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Employee Name:  



________

SSN #:  








              (PRINT LEGIBLY)
Lee County Benefits Plan allows coverage for dependents from the age of 26 through the end of the year in which they turn 30, if the following conditions are met:
1)
Is unmarried and does not have a dependent of his or her own;

2)
Is a resident of the state of Florida or a student; and 
3)
Is not eligible or provided coverage as a named subscriber, insured, enrollee, or covered person under any other group, blanket, or franchise health insurance policy or individual health benefits plan, or is not entitled to Social Security Benefits;
· A child that turns age 26 and is already a Lee County covered dependent will be required to meet the above criteria on the first of the month following their 26th birthday.    

4)   
If your child was not previously a covered dependent under your benefits plans, they must have been continuously covered by other creditable coverage without a gap in insurance of more than 63 days after the end of the month in which the dependent reached aged 26.  Proof of creditable coverage must be submitted at the time of enrollment.
Name of Dependent: _________________________________   SSN #:  _____________________________




             (Print)

By my signature below, I affirm that the above dependent is eligible to remain covered under the Lee County Health Benefit Plans.  
 FORMCHECKBOX 
 Dependent is currently covered under my medical benefits and meets the following criteria:
(  This dependent is unmarried;

(  This dependent does not have dependents of their own; 

(  This dependent is a resident of Florida;

(  This child is enrolled at:  _____________________________________________________________  





(Name of school, university or college)
(  This dependent is NOT eligible for his/her own benefits as described above.
 FORMCHECKBOX 
 Dependent is not currently covered under my medical benefits, meets the above criteria and:
(  Has been continuously covered by other creditable coverage without a gap in insurance of more than 63 days after the end of the month in which the dependent reached age 26.  Proof of creditable coverage is attached.  

 FORMCHECKBOX 
 Dependent  no longer eligible for coverage effective _______________________. 
I affirm under the penalties of perjury that the contents of this form are true regarding the dependent to the best of my knowledge.  If at any time, a dependent enrolled in my benefits does not meet the criteria of an eligible dependent, I am required to notify the Human Resources Department in writing within 60 days.  Failure to do so is considered fraud and could result in repayment of expenses incurred by the plan on behalf of the ineligible dependent, loss of COBRA rights, and disciplinary action up to and including termination of employment. 

Employee Signature____________________________________
DATE _______________
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