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 Dependent Statement 
 

  

Charleston Memorial Hospital 
University Medical Associates

 
 I, ________________________________________ certify that the following are my dependents: 
              (PRINT APPLICANT’S NAME) 
 
                    Dependent’s Name            Age  Relationship to 
                                                                                                                                         Applicant 
 

 ______________________________________            ___________ ________________ 
 

______________________________________            ___________ ________________ 
 
______________________________________            ___________ ________________ 
 
______________________________________            ___________ ________________ 
 

 ______________________________________            ___________ ________________ 
 
 ______________________________________            ___________ ________________ 
 
 ______________________________________            ___________ ________________ 
 
 ______________________________________            ___________ ________________ 
 
 ______________________________________            ___________ ________________ 
 
 ______________________________________            ___________ ________________ 
      
 
 
            _________________________________________________________________________ 
                                    APPLICANT’S SIGNATURE/DATE 
 


