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Wayne County Department of Personnel / Human Resources

Benefits Administration Division
CERTIFICATION REGARDING
EMPLOYER-SPONSORED HEALTH 

COVERAGE FOR ADULT CHILDREN

	Return Form to:
500 Griswold Suite 900

Detroit 48226

Fax: 

313-967-1228

	INSTRUCTIONS:  Complete this form for all adult children aged 19-26 who are eligible for health insurance coverage under the Wayne County Group Health Plan. 

	EMPLOYEE / RETIREE INFORMATION:  (All entries must be completed in this section)

First Name:



__ Middle Initial:

 Last Name:






Employee ID Number: 













	NAME OF

ADULT CHILD


	DATE OF

BIRTH
	RELATIONSHIP


	Is the Adult Child eligible to enroll in an employer-sponsored health plan other than the plan of a parent?*

	
	
	
	  YES

  NO

	
	
	
	  YES

  NO

	
	
	
	  YES

  NO

	The Wayne County Group Health Plan is a grandfathered health plan that may exclude an adult child who has not attained age 26 from coverage if the child is eligible to enroll in an employer-sponsored health plan (as defined in section 5000A(f)(2)* of the IRC) other than the group health plan of a parent.  
*IRC 5000A(f)(2) defines “employer-sponsored plan” as “a group health plan or group health insurance coverage offered by an employer to the employee which is (A) a governmental plan, or (B) another plan or coverage offered in the small or large group market within a State.”
CERTIFICATION
By signing this Form, I am certifying that the information provided is true and accurate.  I agree to notify Wayne County within 30 days of any of the adult children listed above becoming eligible to enroll in an employer-sponsored health plan other than the plan of a parent.   Wayne County reserves the right to audit the above information and may require additional information in support of this Certification.  Failure to cooperate with an audit or request for information may cause coverage to be denied, delayed or not processed.  I understand that the submission of any fraudulent information may be cause for discipline up to and including termination.  If an adult child for whom the County is providing coverage is determined to be ineligible for coverage under the Wayne County Group Health Plan, I understand that coverage will be terminated immediately and I agree to repay the County for any and all medical and insurance costs incurred by the County during any period of coverage for which my adult child was ineligible.  I understand that this Certification must be completed annually for coverage to continue. 
Signature:








Date:
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