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Under Internal Revenue Service (IRS) tax code Section 125, guidelines are provided for a Qualifying Life Event (QLE) statl$ change.

Employees must upload supporting documents to eBenefits or provide them to their Health Benefits Representative (HBR) t

erify the

QLE, in accordance with State Health Plan rules. This process must be completed within 30 days of the QLE or within 60 days of

becoming eligible for or losing eligibility for Medicaid or the Children’s Health Insurance Program (CHIP).

Additionally, employees must provide documentation to verify a dependent’s eligibility when adding them to the Plan due to a

New Hire event, a QLE, or during Open Enrollment. For a list of acceptable documents, please refer to the chart on page 2.

QUALIFYING LIFE EVENTS

REQUIRED DOCUMENTATION FROM EMPLOYEE

ADOPTION

BIRTH

COURT ORDER (may only be used to add
dependents; cannot be used to drop dependents)

Refer to chart on page 2

DEATH of a Dependent

Death Certificate / Obituary

Dependent GAINS Medicaid COVERAGE

Written notification showing effective date of Coverage or ID card with 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 to add a dependent.

GUARDIANSHIP or LEGAL CUSTODY
of a Child

Refer to chart on page 2

LEGAL SEPARATION

Separation Agreement or Affidavit (sworn, notarized statement) 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 to add 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 to add a dependent.
If you or your dependents change your country of permanent residence by moving to or from the
U.S., you must provide a signed written statement, along with proof of the date of the change.

Note: Losing individual coverage does not qualify as a qualifying life event if you voluntarily drop it, fail to
pay premiums, or do not provide required documentation when requested.

MARRIAGE (Employee)

Refer to chart on page 2

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 2 for additional requirements to add a dependent.

NOW ELIGIBLE for OTHER COVERAGE

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

If you or your dependents change your country of permanent residence by moving to or from the
U.S., you must provide a signed written statement, along with proof of the date of the change.

RETURN from FAMILY and MEDICAL LEAVE
(FMLA)

Refer to chart on page 2 for additional requirements to add a dependent.

RETURN from LEAVE of ABSENCE

Refer to chart on page 2 for additional requirements to add a dependent.

RETURN from MILITARY LEAVE

Requires copy of Active Duty documentation, including date active duty ends.
Refer to chart on page 2 for additional requirements to add 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. See benefit booklet for details.
Refer to chart on page 2 for additional requirements to add a dependent.
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DEPENDENT ELIGIBILITY

REQUIRED DOCUMENTATION FROM EMPLOYEE

LEGAL MARRIED SPOUSE

Defined as legally married spouse, includes same
and opposite gender spouses.

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)

& signature page or official tax transcript
OR

Official Marriage Certificate** PLUS one of the following to show current joint tenancy:
e Current joint lease or lease showing residency

* Current joint of one of the below, or two separates of any of the belo

address, one listing the employee and the other listing the spouse: 7

* Monthly utility bill or financial statement

owing the same

* Current year's property/vehicle tax or registration bill

* Current insurance statement or bill

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

BIOLOGICAL CHILD UNDER the AGE of 26

Defined as your biological child, includes child
of same gender spouse.

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 & signature page or official tax transcript
OR

* Birth Certificate or Mother’s Copy with subscriber’s name listed as parent

* Verification of Facts within 6 months of birth

STEPCHILD UNDER the AGE of 26
Defined as your stepchild.

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 & signature page or official tax transcript
OR

* Birth Certificate or Mother's Copy with subscriber’s name listed as parent AND
Marriage Certificate (indicating employee’s spouse is married to employee)
* Verification of Facts within 6 months of birth

ADOPTED CHILD UNDER the AGE of 26

Defined as a child you have legally adopted, or has
been placed with you for adoption or in anticipation
of legal adoption.

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 & signature page or official tax transcript
OR

* International adoption papers from the country of adoption

* Official adoption agreement from adoption agency showing intent to adopt the dependent

FOSTER CHILD UNDER the AGE of 26

Defined as your foster child or child placed with you
for foster care.

Official State Agreement for placement specific to the dependent 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 court-appointed guardian or has been awarded
legal and physical custody by a valid court order.

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 & signature page or official tax transcript
OR

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

CHILD UNDER the AGE of 26 for whom the
Plan has received a QUALIFIED MEDICAL
CHILD SUPPORT ORDER (QMCSO)

Defined as any recognized child you are required to
cover under the Plan due to a QMCSO.

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

*Most recent tax form from the previous year. If unavailable, the year prior will be accepted with a letter indicating you have an extension.

2 | SHP QLE

**Employees married less than a year are able to submit their marriage certificate only.
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NO.
IN THE MATTER OF §  INTHE DISTRICT COURT
THE MARRIAGE OF 5
5
JANE DOE § __ JUDICIAL DISTRICT
AND §
JOHN DOE § BELL COUNTY, TEXAS

FINAL DECREE OF DIVORCE

an the Gourt heard this case.

Appearances
Petttioner, JANE DOE, appeared in person and a d ready for trial
Respondent, JOHN DOE,
EI appeared in person and announced ready.
D although duly and properly cited to appear or answer failed to appear or
answer and wholly made default.
n has made a general appearance and was duly notified of trial but failed to
appear and wholly made default.
O waived issuance and service of citation by waiver duly filed and did not
otherwise appear.
Record

The making of a record of testimony was waived by the parties with the consent of

the Court.
CR
A record of testimony was duly reported by the Court’s reporter.
Jurisdiction and Domicila

4 N
BlueCross  RlucWorldwide L5 11 Roriar) e bR
. / BlueShicld M i Todlfree MG 4 2TEOS
Menten oy
mh mm e l-“‘.ﬁ.ﬂlﬂﬂ
Member 1D ke -
wm vl yrar carndasie hisead (Mawmd B tiom,
GroupMo. 32188000 an prieraronyond
Efoctive Date 110111 STANDARD CPTION ot —
Cront o Wt brscaiszon. s "
10 8o 111
] .
S AT




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

‘ BENEFICIARY DESGINATION ‘

ACCEPTABLE DOCUMENTATION ‘ b
FOR DEPENDENTS: —d i - i R

Company name Davsion ievel | Account mambeciunt Pumber

_WESLEY VILLAGE

_Employes Information

Narme Sorial securky number
Maiing acdress (sreer) Birh case male

LEGAL SEPARATION WITH NOTARY i N — L[ ss
=) Tstame) (2P code) Do you have an eigidle spouse or chid?

e Clves CINe
A T suRi ST aop BRLLasl = AL Date empicyed ful-time [ Hou's worked per weex  Job cCCupation/ciass Location

[T ————— Wi e o i ] A Saiary amount | Saiary mode _ = &

| Sungn Ty o Ol p el © e Wil {egu—— ), - Clyeady [ weowy [Jbouly [ omonfvy . toweesy
What is your payroll mode’? Employer ZIP Empioyer county

Wil W Ewemd T p—— The e = i o [T ] monhey [ serr e |

By P _Long Term Disability

PRELOIY i 13 0L izl

danghorss wa il be G By o ol ieer MY R e ]

e Py ¥ S S - T P —— _Group Term Life

il e A s e 4§ T el B o B E

= T DI i emreied o i DOeect [lDecine
AL ] e ] e o i, oF il b Group Term Life ry D (Compiets if covered for group term ke 3

All pnmary and contingent beneficiaries, whether adults or minors, should be included in the beneficlary
designation below.

Lo e | e R = = - il Primary Beneficiaries:

e i i g ey el i o, ey oy mw s ek el LD @ e L] M r—

ta P woaam N e e T e =1 T v

- L, e B TR g B s, e el F o md

dmr o gl rd el @ Frola Br dge— S d R Ban e Emm sy L] Pacenage Asmsonsg

el e bl B N Rl ECSCRES EmEne e e cwee Sgeies = — = — T——

e = e gl e e = T P R Sl X
Hara Facevaa Fauoee

R TE fe=ry — Sociw sty W

Pt i al T T S ——— e ——
s, gl bl il e bt conssleion. i reeaE el B s S SRR E= Harve Fereiage Remtomsny
e T T e e T L e
T e b earkans rEL i pe] oo ey R

i i lewn Lepimenl Lot By SO R S o
ol e 1 e A el | P e e e e e o

PROPERTY / VEHICLE TAX

NC COMBINLD VEHICLE REGISTRATEON
RENEWAL Abelr FROPIRTY TAX NOTICE

fuind) Colactad Sy Dnd Nuad w8 1T Tuither NOSEE

o e
Dol o, [
SEJAATIURE VEMICLE FROPTRTY TAM BNPORMATION
ssnant wasm
Vw s P el D
1
| — — i

! & Motary Botds in e Ky iiid County ard S1ate, o
merey Doy Pal perscnsliy kncws i me 1
B T Pk whoad MM [ SUSHONTed o P Laregtung mdver of dammond, daodaad - -
eioee me IS O3y 10 peTSOn, Bnd BCRnowlenged I he St 10 EDDSAINCS B hix e - ity 1 - =
el adilonibiry %, 1o W Pt Ihingis Gl 1o ok

PROFEATY TAK: &

y : WGl TICoRnAaUMn CSRUDET,  WLHICLE ROGHES TRAT I | BMPLC TICR LRl CR AT IOM
e my . |
Gasn under my hand and Noansl Seal m o gl e -
BB TR Maks [
L ;
*ATTENTION e
WOTAHY P (P
REGISTRATION FDE; 3

MONTHLY UTILITY BILL e A B '

— r ey
= DLEE Uicara # Wil Nasmi Viphics [SpAncatnn iembar  Toar Hake St Usmeeel Mear
" ENERGY. ANKCRLBCT L ST A0 2% UL
LTI LRI
Eepdyee i Twiur ot
o oad e TR ETRTRTTI
=] i Manst angd Address SRk hare of pou har,

s s proeded |

OSEIES L TTENL A L A0 I THEZ I RO RN D

o L

FOR TEACHERS AND STATE EMPLOYEES

;
o) | SHP QLE I B Fi Bt off st s : )

I Novth Carolina e
= State Health Plan %Z7c’ﬁ4

TE TREASURER OF

SPAS




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

WO PRATTE W T AT T G | hdpdion Cas Mo &
T P TTTRON DF :
§ JUCSE ROSMA LDE BECK
DA ADCEFTRONM OF RS0 CHELD :
P, DECRIDE CF ADOPTION

L T e e e
N P ke e P e it el i o (PT] we ired Suan of
ralf], aEl Apae P T'-'ﬂ--h-—
“dl—l‘; * g W T
el s o o dainar® (1) Sl P o) P i s garmessrd b 51 0 nban ot
10T CEID T (T e e e pyraly ey g o glsbiy
N B Dy ok Gl | 1 Tosd Wk it o 1 i M (i Eb ik
8 PO Fora mnd sducaton. ) Thal e mtoptor wl be lor e Gesl
e ) Tl e ciories fus ressied e P el o
bl [ P dormign ety gl wilts ot S oy
gl Larw e e of ey by cnbo o @ sy o

iy g s i Ny o o
i ol e Y, il il B
o

Ll o N T

(]
]
¥ -

g ey
'
[l ks
Flaisit,
e QAL IFRED METHC AL
CHSLD BUFTCET OEDER
r
L
ML WL EEAFLLE m-:-:rrmmr AFTHR ACTE T LA

EEALLT % e T R P, U
CONTEMTOF a1

B Formem e VM TS P § sl s ol Tkl ey
e Uimr rd St T e

el e el e by B b b whe B T sgal oogmasfe Gleieed md
e m g e G ey el ple — e e i T i S
e B B el Sy R T Wl

LI ety

M, i ) Hladey bbb

N e preaked =y

B Uy
P The oy el P byt = e Sl &

7 | SHP QLE

| STATE OF MORTH CARDLI | 2 R
— Ihh-:&l-
(e
*_“J!"!WF'!IMH _____ s ——
LIRNTED GUARCRAN OF THE PERSOM
| . | T i e
e T = et "I-l-r-l—l.:-l":_

A . . i o Py RS o S - e
el S mm— W

IR o e
I-r_-h-;u e i
LomEm [ R EE Sy by Sra——

T ey i

bt e B e A e s

et vl b p el e b o L elia] LR ek e

s mm e el B g =il

-._.-l'_-—--."-ﬂﬂ-:l--h [SE iy
e el e iy et ] (o g 3] o ] 8 bt

mtl::miﬂ-hb_“-ﬂm-

i uh:.-n-ﬂmlﬂhm‘til—i

5 Ll s B b Posss s, b e i LasSiond =
ri::—h'l—.ll:-u-::hh
] e W ] e il et T,



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

ACCEPTABLE DOCUMENTATION

FOR DEPENDENTS:

LOSS OF OTHER COVERAGE LETTER ‘

+##%This is an automatically generated email. Please do not respond as
it will not be received *+##

University Mame North Carolina Central University
Enroliment Confirmation # E-49TESDIE4TIAAAE

Coverage Period Spring/Summer 2019

Dear Itiana Hutchinson,

This email serves as notification that your enrollment in the North
Carolina Central University Medical Inswrance Plan for
Spring/Summer 2019 is now Void.

As a result you DO NOT have coverage for Spring/Summer
whose coverage period is 0101/2019 through 07/31/201%.

MEDICAID APPROVAL LETTER
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Please note:
Review your benefit booklet for further details.
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‘ NOW ELIGIBLE FOR OTHER COVERAGE LETTER
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