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Boston College

Massachusetts Health Care Plan Affidavit

Verification of Dependent Status Form
Employee Name:_____________________________________   
Eagle ID #:_________________
Current B.C. Insurance:
Harvard Pilgrim  
( PPO  
( HMO

( Individual  ( Family


Delta Dental
( Premier
( DeltaCare
( Individual  ( Family
I hereby certify that _____________________________    ______________    _____ - ____ - ______    ____ /____ /____

Dependent’s Name                  
Relationship                     Dependent’s SSN                   Date of Birth

is age 25 or under, unmarried, and:

( was claimed as a dependent of the employee for federal tax purposes within the last two years (loss of dependent 


status date 12 /31 /____)  and cannot currently be claimed as a dependent of another person; or

( is currently claimed as a dependent for federal tax purposes as outlined by IRS guidelines (see below).
Please check off all that apply from the following eligibility guidelines related to your dependent’s status.


For a Qualifying Child (IRS guidelines):

( a son, daughter, stepchild, or eligible foster child of the employee
( under age 19 at the end of the year, or under age 24 at the end of the year and a full-time student 
( has lived with the employee for more than half of the year (students who are living away from home for educational 
     reasons are treated as living with the employee for purposes of this requirement)
( has not provided for more than half of his or her own support for the year
( meets the rules to be a qualifying child of more than one person, and the employee is the person entitled to claim the 
     child as a qualifying child.

I hereby certify that the information provided is true and accurate.  I understand that I am obligated to notify Boston College and the applicable insurance carrier immediately if there is a change in my dependent’s status.  To ensure accuracy, I permit Boston College and the insurance carrier to take any steps they consider necessary to verify the accuracy of the information I have provided.  I understand that Boston College and the insurance carrier reserve the right to audit claims and that any misrepresentation in the information I have provided will permit terminating the dependent’s membership according to the applicable insurance policy provisions.
I understand that if I include a child on my insurance plan family membership who cannot be claimed as a dependent for federal tax purposes I will be taxed on the value of that coverage.  [Note:  The “value” of the coverage is the total amount of an individual premium for that coverage.]
(Please note that details as outlined above are subject to change at any time as regulations are further defined by the Commonwealth of Massachusetts legislature.)

______________________________
____________            ______________________________      ____________
             (Employee’s signature)

        (Date)
      
           (Benefits Office signature)

      (Date)
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