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         Illinois Dependent Verification Form

	Employee Information

	Employer Name:
	     

	Employee Name : 
	     
	 Social Security #:
	     

	
	(Last, First, Middle Initial )

	Address:
	     
	     
	     
	     

	
	




  City

                       State

 Zip

	Dependent Name:
	     






	Dependent DOB: 
	     

	

          (Last, First, Middle Initial)



        

	Dependent Relationship  Status 

	Under the terms of the Employer’s Plan a dependent is eligible to be covered if the child has any of the following relationships to the plan member or an enrolled spouse:

· A natural child

· A child legally adopted or placed for adoption (that is, you assume a legal obligation to provide full or partial support and intend to adopt the child)

· A child for whom you have legal guardianship, step-child, or foster child

· A natural child a court orders to be covered

In addition, a dependent child must be unmarried and must be one of the following:

· Under age 26
· A full-time student enrolled in an accredited educational institution (no age limit)
· Totally and permanently disabled, physically or mentally.  The disability must have existed before the child turned 26, or while the child was a full-time student.  In addition, the child must have had creditable coverage without a break of 63 days or more since turning age 26 or since becoming a full-time student.
· Military veteran under age 30, if the military veteran:  
1. is an Illinois resident  
2. is not married  
3. has served in the active or reserve components of the U.S.  Armed Forces (which includes the National Guard); and
4. has been released for any reason other than dishonorable discharge.                   

	

	Dependent Status

	1. Does your dependent meet the above criteria?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No   If no, drop coverage effective:_     ____________________.

2. Is your dependent a full-time student enrolled in an accredited educational institution?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No

· If not, when did they cease to be enrolled?    ___     /     /     _.

                                                                                                                 (month / day / year)

3. Will your dependent cease to qualify as a full-time student in this calendar year?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No     If  yes, when?                         

                                                                                                                                                                                                 _     /     /     _

                                                                                                                                                                                                        (month / day / year)

        4.     Will you claim this dependent on your federal income tax return this year?     FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No  

        5.      I wish to drop all coverages for my dependent as of  _     /     /     ______________

                                                                                                                      (month / day / year)

	

	If you are not sure that your child meets the IRS dependent definitions you should contact a tax advisor to review the rules.  IRS dependency rules are referred to in 26 U.S.C. 106 (Section 106 of the Internal Revenue Code) and Code Section 152 of the Internal Revenue Code as further explained under Internal Revenue Service Notice 2004-79.  EBS does not offer tax advice.  Plan dependents who are not IRS dependents may result in taxable income. 

	

	I attest that all statements on this form are true. The Health Plan Administrator reserves the right to request additional information and verification of your child’s student or tax status. 

	Employee Signature: 
	
	Date:
	
	

	Employee Benefit Systems  214 North Main Street  Burlington, IA 52601

Phone: 800-373-1327  Fax: 319-758-8594  rcarlson@ebs-tpa.com








