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Important Notice Regarding Spousal Eligibility for Medical Insurance

EMPLOYEE NAME (Please Print): ________________________________________________________________________
If your spouse is eligible for group health insurance coverage through their employer’s plan he/she must participate in that group coverage in order to qualify for coverage under the UDM plan. In order to enroll your spouse for coverage or maintain your spouse’s coverage you must complete the following information. 
· Is your spouse employed?   □ Yes – Complete spouse information       □ No – Complete spouse information (Proof will be required) e.g., unemployment statement or last date received, SSI payments or State assistance etc.
· Is your spouse offered coverage through his/her employer?   
□ Yes 

□ No 



      (Proof will be required) e.g., Statement from said employer indicating coverage is not offered.
1. Spouse’s Name (first and last): _______________________________________________________
2. Spouse’s Social Security #: ______-____-________  
Birth Date: _______/_______/__________
3. Spouse’s Employer Name: __________________________________________________________
4. What State is Spouse’s Employer Located: _____________________________________________

5. Spouse’s Employer HR or Benefits Contact and Phone #: ____________________________________

· Is your spouse enrolled or enrolling on his/her employer’s medical plan?   □ Yes – Complete this Section   □ No – Complete next section detailing reasons
1. Spouse’s Medical Insurance Carrier Name and Group #: ____________________________________

2. Spouse’s Primary Insurance Policy/ID Number (if already enrolled): ___________________________
3. Coverage Effective Date (if already enrolled): _______/_______/__________
4. Spouse’s Medical Insurance Carrier Claims Processing Address (this information should be on the back of your ID card or can be obtained from your HR or Benefits Administrator)
a. Street Address: _____________________________________________________________

b. City: _________________ State:_______ Zip Code: ______ Phone #: _____-_____-_______

5. Who is covered under this plan:   Spouse Only □     Spouse and Employee  □  Family  □          Health Plan Coverage Type:    HMO □      PPO  □   Traditional  □  Medicare  □ 
· My Spouse has not enrolled on his/her employer’s medical plan because:

· Coverage cannot be elected until the next open enrollment period (provide date): ____/____/________

· The required monthly premium for SINGLE coverage is greater than $175 per month ($2,100 per year), Please attach proof.
· My spouse is self employed (Proof will be required) e.g., 1040 Tax Return, K-1, Schedule C
· My spouse is Retired
· Effective July 1, 2009 if it is determined that your spouse did not elect available coverage on a timely basis, now or in the future, any and all claims will be denied as of the date when enrollment should have occurred. 
· Effective July 1, 2009 a spouse who is eligible for employer sponsored coverage that provides benefits under a HMO (Health Maintenance Organization) or a PPO (Preferred Provider Organization) must comply with the rules of that Plan in order to receive coordinated benefits under the UDM Plan.

· Effective July 1, 2009 if your spouse is enrolled on both their employer’s plan and the UDM plan standard coordination of benefit rules will apply. Therefore UDM plan will pay spousal claims on a secondary basis.
I certify that the answers provided on this form are true and correct.  A person may be committing insurance fraud if he or she submits a form containing a false or deceptive statement with the intent to defraud (or knowing that he or she is helping to defraud).
______________________________________


_______________

Employee Signature



                             Date Signed
_____________________________________


_______________
Witness Signature





Date











