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

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

change.

Employees must upload supporting documents to eBenefits or provide them to their Health Benefits Representative (HBR) to verify 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 notification 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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Defined as legally married spouse, includes same
and opposite gender spouses.

DEPENDENT ELIGIBILITY REQUIRED DOCUMENTATION FROM EMPLOYEE
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)
OR
Official Marriage Certificate* * PLUS one of the following to show current joint tenancy:
LEGAL MARRIED SPOUSE e Current joint lease or lease showing residency

* Current joint of one of the below, or two separates of any of the below:showing the same
address, one listing the employee and the other listing the spouse:
» Monthly utility bill or financial statement
* 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 refirement 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
OR

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

e 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
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
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
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.

**Employees married less than a year are able to submit their marriage certificate only.
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ACCEPTABLE DOCUMENTATION
FOR DEPENDENTS:
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ACCEPTABLE DOCUMENTATION £

FOR DEPENDENTS:

VERIFICATION OF FACTS FOR
DEPENDENTS UNDER 6 MONTHS OF AGE
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DIVORCE DECREE
NO.
IN THE MATTER OF § IN THE DISTRICT COURT
THE MARRIAGE OF §
JANE DOE g ___ JUDICIAL DISTRICT
AND
JOHN DOE § BELL COUNTY, TEXAS
FINAL DECREE OF DIVORCE
an the Gourt heard this case.
Appearances
Petitioner, JANE DOE, appeared in person and announced ready for frial
Respondent, JOHN DOE,
D appeared in person and announced ready.
D altthough 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.
D waived issuance and service of citation by wawer 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
OR
A record of testimony was duly reported by the Court’s reporter.

Jurisdiction and Domicila

INSURANCE CARD WITH EFFECTIVE DATE

Base PPO Plan (70/30)
NC SHP Network
Choice POS II

Ind Deductisle  § 1500 § 3,000
Ind COP Max  § 5900 $11,800
Family Deduciible § 4,500 § 5,000
Family OOF Max $15,300  $32,600

Pharmacy Help Desk
CVS Caremark

Submit Claims To:

g N
£ it G

@ ST povse corlh Thind Porty Admini y Benefis Admini

IS e e——— Selected PCP* $0 $30 | o

MICHELLE Q SAMPLE-TESTCARD PhyOcciSpeh ThoyChio $36  §72 vaetna NAREETIET

Specialist $47 $94

ID: N123H456P789 Behavioral Health $0 $a5 Benefits & Claims Number 1-833-690-1037

SAMPLE GROUP NAME Urgent Care e &1;:% Eligibility & Enroliment 1-855-859-0966

Group No Eff Date e gl Behavioral Health 1-800-424-4047

0192681 01/01/2025 GG GearPricing ro Provider Relations/Precert 1-888-632-3862
fo GOoN 1-800-364-6331

1-888-321.2124

Aetna Life Insurance Company PAYER NUMBER 67
Talk to a doctor 24,

RXBIN: RXPCN: RXGRP: SeepC e i) e 1-855-TELADOG
ame Prints fere -exington, - .SHPNC.
004336 ADV RX0274 North Carolina NAP g & L v SHPNC.org
SELF INSURED +
Preferred
andor urpatentservies for nr-partciping provcers.
. J




State Health Plan Required Documentation for
Qualifying Life Events & Dependent Eligibility
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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 201%

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 01/01/2019 through 07/31/2019.

MEDICAID APPROVAL LETTER
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Please note:
Review your benefit booklet for further details.

8 | SHP QLE

‘ NOW ELIGIBLE FOR OTHER COVERAGE LETTER

Tr ST &L e B D T | PR RO L T P I 0T e T

e e sty o el o e | el S ) s B Cariey TP s Puseie g e
H.I--d-\_HH.bl-' 3, i A i Wi [Py M DY e T SR Pk P
[T el

Tha poiep methee oy (e poiey’] vl T pTgrien dom oy e pfieciye dpwl Tha pmey
s T g o e P ] e e g s o B s
e e Ty gy

= e D P e O el D
o e e e e o e e
o e e e e of e e
H-hmwt1quﬁhrhmq”lmmwnr’ﬂm:ﬂ

o e ¥ o ST By ISR DT O DT T e T SO
|t s e ET BT PR

(=5 L]
(e

|'.'-|-|—| S o P G S e e ST Latevw ]

i

| MEDICAID TERMINATION LETTER |

e ey, illﬂl'l‘"
[t S
- g
i

o't Nt ] ffideras

Wothen af Tormslsasien of Fublis AuhEssce

L e
THE CHASOR SR WILE TAKE FLACK:
A TE CHASGE WL B Al f

I. .. ."\. .. ... ..-. -...:.-.L .|“I:-:|..L| s -

el THE CRLANGE STLL BL LI
hasgs w1 by piliprenn m | 10K E0L

PLEANE COVRIWUE BN IO MU AT (FO A TION TR D TR RICETY

’ \ortl Garolina
e. State Health Plan

' FOR TEACHERS AND STATE EMPLOYEES

A Division of the Department of State Treasurer



