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State Health Plan Required Documentation for Qualifying Life Events & Dependent Eligibility

Section 125 of the Internal Revenue Code (IRS) provides guidelines for a Qualifying Life Event (QLE) status change. Employees must
upload documents into eBenefits or provide supporting documentation to their Health Benefits Representative to verify the QLE in
accordance with State Health Plan rules within 30 days of the QLE or 60 days of becoming entitled to or losing eligibility for Medicaid
or the Children’s Health Insurance Program (CHIP). Employees are also required to provide documentation of a dependent’s
eligibility when added to the Plan due to a New Hire event, a QLE, or during Open Enrollment. Please refer to the chart on page 3 for

the list of acceptable documents.

Qualifying Life Events

Required Documentation from Employee

Adoption

Refer to chart on page 3.

Birth

Refer to chart on page 3.

Court Order

(Court Orders may only be used to add
dependents and cannot be used to drop
dependents.)

Refer to chart on page 3.

Death of a Dependent

Death Certificate / Obituary

Dependent Gains Medicaid Coverage

Written notification showing effective date of Coverage or ID card with an
effective date.

Divorce

Divorce Decree / Judgment

Enroll in 12-Month Reduction in Force (RIF)

See your HBR to process event. HBR must submit an exception and materials
provided by member to demonstrate the cost increase. Refer to chart on
page 2 for additional requirements for adding a dependent.

Guardianship or Legal Custody of a Child

Refer to chart on page 3.

Legal Separation

Separation Agreement or affidavit (sworn, notarized statement) from
employee to validate legal separation.

Loss of Medicaid or CHIP Coverage

Written notification showing termination date and current notification
date. Refer to chart on page 2 for additional requirements for adding a
dependent.

Loss of Other Coverage

Certificate of creditable coverage or written notification from employer
listing affected members and the effective date. Refer to chart on page 2 for
additional requirements for adding a dependent.

If you or your dependents change your country of permanent residence by
moving to or from the United States a signed written statement
documenting the event and proof of the date you or your dependent
changed your county of permanent residence is required.

Please note: Losing individual coverage doesn’t qualify as a qualifying life
event if you voluntarily drop coverage, if you lose coverage because you

didn’t pay your premiumes, or if you lose coverage because you didn’t provide
required documentation when asked for more information.

Marriage (Employee)

Refer to chart on page 3.

Military Leave

See your HBR to process event. Requires copy of Active Duty
documentation, including date active duty begins.

Newly Eligible for Coverage

Refer to chart on page 3 for adding dependents.




Now Eligible for Other Coverage

Written notification from employer, Medicaid or CHIP showing effective
date or Insurance Card with an effective date and notification date.

If you or your dependents change your country of permanent residence
by moving to or from the United States a signed written statement
documenting the event and proof of the date you or your dependent
changed your county of permanent residence is required

Return from Family and Medical Leave (FMLA)

Refer to chart on page 3 for additional requirements for adding a dependent.

Return from Leave of Absence

Refer to chart on page 3 for additional requirements for adding a dependent.

Return from Military Leave

Requires copy of Active Duty documentation that includes date active duty
ends. Refer to chart on page 3 below for additional requirements when
adding a dependent.

Significant Change in Cost of Existing Coverage

See your HBR to process event. HBR must submit an exception and materials
provided by member to demonstrate the cost increase. Refer to chart on
page 3 for additional requirements for adding a dependent.




State Health Plan Required Documentation for Qualifying Life Events & Dependent Eligibility

Dependent Verification Requirements

Required Documentation from Employee

Legal Married Spouse
Defined as legally married spouse and includes same
and opposite gender spouses.

e Page 1 of subscriber’s most recent Federal Income Tax Return* (1040, 1040A
or 1040EZ) as filed with the IRS, listing the spouse (may be joint or separate
as long as the spouse is listed) & signed page or officialtax transcript

OR

Official Marriage Certificate** PLUS one of the following to show current joint

tenancy:

e Current joint lease or lease showingresidency

e Current joint of one of the below, or two separate of any of the below
showing the same address, one listing the employee and the other listing
the spouse:

¢ Monthly bill or financial statement

e Current year’s property/vehicle tax or registration bill

e Current insurance statement or bill

¢ Designation of the spouse as a primary beneficiary of the employee’s
life insurance or retirement benefits and listing primary residence

Biological Child under the age of 26
Defined as your biological child and Includes child of
same gender spouse.

e  Page 1 of subscriber’s most recent Federal Income Tax Return* (1040,
1040A or 1040EZ) as filed with the IRS, listing the child as dependent &
signed page or official tax transcript

e  Birth Certificate or Mother’s Copy with subscriber’s name listed as parent
e  Verification of Facts within 6 months of birth

Stepchild under the age of 26
Defined as your stepchild.

e Page 1 of subscriber’s most recent Federal Income Tax Return* (1040,
1040A or 1040EZ) as filed with the IRS, listing the stepchild asdependent &
signed page or official tax transcript

OR

o Birth Certificate or Mother’s Copy with subscriber’s name listed as parent
AND Marriage Certificate (indicating employee’s spouse is married to
employee)

o Verification of Facts within 6 months of birth

Adopted Child under the age of 26

Child you have legally adopted or has been placed
with you for adoption or in anticipation of legal
adoption.

e Page 1 of subscriber’s most recent Federal Income Tax Return* (1040,
1040A or 1040EZ) as filed with the IRS, listing the stepchild or adopted child
as dependent & signed page or official tax transcript

OR

e International adoption papers from country ofadoption

o Official adoption agreement for the dependent being added from the adoption
agency showing intent to adopt

Foster Child under the age of 26
Defined as your foster child or child placed with you for
foster care.

o Official State Agreement for placement specific to the dependent(s)being
added

Child under the age of 26 for whom the Subscriber is
Court Appointed Guardian

Defined as a child for whom the subscriber has become
the child’s court-ordered guardian or has been
awarded legal and physical custody of the child,
pursuant to a valid court order.

e Page 1 of subscriber’s most recent Federal Income Tax Return* (1040,
1040A or 1040EZ) as filed with the IRS, listing the child as a dependent
& signed page or official tax transcript

OR

¢ Court documents signed by a judge verifying legal custody of the child

Child under age 26 for whom the Plan has received a
Qualified Medical Child Support Order (QMCSO)
Defined as any recognized child(ren) you are required
to cover under the Plan due to a Qualified Medical
Child Support Order (QMCSO).

e Court documents signed by a judge
o Medical support orders issued by a State

*Most recent tax form from the previous year. If not available, the year prior will be accepted along with a letter indicating you
have an extension. **Employees that have been married less than a year are able to submit a marriage certificate only.




Unacceptable Documentation for Dependents:
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Acceptable Documentation for Dependents:
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Adoption Decree
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Legal Separation w/ Notary

SEPARATION AGREEMENT AND RELEASF. IN FULL

This Separation Agreement and Release in Full (this “Agreement™) is made and entered into by
and between the City of Charlotte, a North Carolina Municipal Corporation (“City”). and
Randall W. Kerrick ("Emplayee™). This Agreement is effective as of October 2, 2018
(“Effective Date™).

PRELIMINARY STATEMENT

Employee was hired by City on or about March 22, mlﬂ.-ul!mmkdmmmly-l
ClwlantdduMPuiw:Oﬂ'ww On September 18, 2013, Empl was

without pay. ion, the City Manager made a determination,
mm-CHylelmmmmlz 1977 and recorded at Resolutions
Book 13, pages 141-142, that the City would not defend, or pay for the defense, of a civil lawsuit
against Employes.

Employee and City now desire to terminate their employment relationship in a definitive manner
and to settle and resolve any and all claims they may have against each other. City, in exchange
for the release provided by Employee below, and Emp! s with various

mmhnun.luwdwmukhmlmmwouuuﬁumilmm
otherwise be legally obligated to provide. This wuﬂfmlhdnpmn understanding

and agreement with respect to such I P post-
redense of claims, and related matters.

AGREEMENT
NOW, THEREFORE, in i of the and i set

forth, and for other good and valuable consideration, hmp‘-ﬂmﬂ'ﬁmynl‘vﬁuhm
mumw.Emecm.mwblwlrmwwmh

of their emp with terms and
set forth:
w‘.' herehy vol ly resigns as an employes
ofmcny Employee and City confirm | s termination from empl with

City, effective as of October 2, 2015 (the “Termination Date”).

2. W This Agreement and the payments
provided herein do rou Juing, ualawiul conduct or lisbility
by the City.

3. Pavments and Benefits Provided by City, City agrees to pay or provide Employes
with compensation, benefits and considerstion under this Agresment as follows:

(a) Back Pay, City shall pay Fmployce back pay from the dte of Employee's
mudmwwm including the Termination Date, payable in one lump
jgross payment, on October 16, 2015, in sccordance with City’s generally

q)plleubb pul-&ﬁunl procedures,
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Employee
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said cause may be had without further notice.

Dated 20___.

SIGNATURE:

STATE OF
)
County of )

[ . a Notary Public in and for said County and State, do
hereby certify that personally known to me to
be the same person whose name is subscribed to the foregoing waiver of summons, appeared
before me this day in person, and acknowledged that he signed said appearance as his free
and voluntary act, for the purpose therein set farth.

Given under my hand and Notarial Seal, , 20

NOTARY PUBLIC
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Medicaid Termination Letter

ARG
PO, B 340
Rsclond. NC 28336
Case Idemifier:
‘Waorker:
Date Genernted:
m:;::.;; Dss Employee's Name and Address
Racford, NC 28176
Notice of Termination of Public Assistance
Adequate

Case ID:
Aid Program Categary: Modical Assistance:

—

N 1
Effective | 1-30:2015 All Medicaid benefi will siop for the following individual

ify you of a change which is about 1 take place in yous assistaucs.
hecatse it is very impor you.

This letler is 10
Please read all the in

WHY THE CHANGE WILL BE MADE:
Your inconse andior resources changed. Siate rules supposting this action ere found in Section 2349, 2250, and 2510 of the Aged,
Blindl, Disabled Manual or Section 3235, 3300 and 3360 of ihe Family and Clildren's Mamual.

T

WHEN THE CHANGE WILL BE MAD]
The change will be effective on | 1-06-201

Individuals who are ineligible for full Medicaid covernge may be eligible for health insumnce—and help paying for il—through the
Henlth Insuzince Marketplace, We sent yout information 1o them. You can wait for a kerer from the Marketplace or you can contact
them dircelly. To contaet the Marketpince, po online tn Heulthicare. gov or call 1-800:318:2596. After you camplote your spplication,
e Markstplace will 1l you if you qualify for ealth coverage and financial help. In North Caraliaa, several non-profit organizations
offer free in person assistince with health insuranse spplieations. Ta schedule un appoiniment, call 1-855-733-371 | or go online 1o
nenavigator.net

1f this moice says “TIMELY" in the upper right corser: 1f the change ia for Cash Assistance, Refugee Assistance, Medicaid, ot
Special Assistance; " en ar before the date the change will be made, you can sontinus to reccive benafits
eve! il ? s minde. wnkess you walve this right. Contipuation of benefits DOES NOT apply 1o

North Carofina Heslth Cheice,

7 this noticz gays "ADEQUATE" in the vyiper elght coeier; Your benefits will be changsd withou forther potics. You may request 8
hearing by the date below

17 you chaose 1o birve your Work First Family Assistance or Rlefugee Assistance contisued and the hearing shows (hat the changes
were comect, you must repay the benefits you received while wariing for the hearing decisien. If you choose 10 heve yeur Medicaid
¢ Special Assistance continied and i hearing shovs that the Changes were corma, you may have 1o repay beneflis you received
while waiting for the hesring decision, If you choose not 1o have benefits sontinued and the hearing decisson is in your favor, you will
ieccive retronctive beaefits te cover e benflis you missed

PLEASE CONTINUE READING FOR IMPORTANT INFORMATION REGARDING YOUR RIGHTS TO A HEARING.

DSS-8110 (Rew. 12417)
Eeonomic and Family Services

Page: ol 2

Medicaid Approval Letter

PLEASE READ THIS IMPORTANT NOTICE ABOUT YOUR MEDICAID OR SPECIAL ASSISTANCE
APFROVAL NOTICE

MORTHCAROLDGA WWORS —  Cooty vt of Scinl Services
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Property/Vehicle Tax

NC COMBINED VEHICLE REGISTRATION
RENEWAL AND PROPERTY TAX NOTICE

Date af Motce .
Custumer;

Tax County:
Taxing Districts.

Prupuity Tas QurestionsApsoals.

Bahsan Camnety Pl Dt omary

IR T crrr

4| Ciryetaasft Cove R

Salva NC 37T

o corgt

Pisana v e Taeg Owmct shown on e
notce O e Tasmg Doirets shomn aim e
#uan the actual it ston of Bt veike f ha lime of
Para ke it st s el fry ol A
P e ]
o Rt & F-cabulabon see W reverse e o
wdbticonad wbrmateon

NC Divislon of Motor Viehicles
919-814-1779
wevwe.nCdot gowidmi

*ATTENTION®

A vaiicta shat s subject 1 & salety of emissions "
MADOCHON M R FARIOS AN MAPACIA N0 | eesne Name:
e nan 90 days belore i phite asges "m = N“ Co

Waeity ot vohiclo mnformation. If incorrect, please POy Numbar:
Make iy COMMCION 1 Bhe KpEcH proveded on
‘||r\|-bnkdmw¢'wb-m

VEHICLE PROPERTY TAX INFORMATION
Agprained !

VEHICLE REGISTRATION / INSPECTION INFORMATION
Yo

Tax Rato Por  Amouwiit Dus
$100 Viahu
- rwpcon 3
. rteeny A

PROPERTY TAX: 3%

Licansos.

Duwe Dato:

00 INSPECTIOM RECASRED
Liconsed Weight:
Equip ¥

REGISTRATION FEE: %

lU\#I:-ﬂmuNY DUE:

AT ]| e DR P LU RO R R

Name and Address

TISESI0AL0L 3

IF TOTAL AMOUNT 15 NOT PAID I FULL
REGISTRATION WILL NOT BE PROCESSED

et |

Make cheek payatie o NCOMY

L] Check here i you have noted any change:
in the space provided on the reverse side



Divorce Decree

NO.
IN THE MATTER OF §  INTHE DISTRICT COURT
THE MARRIAGE OF §

§
JANE DOE § __ JUDICIAL DISTRICT
AND §
JOHN DOE § BELL COUNTY, TEXAS
FINAL DECREE OF DIVORCE
an the Court heard this case.
Appearances

Petiticner, JANE DOE, appeared in person and announced ready for frial
Respondent, JOHN DOE,
O anpesred in person and announced ready.
O although duly and properly cited tc appear or answer failed to appear or
answer and wholly made default
m] has made & general appearance and was duly notfied of trial but failed to
appear and wholly made default
D walved issuance and service of citation by waiver duly filed and did not

otherwise appear.

olf~ DUKE
€7 ENERGY.

Emplayes and Spouse’s
Hame and Address

Monthly Bill

Customer Bill Pz 1t

Account number

Total due

Current charges past due ater
& yous Bl yoIr ERmert

® perin

Ths il wars mathed o

W Usags Matry.

Kithusge

Caysin perid 30 Average Wih per day

Record, Edling
e,
The making of a record of testimony was waived by the parties with the cansent of
the Court. :;_‘:‘.‘N‘"‘.:Iw“I“‘“
OR s
A record of testimony was duly reparted by the Court's reporter, o o naped b8 1% et ronh e Gyt Sl aer
Jurisdiction and Domicile For your
N % E Information
The Court finds that the pleadings of Petitioner are in dus form and contain all the S e s e oty . St
Loss of Other Coverage Letter Now Eligible for Other Coverage Letter
#+%+This is an automatically generated email. Please do not respond as
it will not be received ****
[insert date]
University Name North Carolina Central University et
[Covered individual's]
[City]. [State] [Zip code]
Enrollment Confirmation # I
[This letter is to serve as that [insert name] has an
nsurance policy in place with [insert name of nsurance company]. This is [choose one) [an
) ) ;gkgumg]!z group plan provided through [specify name of employer through which the group
COVerage Permd Sprlngj’Summer 2019 [ihe poiicy number is [insert policy] and the effectve date is insert effective date]. The policy is
jssued muLﬂ.::u{i‘éT of the insured]. The following dependents of the policyholder are
- [First and last name of covered dependent]
Dear ot e e o e sepiont]
My signature on this letter certifies that the above information is true and correct as of the date of
Iinis Ietter_ Ff you require any additional imformation, please contact me at [msert email address] or
. . . . . Jinsert phone mumber, with extension if applicable]
This email serves as notification that your enrollment in the North hegarcs,
Carolina Central University Medical Insurance Plan for fonaee]
Spring/Summer 2019 is now Void. [y e o s oy ezt
As aresult you DO NOT have coverage for Spring/Summer 2019,
whose coverage period is 01/01/2019 through 07/31/2019.
Insurance Card w/ Effective Date
™ Ny
) waa Buelipat.oam
@ E}:::\%::rd :;:;::‘orldwidc lal gg:;‘.ﬂ’:ﬂ] ar 'E’.:.".'if..-
=isra R
a e — Wanden: M0 g Mo booke! for et AT cf 112935 *
Membor Mamo Dependont Mamg 1 g %
Jahn Dae Jane Doe providess o The 155 cll
Memher 1D
EXF000039300
Groug Mo 32155000 Pran E i
Eftacive Date 110111 STARDARD OPTION Cereamy, m ez - —
TR :::;H_:‘_ -
ﬁ P

N iy
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