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Enrollment for Domestic Partners
Health Insurance, Dental and Vision Plans

DESIGNATION OF A DOMESTIC PARTNER:

A “domestic partner” is defined as a person of the same or opposite sex as the eligible employee who meets the criteria outlined in this document. Persons who live together for economic reasons but have not made a commitment to an exclusive enduring relationship as described in this Policy shall not be considered to be domestic partners. 

I,                                                                                                                                          and
    (Print Name of Employee) 

                                                                                                                                                swear that we 
    (Print Name of Domestic Partner)

are domestic partners and we certify that we meet all the following criteria:

1. We are each other’s sole domestic partner and have been in an exclusive and enduring domestic relationship while sharing a residence for at least 6 months.
2. We are both eighteen years of age or older.
3. Neither one of us is married to or partnered with any other spouse.
4. We are not related by blood closer than would bar marriage under Vermont State law.
5. We are both competent to enter a legally binding contract. 
6. We have agreed between ourselves to be responsible for each other’s welfare.

ACKNOWLEDGEMENT:

· I understand that the election to enroll my domestic partner (“partner”) authorizes premium deductions to be withheld.
· I understand that if a domestic partner does not qualify as a dependent of the employee, under Section 152 of the Internal Revenue Code, the cost of providing coverage for them will be considered taxable income to the employee and subject to tax withholding. Your taxable wages for Federal Income Tax, Social Security, Medicare Wages, and State Wages will include the employer’s share of the cost of the insurance coverage(s) provided to your domestic partner. 
· I understand that domestic partners that are not considered as “qualifying beneficiaries” under federal COBRA provisions will not be eligible to continue their coverage under COBRA after any event that would otherwise give rise to COBRA rights, such as termination of employment or the relationship.
· I agree to notify hr@vermontpublic.org within 30 calendar days after the termination of this domestic partnership.
· I understand that the information contained in this document will be maintained confidential and shall not be disclosed without the employee’s written consent except as necessary to provide and administer benefits coverage or otherwise as required by law.

SIGNATURES:

We understand that any misrepresentation or falsification of information on this application shall result in loss of health and dental insurance coverage shall be considered gross misconduct and may result in disciplinary action up to and including dismissal from employment.

We hereby swear, under penalty of perjury under the laws of the State of Vermont, that the foregoing is true and correct. 
 
Dated this________day of________________, 20____.     


____________________________		____________________________________
 Signature of Employee				Signature of Domestic Partner


____________________________		____________________________________
 Signature Human Resources Rep.			Name & Title
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