Letter Verifying Other Coverage from Insurance Co
Letter Verifying Loss of PeachCare/Medicaid Coverage

Letter Verifying Gain of PeachCare/Medicaid Coverage

Dependent Verification Services



List of Acceptable Documentation for a DEPENDENT
The following is a list of acceptable documentation for providing evidence of Dependent.

Dependent Please submit one item from List A OR one item from List B AND List C. If you are
submitting a document from List C, it must be dated within 6 months of the audit end
date and have the dependent’s name listed on the document.

List A List B List C
Spouse Current Federal = Common Law Bank or Credit Card Statement with
Tax Return with | Affidavit Common Address
Bt:feedndent Mortgage or Lease Statement with a
Common Address
Marriage . .
Certificate Motor Vehicle Statement with a Common

Address
Utility Bill with a Common Address

Dependent ' Please submit one item from the list below.

Child Birth Certificate with Parent's Name Listed
Adoption Certificate

Adoption Placement Agreement
Documentation of Legal Custody
Documentation of Legal Guardianship
Qualified Medical Child Support Order
Hospital Birth Record(Within 90 Days of Birth)

Dependent Please submit one item from List A and the item from List B.
List A List B
Stepchild Birth Certificate with Parent's = Marriage Certificate
Name Listed
Dependent Please submit one item from the list below.
Overage Children Birth Certificate with Parent's Name Listed

(this will include Disabled
Dependents)

Adoption Certificate

Adoption Placement Agreement
Documentation of Legal Custody
Documentation of Legal Guardianship
Qualified Medical Child Support Order
Hospital Birth Record(Within 90 Days of Birth)

Dependent Verification Services



Appeals

A member whose dependent coverage has been cancelled for denial of verification may contact
SHBP Member Services at 1-800-610-1863 to discuss the appeal process. A Member Services
representative will instruct the member on next steps and how to request an appeal.

Contact Information
Call SHBP Member Services for questions related to Eligibility (Dependent) Verification at
1-800-610-1863.

Sample DVS Documents

Important: Sample Dependent Verification documents are included for general reference only
to understand the information that is typically sent to participants. These documents are
subject to change, and should not be shared directly with any participants.

Dependent Verification Services



SAMPLE APPROVAL LETTER:

ADP Dependent Verification Services
7SHSHBP
Alpharetta, GA 30023-4350 =" suute Health Benefit Plan

A Diigan of Dha Gorgpa Cupaiimast o Cavvaasiy Haath

09/12/2014

00000
;=% ROBERT A TESTFAMILY
% 5 COLUMBUS SOUARE
s UNIT #1
Y BENEFITS, UT 84119

Dear ROBERT A TESTFAMILY:

You recently provided the required proof of eligibility for your dependent({s) and event. This letter is to inform you the
dependent verification process has been Approved based on the documentation you provided.

If your dependent is disabled, a secondary verification process is required before final approval can be determined.
Please contact SHBP Member Services, no later than 14 calendar days from the date of this letter, for more information on
completing the Disabled Dependent process.

Dependent/Event Information

MHo. Mame Birth Date Dependent Type Dependent Status
2 JOHN TESTFAMILY 0472772014 Child Approved
Event Event Status
Loses Group Coverage Elsewhera Approved

We appreciate your prompt attention to this request. If you have any questions regarding the verification process, please

call:
SHBP Member Services
1-800-610-1863
Representatives are available 8:30 a.m. - 5:00 p.m. EST (Monday-Friday) (except holidays).
You may also log onto hitps:iwww.adpdvs.com to view a copy of this letter and review the status of your audit.
Sincerely,

State Health Benefit Plan

Dependent Verification Services



SAMPLE DENIAL LETTER:

ADP Dependent Verification Services
7HSHBP
Alpharetta, GA 30023-4350 =" Swte Health Bencfit Plan

& Dowizs of tha G Duparysas! ol Corvmusty Haitth

09/12/2014

000006
%E CHRISTOPHER M TESTFAMILY
g 123 AUDIT LANE
wesss BEMEFITS, UT 84119

TIECK D000

Dear CHRISTOPHER M TESTFAMILY:

This letter is to inform you the required documentation was not received to verify proof of eligibility for your dependentis).
The dependents listed below as Failed in the Dependent Status column will be removed from coverage.

If your dependent is disabled, a secondary verification process is required before final approval can be determined.
Please contact SHBP Member Services, no later than 14 calendar days from the date of this letter, for more information on
completing the Disabled Dependent process.

Dependent Information
No. Name Birth Date Dependent Type Dependent Status
3 MEGAN N TESTFAMILY 08/20/1989 Child Approved
4 CYNTHIA LYNN TESTFAMILY 08/25/1963 Spouse Approved
6 JACOB G. TESTFAMILY 11/04/1994 Step Child Failed

If you have any questions regarding the verification process, please call:

SHBF Member Services

1-800-610-1863
Representatives are available 8:30 a.m. - 5:00 p.m. EST (Monday-Friday) (except holidays).
You may also log onto hitpst/iwww.adpdvs.com to view a copy of this letter and review the status of your audit.

Sincerely,
State Health Benefit Plan

Dependent Verification Services
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SAMPLE REMINDER LETTER: (PAGE 1 OF 3)

ADP Dependent Varification Services
P.0. Bax 4350 SHBP
Alpharsita, GA 30023-4350 State Mol trm:m Pm-

= Dovmrn o o b Dncaram @
0&A 82014

[ 2 g

L% MICHELLE L TESTRAMILY
£ 123 AUDIT WAY
=== BEMEFITS, UT 84110

VERIFICATION DEADLINE
fanrzmd

Dear MICHELLE L TESTFAMILY:

This lettar is a reminder that the reguired documeaniation for vour depandsniis) and savanl has not been recehed. As part
of EHEP s confinued affori o provide compaliive benafls, we are varilying the slipbility of coverape Tor each of your
gependents, as well as validating the avand that was used io add them fo coverage. Your participation in this veriflcation
procass will halp ensure hal only eligible depandants are enmalled in coverage.

All you need to do is complete these three simple steps:
1. Reaview tha snclosad Cover Shael and confierm thatl sach gependent |5 sligible Tor coverage and the svent Is valld.

Z. Oblain the reaguired documaniation for sach depandant and the event isied on e Cover Sheaet. For informabon
regarding wherns io obtain he necessary documeaniation, kog onio http:ihwww. cdc gowinchsfwaw him or

Diipciaaca wilairec com.
3. Uplcad ar fax the completed Cover Shaet, along wih the requirsd doocumantation, by FB0A2044.
SECURE UPLOAD:  hitps:eww adpdvs.com Registration Code nsfpssk:

Maote: To uplcad scanned mages of your decumentabon, pleass log onbo DRps . (fererw adpdvs, comm . I this Is pour
first time Wsing the sie, you Wil nsed the ragistration code lIsted above, along with adoRional reguinsments that wil
be lisbad on the websiba. Click an tha Fyst Time Repisiradion link and Tollow the Nstructions on your Screen.

The wabsits allows you o view thie requiread documents, view a copy of this letter, submilt documenis and check tha
slatus of your awdit.

SECURE FAX: Dependent Verification Services
Bee-400-1686

W are commitied fo probscting smiployes privacy and can assurs you that all documentation will be treatsd condidariiaiy
Wau will recelna a confirmabion letler aftar your documaniation has been processed

It you do nol compleds the process and provids accaplabbs proof of depandant and ewvent elipiDiiity, your depandani
coverage may be tsrminated or rescinded.

It you have guesiions or need additlonal informatbion regarding the necassary docwmentabion, call:

SHEF Member Services

1-800-610-1863
Represantatives are avalabis 8230 a.m. - 5:00 p.m. EST (Monday-Friday) (excent halidays).

Sincarely.
Siale Health Exnafii Flan

Enclosured]s)

Dependent Verification Services



SAMPLE REMINDER LETTER: (PAGE 2 OF 3)

Required Documentation
Impeortant| Hyou are sanding 2 copy of your 2 retwn, biock out Social Security numbsrs and zny Snancial information. Only the first page of the tax
retum is required

Chimd
Fleaze submil ena |kam from LIz A.

Adoption Carifficate

Adioption Placemant Agresment

Birth Certificate with Parant’s Name Listed
Diocumentztion of Lagal Custody
Diocumentation of Legal Guandiznship

Hospital Birth Record with Pareni’s Nama Listed
(alified Medical Chid Support Ordar

Event
Fieaze submif eng Ibam from Lis1 A

List A

Adioption Ceriificate
Cartified Copy of Coart Onder/Discres

Dependent Verification Services



SAMPLE REMINDER LETTER: (PAGE 3 OF 3)

SHBP Cover Sheet
{Thiz shesat must be returned with the required documentation includad)
From: MICHELLE L TESTFAMILY
123 ALIIT WY
BEMEFTS, UT 84110
Ta vertty the slighility of sach of your dependents and your svent, complets the following thres simple steps by
00172014
Step 1: Review the depandentievent information below and confirm that each dependent is efigible for coverage
and the ewent is walid. i your dependent is not eligible for coverage, please check “Mot Eligible.”
Ho. Mame Birth Date Dependent Type ot Eligikés
1 Ay Tesfamiy D231980 Chid .
Eweni
Ksdnption

Siep 2: Oibtain the Required Documentation for each dependant and the event listed.

Reder 1o The prenious page for a lisi of doocuments hat moest be submiiied for dependent and event verfication. Also, primt
SHEP oni aach of the prool ikems you are sending.

H wou have quesSions conceming your sudt, pleass call 1-800-610-1853.

Step 3: Upload or fax this completed Cover Sheet, along with the required documentation, by 080H2044.

Note: This completed Cover Shiset s reguired for your documentation 1o be processad]

SECURE UPLOAD:  hips-fwenw sedpdvs com Registration Code nifpaib2

Mote: To upload scanned Images of your documentation, pleass log onbo hitos ey adodvs com. | this is
your first Bme using the she, you will nesd the regisirabion code ishsd above, along with addiional reguiremenis
fnat will b= lisiad on the websie. Click on the Frsh Time Registration link and foliow e instructions on your
soreen.

The websits aliows. you 1o vew the reguired documesnts, wiew a copy of this keter, submi documents and check
the status. of your audit.
SECURE FAX: Dependant Verification Services

S66-400-1685

¥our Blgnature Dabe
Do ez wrile below s lins

I ! VERIFICATION DEADLINE
' DaiH 2044
N1 | FAX THIS PAGE O TOP

DEPFDL EDD 1 R
TISATIAN 4300 2T 3550 i N B
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SAMPLE RESUBMIT LETTER--INCOMPLETE (PAGE 1 OF 3):

ADP Dependent Varification Services

P.0. Box 4350 S H B P
Alpharetta, GA J0023-4350 Stare Heaith Seweyls Plaw
= Do o s G Dot mans o8 oy

lana20m4

(o o]
% ANGELA J TESTRAMILY
= 123 AUDIT LANE
wase QEMEFITS, UT 84110

THECH mEe

VERIFICATION DEADLINE
100272014

Dear ANGELA J TESTFAMILY:

This letter Is o Inform you that addiional documentaton |s reguired for each dependant isied as Pending Fallure an the
enclosad Cover Sheei. As part of the verfication process, you are required bo fumish proof of depsndend =ligibiy by
1022014,

All you need to do is complete these three simple steps:
1. Reaview e snckosed Cover Shaed and confim that saach dependent 15 sligible Tor coverage.

Z. Obiain the reguired documentation for each depandant listed on the Cover Sheet. For information regarding where
o chtain the necessary documesniation, kog onio hitp:\fwww.cdcgowinchstwdw him or hitoowww. vRalrec.com.

3. Upload or fax the completad Cover Sheet, along with the requirsd documeantation, by 1002204 4.

SECURE UPLOAD:  hitos:trecww adodvscom Registration Code nartows

MNote: To uplcad scanned mages of your documentation, pleass log onto QRps e sdpdvs com.  this Is your
first time sing the site, you will need the registration code listad abave, along with addfional requiremants that wil
b listed on the websita. Click on tha Fvst Time Reglsirebion link and follow the Insinuclions on your Screen.

The wabsibs alkows you io view the requirsd documents, view a copy of this letier, submit documenis and check the
siatus of your awdit.
SECURE FAX: Dependent Verification Services

BhE-400-16846

Wa are commitied o protecting employes privacy and can assure you that all doecumentaton will be freated confidentialy.
Yau will recelve a confirmation letier aftar your documentation has besn processed

If you da not complets the process and provids accaplabls proof of depandant sligiblity, your dependent coverage may be
t=rminated or rescindsd.

It you have guastions or need additional information regarding the necessary documentation, call:

SHEF Member Zervices

1-800-610-1863
Representatives are avalabis 8230 a.m. - 5200 p.m. EST (Monday-Friday) (exceot halidays).

Sincarely,
Siale Health Benafit Flan

Enclasure{s}

Dependent Verification Services



SAMPLE RESUBMIT LETTER—INCOMPLETE (PAGE 2 OF 3):

SHBEP Cover Sheet
(This sheet must be returned with the required decumentation included)

From ANGELA J TESTRAMILY
123 AUDIT LAME
BENEFITS. UT 34119

Lisied below e your dependentis) thai reguire verfication. | the Dependent Status is Fending Fallure, addiional
documaniaticn s required.

To warily the aligiblity of each of your depandands, compkte the foliowing thrse simple skaps by 1WDZI2014.

Step 1: Review the dependent information below and confirm that each dependent is eligible for coverage. I your
dependent is not eligible for coverage, please check “Not Eligible.”

Mo, Maime Birth Date  Dependent Typs Dependent Status Mot Eligible
1 JEFFREY A TESTRAMILY 1051263 Spouse Perdding Failure a
2 DAMIEL A TESTRAMILY 11101290 Child Pendimg Approvel a
] JOSHUA A TESTRAMILY (2251293 Child Pending Approvel a
4 AEHLEY N TESTRAMILY D651 206 Child Pending Approval a
] TIMOTHY M TESTFAMILY 12182003 Ghild Pending Approsal a
] Derven TESTRAMILY 5320 Child Pending Approvel a

Step 2: Obtain the Required Documentation for each dependent listed.

Refer bo the following page for a kst of documenis that must e submitted for dependent verification. Also, prind SHBP an
each of the proofl Hems yow are sending. A st of the documeniation submitied is lisled in the Stabus of Documeniaiion
Receved section on the back of this paga.

It you have quastions conoerning your audt, pleasze call 1-800-610-1863.

Step 3: Upload or fax this completed Cover Sheet, along with the required documentation, by 1002204,
Mote: This compleded Cowver Eheat is required for wour docwmentation o be processad]

SECURE UPLOAD: hitps:www adpduscom  Registration Code nSré9QWS

Note: To upload scanned images of your documentation, pleass log onta e terene sdpdvs oo . T this Is
wour first imea using the sibs, vou will nead the registrabion code isied abowve, along with addibonal reguirements
that will ba listad on the websiie. Click on tha Firsl Time Ragisfirabion Iink and follow the instruciions on your
sorean.

The wabsibs allows yvou o view the required documents, view a copy of this letter, submit documsnis ard check
fthe siatus of your awdit.

SECURE FAX: Dependent Verification Services
BEE-400-1686

Your Signature Date

Do nicd write below this line

I ] L] 1
YERISICATHEN DEADLINE
100272014
] b FAX THIS PAGE ON TOP
[l ] I 1
TETIAANE AT

DEFEZE A W

THCH S0 SOn
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SAMPLE RESUBMIT LETTER--INCOMPLETE (PAGE 3 OF 3):

FPlaase review fha table(s) below for informaticn on doocwments received. e iableis) below are bank, valid
documaniation was not receshved. The lablsis) do mof capture all the documentation shll needed io salisty the audit
Plaase referance the Reguired Documaniation iables for a comphabs list.

Status of Documeniation Received

Documeart
Mo. Dependent Mame List Diocument Recaived Document Status
1 JEFFFEY A TESTRAMILY c 3;"‘5: Gredtt G Bimtement wih Comeon Approwed
& Dorument's| do=s not meet audE reguiremenis nsUTCiET Documentaion
B Documents| doe=s not meet audi requiremenis nsuficieni Documentation
z DAMIEL & TESTRAMILY A Eirih Certiticate with Farents Name Lished Apprawed
3 JOSHIA & TESTRABILY A Eirth Certificate with Farents Name Listed Approwed
4 BEHLEY N TESTRAMILY L Eirth Ceriificate with Farenis Kame Listsd Hpprowed
] TIMOTHY M TEETFAMILY B Eirth Certilicate with Farenis Kame Listsd Hpprowed
B Dewen TESTRAMILY [ Edrth Certiticate with Farents Kame Listed Appraved
Required Dacumentation
important] if you zrs sanding 2 copy of your e retum, block out Social Secunity numbers and any fnancial information. Only the first page of the tax
returm is regquired.
Chilg
Fleass sebmit ane Ham frem List A,
List &
Adoption Carificate

Adoption Placement Agresment

Birsh Certificate with Parant's Name Listed
Dszumentztion of Legal Custody
Dioszumemtztion of Legal Geandiznship

Heespital Birth Feecord with Parant's Mame Listed
[halfied Medical Chid Support Ordar

Epouse
Pleass sebmit ana Ham frem LIt A DA one Hem from List B AKD List ©. If you are submitiing & docemant from List C. H mest be @abed within 0

monihs ol the 2udit end dzie and have the dspandent's nams [Ested on Be document.

Current Federal Tax Return with Degandant Coammion Law Affidait Bank or Credit Gard Statement with Commaon

Listed Address

Mzrrizge Certifizats Martnage or Lease Staterment with a Gommon
Address

Motor Vehicle Statement with 2 Commaon
Address

Lisdity Bill with a Common Address
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