[image: ]Affidavit of Federal Patient Protection and 
Affordable Care Act Dependent Eligibility Status

City of Columbus


I, _________________________ after first being duly cautioned and sworn, state the following:
   (print the employee name)

• Name of dependent: _____________________ (hereinafter referred to as “my dependent”) 

• My dependent’s date of birth is: ____________________________.  

In compliance with the Affordable Care Act, my child is eligible for insurance coverage under the City of Columbus health plan and:

(1.)  is defined as an eligible dependent under the City of Columbus eligible dependent   definition; and

(2.)  has not yet reached their 26th birthday; and 

(3.)  is not employed by an employer that offers any health insurance benefit under which my child is eligible for coverage. 

If or when my dependent is no longer eligible for insurance coverage under the City of Columbus health plan, I will notify my city division human resources representative and submit a signed city dependent termination of insurance form within thirty (30) of the qualifying event.

I understand that knowingly providing false or misleading information in this Affidavit may result in any or all of the following actions by the City of Columbus: 1) loss of coverage; 2) disciplinary action, up to and including removal; 3) collection action to recoup payments of benefits and claims paid for individuals determined to be ineligible dependents; and/or 4) civil and/or criminal prosecution. 

_________________________________________ 
(Signature of Enrolled City of Columbus Employee) 


Sworn to and subscribed in my presence this ______day of ________________, 20___. 


____________________________________
(notary public) 				

  commission expires ____________, ______.    
 



Recorded in _______________________ County
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Mayor Michael B. Coleman




