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In order to be compliant with the new health care reform law, you must have pediatric dental coverage. 

Your AmeriHealth New Jersey medical and prescription renewal package includes information about Pediatric Dental Coverage through 
the Healthy Chompers Child, and Healthy Chompers Child with Adult Preventative Dental Plans underwritten by United Concordia.

Instructions:
If you have already purchased group coverage that includes pediatric dental with another carrier, please let us know by providing one 
of the following forms of proof along with this signed attestation form. Doing so will help provide evidence of your dental coverage 
and compliance with federal regulations. 

•	 Copy of dental policy document, which includes specific reference to coverage of pediatric dental benefit; OR
•	 Welcome letter from dental carrier, which includes specific reference to coverage of pediatric dental benefit; OR
•	 Current invoice from dental carrier, which includes specific reference to coverage of pediatric dental benefit; 

If none of the forms of proof outlined above are available, please return this signed attestation and  
check the box below.

I am not able to provide proof of coverage as outlined above, but attest that we have active, available coverage for pediatric dental

For existing AmeriHealth New Jersey groups, please return this form and proof of coverage (if available) to: 
AHNJdentalattestation@amerihealth.com or fax to 609-662-2630.

For new AmeriHealth New Jersey groups, please attach this form or proof of coverage (if available) when submitting 
the new business paperwork.

This signed attestation form and proof of coverage (if available) must be returned within 20 days of mailing date or it could 
affect your coverage.

Dental Carrier Name: 

Dental Product Name: 

Effective date for current Pediatric Dental coverage: 

Group Name (Please Print): 

Customer Identification Number (if existing AHNJ client):

Print Name of Officer, Partner or Proprietor:

Officer, Partner or Proprietor Signature: 

Title:
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