State Health Plan Required Documentation for

Qualifying Life Events & Dependent Eligibili

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 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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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 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
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
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.

Norith Garolina

State Health Plan

FOR TEACHERS AND STATE EMPLOYEES

@

A Division of the Department of State Treasurer

2 | SHP QLE




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

w UNACCEPTABLE DOCUMENTATION
FOR DEPENDENTS:

Birth Certificare @

B ... |
“ 1? | DMVCALIFORNIA Bi

22200 11111100

YOUR NAME .- .? AR
1234 9TH AVE #1234 .
SAN DIEGO, CA 98001

SEX: M HAL
HT: 5’8 H‘I;:

— PASSPORT
o . i 1 ﬁ b %E -

T consige o

S/2/NXX 238 '8 FO/1)

MASH GEMERAL HOSPITAL. INC,

Fags Taf D)
Vaccine Administration Recard — Poosees
- Falaus
BT B0asl, ndEis LhSiiEE
for Children and Teens I
B sk gy eEEL [ o ' T T S L
1 B ] B S e B et ] BT o T s il e e s Sl e ] el il e I\.""H"‘"ﬂl"‘.
A A ¥ Tyt [ e '_""'?r *-lrr
Certifiate Birth — [ = R e
rpan b
"r;hnw-hn. T : T T T T T
el e L
“' Prar Ot b
e n:#u"ﬂ [ T [ T : 1 T
i i L S B r r T - - -
et it gty B

ol o o o S e

e T e

e pen e gl )
pph i l-'l_-.l w6l B 6 e

- L]
g e
- =

Sy perrer pwresl rww- 4
W - L L L
R il e - = e ™ o S il =
A N P—
amh rp LA G AR A D S P T S - .

oy s e S il e B B i - il
A W ol S vl B
Carperanen of Amanca s ——— e — - ———— e e

3 | SHP QLE




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

ACCEPTABLE DOCUMENTATION

FOR DEPENDENTS:

1040 TAX FORM |

a1 g
1 1080 e e T Makan |20 T e v mim e it
T T T gy e . —

Vet v e T { Vo s oy o —
o jore remrn e s bt varee v et ==l

Vi sckess (ronr il et ¥ you Save s P bow, 5ee eieciion | e
O Y TR e R e R R

T

S e e

| I [ e
Fiing Status | L See 4 1] ot remareat e b parey, Sem rtrtorm
x O oy we e
koo 3 O s -
Box and tll ams bara B 5[] Ouaitying mckowi toee Fsucticrmy
Exemptions % L Yewssts o
5[] spouss
o Dependenta: oo bty | 8 S i e 17
oty e v eyt | ey e | S
u)
1 more than four ju]
Grercdarts, o ]
atuctons ! L
enack rars B[ = ]
8 Tots rumbes of ssmptions caire
income T Wnges. seares, ton. shc. Allach Formis) W-2
8o Tanabie iorest Aftach Schechim B # recusrecd
= B Tam-emempt mterest Oo mot noace on ine fn L=
Aschiormil S Oncinary cvidends. Attach Schadie 8 f reqared
atinch Forms B Quatad vidands - |
W.26 and Taxati robincs, crechts, or OFsats of atate arcl bacal ncome e
$000-R 1 x Aoy recenea
- Business mcome or fossl. Attsch Bchaduse € or C-E2 i K
Caplal gun or fous). Altach Schackule D f required. ¥ ot required, chack hes &[]
i e G o= fommmi Aftach Fomn 4797

"
"

1

n

"

e 1A serbutens 18a | } | & Tmanis smoure

o Parsicrs arctsrtes | | g —

17 Rarisi st asinte, royatien, patmarsvpe, § corperstens, i, skc. Atach Schadus £ | 17 |
[P — ;

"

s

"

2

n

u

IHE .

%
:
{
;

|
;
|
|

TAX FORM SIGNATURE PAGE |

HE -l Sgtiten Lalhoriasion |- e

i P T — e -\..11
= LT Lol 1T U

o

.
— o

R e T LT e pep——
g e T

B

P P ot e
Y
 [rr— b i
P - y
ey g iy s i T s S s 22
e i e e T LT W ———————
g o e P - s g i P P i B
farmgrm B e
Sy P S s i
e

i
e par AR s

S

— ]
Ve Fogrreress: Spsieie: St Snn T T E——

4 | SHP QLE

CERTIFICATE OF BIRTH ‘

'. e

CERETINPOATOSN O BIRTH

S
B
=]
L]
]
=
=
~

ML

&.___ LI L e e e o gy L oL

| MOTHERS COPY |

TR COeY

ol OB 1 . CA (T O T MDD (O T P00 Tl Sl 2 i B S L TR Sl ainner
3T e, L 01 T ORI TR e T LA T, s PO, A T M ACCE L
1" 3]

-_ ———
o
-un lq_-.-.--....-..,,..-. TSR

|1n.n:|.-. — ::Jt.'n;r.--........,.!.-.-..,....
TR Gl el i Tl TR el Mersnem

I e e ] Th WY T TR =
m“m_m_' 'm"_l'wi'- BN T b

[ IL W U T T S I e
T T R I TRk e i de P, iy I . :

RS T ey S
= it

BRI s v v ey

Py cs

L Bt e =
| | b
| | I

TAX TRANSCRIPT |

Toiw Fyodiery Comtagns Tass

Taapsyay Gann
fpetan Bers Bk
S ——

Tusaing Basber | Es

Tax Eeturm Transcripl

L Paurriadedl LR L]
Tiwa Posi il Emllines Bmx 01

Thar fadorwmnyg frws e | Bir arsowd w0 Gerwrn o B e 50 0 wmd Bt aeand wa wibsbe B
wppde e Ther ke sl iho e rdborraparssl o iredy oo Bor e e

FELIS TPRATHS
[T L

’ Norith Garolina
B State Health Plan

" FOR TEACHERS AND STATE EMPLOYEES

A Division of the Department of State Treasurer




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

CERTIFICATE OF MARRIAGE ‘

ACCEPTABLE DOCUMENTATION }‘f‘gﬂ—_j =
FOR DEPENDENTS: f/@}f:ﬁﬁ;d-' E;f’fg 'f?(ﬁm:ﬁf

Tha corifan Tt

VERIFICATION OF FACTS FOR &
DEPENDENTS UNDER 6 MONTHS OF AGE

erw Limated i Tha iloly Boncs OF Blarimaonsy

T By — ] " ™

Ty v B " -

- Vierificatson of Fich Cori Tl Clawyt
b i

FARHNT 4 i e
iy praiiand i

1

By Lo b I T LI T W

e by

e Ll Wi Pl s il b

Sy e o p o e e e g

T bama i :i :!?r Bagthewiind By el s

a i

et R L =

g . B e

DIVORCE DECREE

A . : NO.

PARENT B : PATrERFARTNT v (okisid Pl

L mgpiery

IN THE MATTER OF
THE MARRIAGE OF

IN THE DISTRICT COURT

JANE DOE
AND
JOHN DOE §  BELL COUNTY, TEXAS

-

§
§
§
§ __ JUDICIAL DISTRICT

kS
T Tt

gy e ” L] FINAL DECREE OF DIVORCE
H [

an the Gourt heard this case.
Sy o By Ly e R BT W W WA
T Appearances
e e et Tt

Petitioner, JANE DOE, appeared in person and announced ready for frial

A oy il A by ke AE e Respondent, JOHN DOE,
D appeared in person and announced ready.
D athough duly and properly cited to appear or answer failed to appear or

AFFIDAVIT OUT OF WEDLOCK

answer and wholly made default.

III+."“"'|“. o (R AR
Faes

® S appear and wholly made default.

has made a general appearance and was duly notified of trial but failed to

D waived issuance and service of citation by wawer duly filed and did not

otherwise appear

Record
. W s 3 5 : iz : 2
. e s The making of a record of testimony was waived by the parties with the consent of
the Court
OR
LT PP — J
A record of testimony was duly reported by the Court’s reporter.
i [
Jurisdiction and Domicila
el
LRt
[
e N
o Ntk Gaadency N . L
bt 4 ot @ ST monsee  conlBh e
e~ - A Diviion of e Doparima of Sk Troamsrer Selected PCP* _$0 330 ae " c‘fSCEremark"
MICHELLE Q SAMPLE-TESTCARD Z:Z':.’.?.“,’f"“"m’"“"" ol i
- - ID: N123H456P789 Behavioral Health $0 845 Benefits & Claims Number 1-833-690-1037
SAMPLE GROUP NAME Urgent Care 5100 Eligibility & Enrollment 1-855-859-0966
) B Group No Eff Date s Behavioral Health 1-800-424-4047
- 0192681 01/01/2025 “COP: Ciea Piong Projsot. = Provider Relations/Precert 1-888-632-3862
b T i T L BEsErolREs 050 o Pharmacy Help Desk 1.800-364-6331

5| SHP QLE

NC SHP Network
Choice POS II

RXBIN:  RXPCN: RXGRP:

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

CVS Caremark 1-888-321 2124
Aetna Life Insurance Company PAYER NUMBER 67

Submit Claims To: Talk to a doctor 24,

PO Box 14079 1-855-TELADOC
Lexington, KY 40512-4079

= .SHPNC..
O 336 DV RX02E North Carolina NAP il
SELF INSURED Preforrad +
et s
\ J




State Health Plan Required Documentation for
Qualifying Life Events & Dependent Eligibility
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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 07/31/2019.

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