DOMESTIC PARTNER HEALTH CARE BENEFIT

ACT, Inc. offers its employees the ability to provide benefits for their same or opposite sex Domestic Partner under its health care program administered through Wellmark Blue Cross/Blue Shield.

Tax Considerations and Your Costs*

Please be aware that as part of its commitment to providing health care coverage to Domestic Partners, ACT must comply with federal regulations and guidelines. In Letter Ruling 9603011, the Internal Revenue Service ruled that an employer could not provide health insurance coverage on a tax-free basis for domestic partners of an employee unless the Domestic Partner qualified as a dependent of the employee or as a spouse under state law. Because of this ruling, ACT, Inc. is unable to offer health insurance coverage for Domestic Partners on a pre-tax basis as part of a flexible benefits program.

*These regulations subject to change if IRS regulations or federal/state laws change

Eligibility To be eligible for coverage as a Domestic Partner, the employee and the Domestic Partner must meet the conditions outlined in the “Affidavit of Domestic Partnership”  (attached). 

Enrollment In order to obtain coverage for a Domestic Partner, you may enroll that individual the first of the month after filing an Affidavit for Domestic Partner form that is attached to this document.

Children Children of either you or your Domestic Partner may be covered under any of the health care options providing they meet the guidelines.

Termination  You must notify your employer if a Domestic Partner relationship ends by completing a Termination of Domestic Partnership form. A new Domestic Partnership Affidavit would have to be filed if another relationship comes into existence in the future. You could enroll your Domestic Partner at the next enrollment period after twelve months have elapsed.
Continuation of Coverage Federal regulations regarding the continuation of coverage following terminations will apply. If your Domestic Partner and/or partners’ dependents health coverage is canceled as a result of certain circumstances, including but not limited to: 

· termination of your employment;

· the ending of the Domestic Partner relationship; or

· loss of dependent eligibility status;

then the individual who loses the coverage is eligible to continue the insurance on a voluntary basis under Federal COBRA coverage provisions for a specified period of time depending upon the reason for the loss of coverage. You must notify your employer within 60 days of the event. Your employer will then notify the individuals involved of their particular rights under the federal legislation.

Notification of changes The employee must notify the employer of any change in the circumstances, which have been attested to in the documents qualifying a person for coverage as a Domestic Partner.

Liability for False Statements If ACT, any company, or Wellmark, Inc. suffers a loss because of a false statement contained in the documents submitted in connection with coverage for a Domestic Partner or as a consequence of the failure to notify the employer or Wellmark of a changed circumstance, the company or Wellmark, Inc. will be entitled to recover reasonable attorney fees in addition to damages for all such losses.

Termination The employee must file the Domestic Partnership Termination Form with the employer indicating the relationship has ended within 30 days of the termination.

Waiting Periods Following the termination of a Domestic Partnership, a twelve-month period must elapse before the employee is eligible to designate a new Domestic Partner. The new Domestic Partner is not eligible for inclusion in your employer’s health care program until the first of the month following the twelve-month waiting period or the next open enrollment period. The late entrant pre-existing condition waiting period will apply. 

CONFIDENTIAL AFFIDAVIT OF DOMESTIC PARTNERSHIP

We, __________________________________________________________________, and

(Print Name of Employee)

________________________________________________________________ certify that:

(Print Name of Domestic Partner)

1) We share the common necessities of life.

2) We are not legally married to anyone.

3) We are at least eighteen (18) years of age or older.

4) We are not related by blood closer than would bar marriage in our state of residence and are mentally competent to consent to contract.

5) We are each other’s sole Domestic Partner and intend to remain so indefinitely and are responsible for our common welfare.

6) We are unable to qualify for coverage under a common law marriage.

7) This relationship has been in existence for a period of at least twelve (12) consecutive months.

8) Three of the following conditions exist (please check those that apply):

 FORMCHECKBOX 
 A. We have common or joint ownership of a residence (home, condominium, or mobile home).

 FORMCHECKBOX 
 B. We have at least two of the following: 

 FORMCHECKBOX 
 Joint ownership of a motor vehicle

 FORMCHECKBOX 
 Joint checking account

 FORMCHECKBOX 
 Joint credit account

 FORMCHECKBOX 
 Lease for a residence identifying both partners as tenants

 FORMCHECKBOX 
 C. The Domestic Partner has been designated as a beneficiary for:

 FORMCHECKBOX 
Life insurance

 FORMCHECKBOX 
Employee’s will

 FORMCHECKBOX 
 D. A “relationship contract” has been executed which obligates each of the parties to provide support for the other party and provides, in the event of the termination of the relationship, for a substantially equal division of any property acquired during the relationship.

NOTE: Documentation may be required to prove the existence of any of the above mentioned items.

10. I, the employee, agree to notify my employer within thirty days of the termination of our Domestic Partnership. The Termination of Domestic Partnership form shall be provided to my employer to affirm that the partnership is terminated and that a copy of the termination statement has been mailed to the other partner. The employer will then notify Wellmark of the termination.

11. After a termination with my Domestic Partner, another Affidavit of Domestic Partnership cannot be filed until twelve months have elapsed after which I may enroll my Domestic Partner in a Wellmark health care program.

12. We understand that any person, employer, or company who suffers any loss because of false statements contained in an “Affidavit of Domestic Partnership” may bring a civil action against us to recover their losses, including reasonable attorney fees.

13. We provide the information in this affidavit to be used by the employer for the sole purpose of determining our eligibility for Domestic Partnership benefits. We understand that this information will be held confidential and will be subject to disclosure only upon our expressed written authorization or pursuant to a court order.

14. We affirm, under penalty of perjury, that the statements in this affidavit are true to the best of our knowledge.

 (Signature of Employee) 



(Signature of Domestic Partner)

(Employee’s Social Security Number) 


(Domestic Partner’s Social Security Number)

 (Date)






(Date)

 (Employee’s Date of Birth)



(Domestic Partner’s Date of Birth)

(Notary Public Signature and Seal)


(Date Signed)

DEPENDENT CHILD/CHILDREN OF A DOMESTIC PARNTER

I, the above named Domestic Partner, certify that I am the legal parent of:

Name 



Date of Birth

Social Security Number

(Domestic Partner Signature)



(Date)

An eligible, dependent child can be your natural child; a legally adopted child or a child placed with you for adoption; a child for whom you have legal guardianship, a stepchild or a foster child; or a child for whom you have a legal obligation to provide medical insurance. Dependent children must meet all of the following requirements:

1. The child is not married and either under 19 years of age (or other maximum dependent age as specified by your employer) or a full-time student; or

2. The child is totally and permanently disabled, either physically or mentally. If this is the case, the disability must have existed before the child was age 19 (or other maximum dependent age as specified by your employer), and the dependent must have had continuous health care coverage with us since on or before that birthday.

CONFIDENTIAL WELLMARK, INC NOTICE OF TERMINATION OF DOMESTIC PARTNERSHIP

I, the undersigned, declare under oath, the following:

___________________________________________ and I are no longer domestic partners; and I have notified my former domestic partner in writing of the termination on 

__________________________.

(Date)

OR

My domestic partner died on ______________________________.

(Date)

Signature





Date

Subscribed to and sworn to before me this____________________________day of

__________________, ________.

____________________________

Notary Public
