	PATIENT PROTECTION AND AFFORDABLE CARE ACT (PPACA) ENROLLMENT

Medical and Prescription Coverage for Eligible Adult Child(ren) Age 19 up to Age 26

Eligibility Requirements for Adult Child(ren) Age 19 up to Age 26:

· Do not need to be enrolled in school;

· Can be either single or married;

· Do not need to be financially dependent on their parent(s).

· Effective 1/1/14 - Even if your adult child(ren) is / are offered employer-sponsored coverage at their place of employment, they can still be covered under your medical and prescription coverage up to age 26.



	EMPLOYEE INFORMATION:

	

	Name:  (Please Print)
	
	

	Address:
	
	
	

	
	
	Social Security #:
	
	

	
	
	Birth Date:
	
	

	
	

	Home Phone:
	
	Martial Status:   FORMCHECKBOX 
  Single      FORMCHECKBOX 
  Married

	
	

	Work Phone:
	
	Sex:   FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
	

	
	


	DEPENDENT(S) INFORMATION:

	patient protection & affordable care act (PPACA)  for children age 19 up to age 26 who are not full-time students 

	This section must be completed by employees electing to add adult dependent(s) to their medical & rx coverage only.

	Dependent’s Name:
	
	Birth Certificate Attached:  
	

	Dependent’s Date of Birth:
	
	          FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  Already in HR Personnel File
	

	Dependent’s SS#:
	
	Sex:   FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
	

	

	

	Dependent’s Name:
	
	Birth Certificate Attached:  
	

	Dependent’s Date of Birth:
	
	          FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  Already in HR Personnel File
	

	Dependent’s SS#:
	
	Sex:   FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
	

	

	

	Dependent’s Name:
	
	Birth Certificate Attached:  
	

	Dependent’s Date of Birth:
	
	          FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  Already in HR Personnel File
	

	Dependent’s SS#:
	
	Sex:   FORMCHECKBOX 
  Male      FORMCHECKBOX 
  Female
	

	
	


Per Lehigh County Policy:  Willful falsification of information on this PPACA Enrollment form could be cause

                                                   for non-payment of medical claims.

	
	
	

	Employee’s Signature
	
	Date


