Certification of Dependents Treatment as Late Enrollees





This form must be completed whenever an employee refuses medical coverage for any of his/her eligible dependents.





Instructions


1.	Please read all information carefully.	3. Employee should complete the remaining sections.


2.	Employer should complete Section 1.	4. Employee must sign and date at the bottom of form.





Certification Information


This is to certify that any of my eligible dependents who are not listed below will not be covered for group medical insurance.  I understand that failure to enroll any eligible dependents at this time will cause those dependents to be late enrollees, and will permit the imposition of (a) an exclusion from coverage for a period of 12 months at the time I later choose to enroll that dependent, and (b) the imposition of a six month pre-existing condition limitation for that dependent at the time I later decide to elect such coverage, unless;





(1)	The dependent is currently covered under another employer medical plan at the date of this certification, and that coverage is lost through termination of employment, change in employment status, termination of the other employer's coverage or contribution toward that coverage, death, or divorce; or





(2)	The dependent later becomes covered under another option of my employer's medical benefit plan, and I wish to change options during an open enrollment period according to my employer's plan terms; or





(3)	A court orders that I provide medical coverage for my dependent.





I understand that I must request enrollment within 30 days of any event listed in item (1) in order to be allowed to enroll my eligible dependents at that time. I understand that I must request enrollment within 30 days of any court order for my dependents to be eligible for coverage under item (3). I understand that I cannot enroll dependents under any circumstances if I am not enrolled for coverage. I understand that I must enroll any new dependents I may acquire in the future within 30 days of the date they become eligible for coverage, or they will be considered late enrollees subject to the exclusions listed above. I further understand that all terms of my employer's health benefit plan will apply to me and my dependents.





1.	Employer Information


Policy Number 	 Plan Number 	 Policy Holder (Employer) Name 	


2.	Employee and Dependent Information


Employee Name (First, MI, Last) Please print or type 	


Soc Sec Number 	 Do you want coverage for: Spouse __Yes __No	Dependent Children __Yes __No


List all family members who have enrolled in the Group Health/Medical Plan.





Dependent Name�



Sex�
Relationship


S-Spouse   C-Child�



Date of Birth�
Full-Time Student�
�
�
___ M   ___ F�
___ S   ___ C�
�
___ Y   ___ N�
�
�
___ M   ___ F�
___ S   ___ C�
�
___ Y   ___ N�
�
�
___ M   ___ F�
___ S   ___ C�
�
___ Y   ___ N�
�
�
___ M   ___ F�
___ S   ___ C�
�
___ Y   ___ N�
�
�
___ M   ___ F�
___ S   ___ C�
�
___ Y   ___ N�
�
3.	Employee Authorization














Signature	Date


