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ELIGIBILITY VERIFICATION

(To be completed by EMPLOYER)

Copy of Original Enrollment Form or Screen-Print is REQUIRED
	Group Name
	     

	Employee Name
	     

	SSN
	     
	Original Effective Date
	     

	DOH
	     
	Benefit Plan Type
	     

	Other Insurance
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No
	Name of Other Insurance
	     

	Type of Coverage
	 FORMCHECKBOX 
 Single       FORMCHECKBOX 
 Family
	
	


If Family Coverage, Please List Covered Persons:
NAME:    
           RELATIONSHIP:          DOB:    

    EFFECTIVE DATE:         OTHER INS:
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	

	     
	     
	     
	     
	


Has Employment Been Terminated:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

Date:      /     /     
Please Provide COBRA Election Form and Proof of COBRA Premium Payment.

Is COBRA Applicable:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No



COBRA Effective Date:      /     /     
If the Employee was absent during this claim period, please specify the dates of such absence and how eligibility was maintained (Sick Leave, Vacation Time, FMLA, LOA):      
From:
      


To:

          

Total Days Used:

Description:
	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Applicable Employer and Employee Contributions are Paid Through:      /      (MM/YYYY)

I confirm that the above information is accurate and current.

Signature of Employer Representative:       

    Date:      /     /     
Group Administrator:      
PLEASE NOTE THIS FORM IS TO BE COMPLETED BY THE EMPLOYER AND SUBMITTED WITH A COPY OF THE ENROLLEMENT FORM OR SCREEN-PRINT (required).      
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