[image: citysealgld]                           CITY OF SOUTH BEND
SPOUSE’S EMPLOYER STATEMENT OF COVERAGE
							
This form must be complete by all City of South Bend employees who cover their spouse under the City’s medical plan. If you do NOT cover your spouse on the City’s medical plan, then you do not have to complete this form.


[bookmark: _GoBack]City of South Bend Employee Information (Please Print Clearly):
City of South Bend Employee Name: _____________________________
____.
City of South Bend Employee ID Number: _________________________
____.
Spouse Name: ___________________________________________________.
Spouse Company Name: ___________________________________________.

Spouse Eligibility Questions (check yes or no for each of the following questions):
1. My spouse is not employed and is not eligible for medical coverage with their employer: 	  ☐ Yes    ☐ No
2. My spouse is employed and is eligible for medical coverage through their employer:     		  ☐ Yes    ☐ No
-Please note, if the answer to question 2 is yes, you will be subject to the $30 spousal surcharge 
per pay period. 
3. My spouse is employed, but is not eligible for medical coverage through their employer:  	  ☐ Yes   ☐ No
-If the answer to question 3 is yes, please have your spouse’s employer representative complete the section below:
To Be Filled Out by Spouse’s Employer Representative:
I, _____________________________ (“Representative”) do hereby acknowledge that the above spouse is currently an employee of _______________________________ and is not eligible for medical coverage.

I certify that the above answers are accurate and correct:

_____________________________
____	Click here to enter a date.
Employee Signature							Date


_____________________________
____	
Employee Name (Please Print)		

Please return the completed form to the COSB HR Department
227 W. Jefferson Blvd  12th Floor, South Bend, IN 46601
humanrsources@southbendin.gov
Fax: 574-235-7683
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