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Grandfathered Plans


Employee Name:









Dependent Name:








Dependent DOB:
/         / 

Dependent Address (Need to see if they live elsewhere):








Does Dependent Work?  (  Yes    ( No
If Yes,    (  full time or   ( part time
Does Dependent’s Employer offer medical coverage   (  Yes    ( No
Does Dependent qualify for this medical coverage    (  Yes    ( No
Does Dependent have this medical coverage     (  Yes    ( No
Does Dependent have any other medical coverage   (  Yes    ( No
Disclaimer:  I understand that the Dependent named above may only remain on my Plan for as long as he/she remains under the age of 26.  It is my responsibility to notify the Plan, by contacting my Human Resource Department, if my Dependent is able to obtain other coverage.

Signature






Date
If you have more than one dependent to re-enroll, please complete a separate form for each.
Group


Insurance


Service


Center, Inc.








20 Winter Street, Pembroke, MA  02359  (  Mail:  P.O. Box 9120, Marshfield, MA  02050

781-829-8595  (  877-357-7208  (  Fax:  781-829-8724

