Benefits Coverage

 Domestic Partner Confirmation Form

Employee Name:  _______________________

(company name)’s group health insurance contract with (insert insurance carrier’s name)allows for Domestic Partner health insurance coverage.   (company name) must inform (insert insurance carrier’s name) of only those eligible Domestic Partners of Subscribers, each of who meet all of the following terms and conditions:

· is unmarried, at least eighteen (18) years of age, resides with the other partner, and intends to continue to reside with the other partner for an indefinite period of time;

· is not related to the other partner by adoption or blood;

· is the sole Domestic Partner of the other partner, with whom he/she has a close committed and personal relationship, and has been a member of this Domestic Partnership for the last six (6) months;

· agrees to be jointly responsible for the basic living expenses and welfare of the other partner;

· meets (or agrees to meet) the requirements of any applicable federal, state, or local laws or ordinances for Domestic Partnerships; and 

· demonstrates financial interdependence by submission of proof of three (3) or more of the following documents:

· a Domestic Partnership agreement;


· a joint mortgage or lease;

· a designation of one of the partners as beneficiary in the other partners will;

· a durable property and health care powers of attorney;

· a  joint title to an automobile, or joint bank account or credit account; or 

· such other proof as is sufficient to establish economic interdependency under the circumstances of the particular case.

Children of domestic partners are eligible for benefits under the same conditions as dependents of spouses.  All domestic partners and eligible dependent children are subject to the same rules of benefit enrollment and coverage as other dependents.  This includes the same or equivalent benefits as spouses and their enrolled dependents receive for group continuation health coverage through COBRA.

(company name) must provide (insurance carrier’s name), upon request, with copies of any of the documents or information stated herein with regard to any of (company name)’s Subscribers who elected Domestic Partnership coverage.  In addition, (insurance carrier’s name) shall have the right to audit and copy the records and files of (company name) with regard to any of its Subscribers who have elected Domestic Partnership coverage and the right to contact any of the Domestic Partner Subscribers directly regarding any of the documents or information stated herein.

As part of (company name)’s agreement with (insurance carrier’s name), we must inform all of our eligible Subscribers who elect Domestic Partnership coverage of the above stated Terms and Conditions.  In addition, (company name) agrees to obtain and maintain appropriate documentation that such Domestic Partnership exists.  

My signature below indicates that I have been informed of all of the above terms and conditions and that I and my domestic partner comply with all of the above terms and conditions and as such are eligible for this coverage.  I agree to notify (company name) promptly in writing within thirty days should the domestic partnership status terminate.  Upon receiving such notice, (company name) will notify the employee and the former domestic partner that coverage of the former Domestic Partner shall terminate at the end of the current monthly term.  The employee must then wait six months from the date of the notice before registering another domestic partner except in the case of reunion with the same domestic partner or in the event of the death of a domestic partner.
Employee Signature:
________________________________

Date:
_____________

Domestic Partner Signature:
__________________________
Date:
______________
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