




G. Continuation of Coverage After Termination

We understand that neither my Domestic Partner nor any covered dependents are eligible for 

continuation of benefits under COBRA. 

H. Effective Date of Coverage

We understand that Excellus Health Plan, Inc. determines, in its sole judgment, whether or not a 

domestic partnership exists. Excellus Health Plan, Inc., will make the determination based upon 

this signed affidavit, the attached documentation and the completed change of coverage form. 

We understand that if Excellus Health Plan, Inc. determines a domestic partnership exists, my 

Domestic Partner and his/her eligible dependent(s) will be covered under the Certificate or Group 

Health Plan, as follows:

1. My Domestic Partner and eligible dependents will be covered as long as we have provided 
Excellus Health Plan, Inc., the signed affidavit, all required documentation necessary to 
establish the domestic partnership and the completed change of coverage form within thirty
(30) days of a qualifying event.

2. If we do not provide Excellus Health Plan, Inc. with the all information required  above, within 
thirty (30) days of a qualifying event, the coverage for my Domestic Partner and his/her 
eligible dependents will not be effective until the next open enrollment date.

We certify, under penalty of perjury, that the foregoing is true and correct. 

We understand that falsification of information contained in this Affidavit may lead to disciplinary 
action, up to and including immediate termination of the Employee's employment. 

We also understand that falsification of information contained in this Affidavit may subject us to 
civil action to recover any losses, including reasonable attorney's fees incurred by Group or by 
Excellus Health Plan, Inc., for benefits provided. 

Employee: 

State of 
-----------

County of __________ _ 

I, ________ do hereby under oath depose and say that the forgoing representations, 
information and documentation provided herein are true, correct and complete. 

Employee Signature Date 

Employee Printed Name 



III. Dependent Child Certification:

I certify that my Domestic Partner's child or children named below meet the following 

requirements:

1. A parent-child relationship exists between the child or children and me.

2. The child is, or children are, primarily dependent upon me for at least 50% of his/her/their 
support.

3. The child is, or children are, unmarried, reside in my household and meet the age eligibility 
requirements for the policy purchased by _________ (Group Name).

4. I assume full responsibility and control, including any debts incurred by the child or children.

5. I, or my Partner, have a court-appointed legal relationship with the child(ren) (i.e., adoption, 
guardianship, foster child), or my Partner is the biological parent of the each child listed below.

Last Name First Name MI Birth Date 

Last Name First Name MI Birth Date 

Last Name First Name MI Birth Date 

Last Name First Name MI Birth Date 

I understand that falsely certifying a dependent's eligibility or failure to inform my employer when a 
dependent no longer meets applicable eligibility requirements may result in disciplinary action, up to 
and including immediate termination of employment. 

Employee Signature 

Employee Printed Name 

Approved: _________ _ 
Group Name 

Authorized Group Representative Signature Date 

Group Representative Name Printed 1itle 

Date 




