AFFIDAVIT OF DOMESTIC PARTNERSHIP

GROUP NAME:
GROUP NUMBER:

A. Partner Certification

We, and certify that we are domestic partners in accordance with the following
criteria and eligible for benefits coverage under a group health benefit plan:

1. Are each eighteen (18) years of age or older.

2. Share a close personal relationship and are responsible for each other’s common welfare;

3. Are each other’s sole domestic partner and intend to remain so indefinitely;

4. Are not married to anyone nor have had another domestic partner within the prior six months;

5. Are not related by blood closer than would bar marriage in the State of New York;

6. Share the same regular and permanent residence, with the current intent of doing so
indefinitely; we affirm that the effective date of this domestic partnership is and that this

domestic partnership has been in existence for a period of  consecutive months, at least, prior
to the date identified on this affidavit. We understand that documentation will be required;

7. Are jointly financially responsible for “basic living expense”, defined as the cost of basic food,
shelter, and any other expenses of a domestic partner which the partner qualified because of the
domestic partnership. (Note: domestic partners need not contribute equally or jointly to the
cost of these expenses as long as they agree that both are responsible for the cost.); and

8. Were mentally competent to consent to contract when our domestic partnership began.

We can, upon request, provide evidence of joint responsibility. Joint responsibility may, but need
not necessarily, be demonstrated by the existence of three or more of the following:

. A domestic partnership agreement;
A joint mortgage or lease;
Designation of his or her partner as a beneficiary for life insurance and retirement contracts;
Designation of his or her partner as primary beneficiary in the Employee’s will;
Durable power of attorney for property and health care; and
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Joint ownership of motor vehicle, joint checking or joint credit account.

We understand that domestic partners are subject to the other eligibility provisions of the benefit
plan.

We understand that this affidavit shall be terminated upon the death of my domestic partner or by a
change in a circumstance attested to in this affidavit.
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We agree to provide written notice to the payroll/personnel representative if there is any change of
circumstances attested to in this affidavit within 30 days of the change by filing a statement of
Termination of Domestic Partnership.

After such termination, I understand that another Affidavit of Domestic Partnership cannot be filed
within six months following the filing of a Statement of Termination of Domestic Partnership with
my payroll/personnel representative.

We understand that Domestic Partners are not eligible for continuation of benefits under COBRA.

Our domestic partnership (as defined in this section) has been in existence for at least (6) months
prior to the effective date of this affidavit.

We certify, under penalty of perjury, that the foregoing is true and correct. We, the undersigned
employee and the Domestic Partner, understand that falsification of information contained in this
Affidavit may lead to disciplinary action, up to and including immediate termination of the
employee’s employment, and may subject us to civil action to recover any losses, including
reasonable attorney’s fees incurred by Group or by its insurance carrier for benefits provided under
the Medical Plan.

Signature of Employee Date

Signature of Domestic Partner Date

B. Partner Certification as a Tax-Qualified Dependent

Based on consultations with a tax advisor, I certify that the previously named person whom I am
enrolling for coverage is or is not (circle one) my legal tax dependent under IRS Section 152. 1
agree to notify my employer immediately of any change in this tax status. I understand that
coverage of the non-employee domestic partner could result in additional imputed taxable income
to the employee, with possible withholding for payroll taxes (including income and social security
taxes). I further understand that this coverage carries potential tax implications for the domestic
partner.

I understand that BlueCross BlueShield is not currently obligated to provide nor does it currently
provide me or Group with tax reporting with respect to dues or benefits paid under the plan for
Domestic Partner.

Signature of Employee Date
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C. Dependent Child Certification

I certify that my Partner’s child(ren) named below meet the following requirements:

1. A parent-child relationship exists between the child(ren) and me.

2. The child(ren) is (are) primarily dependent upon me for support.

3. The child(ren) is (are) unmarried and reside(s) in my household and meet(s) the age eligibility
requirements for the policy purchased by Group and is (are) dependent on me for at least 50%
of his/her (their) support.

4. Tassume full responsibility and control, including any and all debts incurred by the child(ren).

5. I, or my Partner, have a court-appointed legal relationship with the child(ren) (i.e., adoption,
guardianship, foster child), or my Partner is the biological parent of the child.

Partner’s Dependent Children:

MI
Last Name First Name MI

MI
Last Name First Name

MI
Last Name First Name

MI
Last Name First Name

I understand that falsely certifying as to a dependent’s eligibility or failure to inform my employer
when a dependent no longer meets applicable eligibility requirements may result in disciplinary
action, up to and including immediate termination of employment.

Signature of Employee Date

Approved for Insert Group Name

By: Date:

Title:
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Notice of Nondiscrimination

Our Health Plan complies with federal civil rights laws. We do not discriminate on the basis of
race, color, national origin, age, disability, or sex. The Health Plan does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex.

The Health Plan:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic
formats, other formats)

e Provides free language services to people whose primary language is not English, such
as:
o Qualified interpreters
o Information written in other languages

If you need these services and are a Child Health Plus or Managed Medicaid member, please
call 1-800-650-4359. If you are an Essential Plan member, please call 1-877-626-9298. All
others please call 1-800-499-1275.

If you believe that the Health Plan has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Advocacy Department

Attn: Civil Rights Coordinator

PO Box 4717

Syracuse, NY 13221

Telephone number: 1-800-614-6575
TTY number: 1-800-421-1220

Fax: 1-315-671-6656

You can file a grievance in person or by mail or fax. If you need help filing a grievance, the
Health Plan’s Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 1-800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



http://www.hhs.gov/ocr/office/file/index.html

Atencidn: Si habla espafiol, contamos con ayuda gratuita de idiomas disponible para usted. Si
usted es un asegurado de Child Health Plus o Managed Medicaid, llame al nimero 1-800-650-
4359. Si usted es un asegurado de Essential Plan, llame al nimero 1-877-626-9298. Todos los
demas pueden llamar al nimero 1-800-499-1275.
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nimewo 1-800-499-1275.

AUHSZLICH S =20 E AIEoAE 82, R AHH XS 224 4= ASLICH Child Health
Plus & = Managed Medicaid 3| & 0| Al &, 1-800-650-4359H 2 2 5@ ol =&l Al 2. Essential
Plan 3| 30| &l 82, 1-877-626-9298H 2 2 Mool =& Al2. JIEtS] B 1-800-499-

1275822 M3atolf =&AL,

Attenzione: Se la vostra lingua parlata ¢ l'italiano, potete usufruire di assistenza linguistica
gratuita. Se siete iscritti a un programma Child Health Plus o Managed Medicaid, chiamate il
numero 1-800-650-4359. Se siete iscritti a un programma Essential Plan, chiamate il numero 1-
877-626-9298. In tutti gli altri casi, chiamate il numero 1-800-499-1275.
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o fuef: [T A TR FAT FETT ©IRCT AN ey f{ARETTT TR Toferey T an=fel Child
Health Plus a1 Managed Medicaid 95 S@sy R(T 91e[IR $ 1-800-650-4359 A (1 Fpey | SArsifey
Essential Plan a5 ST95 (T Aefa $(F 1-877-626-9298 T (BT P | TS NI ACIT Tels,
SefaR FF 1-800-499-1275 FFE I S|

Uwaga: jesli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Jesli jestes

cztonkiem ubezpieczenia Health Plus lub Managed Medicaid, zadzwon pod nr 1-800-650-4359.

Jesli jeste$ cztonkiem ubezpieczenia Essential Plan, zadzwon pod nr 1-877-626-9298. Pozostate
osoby powinny dzwoni¢ pod nr 1-800-499-1275.
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Remarque : si vous parlez francais, une assistance linguistique gratuite vous est proposée. Si
vous étes un membre du programme Child Health Plus ou Managed Medicaid, veuillez appeler
le 1-800-650-4359. Si vous étes un membre du programme Essential Plan, veuillez appeler le 1-
877-626-9298. Si vous étes dans une autre situation, veuillez appeler le 1-800-499-1275.
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Paunawa: Kung nagsasalita ka ng Tagalog, may magagamit kang libreng tulong sa wika. Kung
isa kang miyembro ng Child Health Plus o0 Managed Medicaid, mangyaring tumawag sa 1-800-
650-4359. Kung isa kang miyembro ng Essential Plan, mangyaring tumawag sa 1-877-626-
9298. Para sa lahat ng iba pa, mangyaring tumawag sa

1-800-499-1275.

Mpoagoxn: Av JIAGTE EAANVIKG UnopoUpE va oag NpooPepoupe Bonbela aTn YAwooa oag
Owpeav. Av gioTe JENOC TwV Npoypaupdatwy Child Health Plus i Managed Medicaid, kaAéoTe aTO
1-800-650-4359. Av cioTe pEAog Tou npoypappatog Essential Plan, kaAéoTe oTo 1-877-626-
9298. AlIaQOpETIKA, kaAéoTe oTo 1-800-499-1275.

Vini re: Nése flisni shqip, ju ofrohet ndihmé gjuhésore falas. Nése jeni anétar i "Child Health
Plus" ose "Managed Medicaid", ju lutemi té telefononi numrin 1-800-650-4359. Nése jeni anétar
i planit bazé, ju lutemi té telefononi numrin 1-877-626-9298. Té gjithé personave té tjeré iu
lutemi gé té telefonojné numrin 1-800-499-1275.



