Verifying Dependent Eligibility

HBRs are required to administer the eligibility as it is set forth in Statute. Dependent eligibility

verification is part of this requirement.

® The HBR is responsible for verifying the dependent eligibility of the State employee.

* Employees are required to provide documentation to verify their dependent’s eligibility

within 30 days of their hire date.
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Dependent Eligibility Verification — Page 2

The following documents should be reviewed to verify eligibility for the following dependent

types before the dependent is enrolled in the Plan:

Spouse

* Page 1 of the most current year tax
return listing the spouse or:

* Marriage certificate with one of the
following:

= Current utility billing statement listing the
employee and spouse

* Designation of spouse as primary
beneficiary of the employee’s life
insurance

Adopted Child(ren)/Legal Guardianship

* Page 1 of the most current year tax return
listing the child(ren) or:

* Court documents signed by a judge
showing that the employee has adopted
the child or legal guardianship

= Papers from the adoption agency showing
intent to adopt

Biological Child(ren)
* Page 1 of the most current year tax
return listing the child(ren) or:
= Birth Certificate

Blue University:

Foster Child(ren)

* State of North Carolina Certification
identifying the child by name and setting
forth all relevant aspects of the
relationship. The Certification of
Dependent Eligibility form (P4) and a copy
of a document that establishes a bona-fide

foster child relationship are required. i5
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