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Annual Verification Form 

Employee Name: 

Date of Birth: Home Phone #: Cell Phone #: 

Mailing Address: 
Calendar Year this 
Form is for: 

 If you have enrolled your spouse or children in the Plan, please complete the following section pertaining to the medical plan: 

Name of Spouse 
Date of 

Birth 

Does your spouse 
have other Medical 
insurance coverage? 

If your spouse has other Medical insurance coverage, 
please provide the requested information below. 

 YES  NO

Insurance Carrier Name: Coverage Effective Date: 

Insurance Carrier Phone #: Policy Identification #: 

Name of Child 
Date of 

Birth 

Does your child have 
other Medical 

insurance coverage? 

If your child has other Medical insurance coverage, please 
provide the requested information below. 

 YES  NO

Insurance Carrier Name: Coverage Effective Date: 

Insurance Carrier Phone #: Policy Identification #: 

 YES  NO

Insurance Carrier Name: Coverage Effective Date: 

Insurance Carrier Phone #: Policy Identification #: 

 YES  NO

Insurance Carrier Name: Coverage Effective Date: 

Insurance Carrier Phone #: Policy Identification #: 

If you have enrolled your spouse or children in the Plan, please complete the following section pertaining to the Dental plan: 

Name of Spouse 
Does your spouse 
have other Dental 

insurance coverage? 

If your spouse has other Dental insurance coverage, please 
provide the requested information below. 

 YES  NO

Insurance Carrier Name: Coverage Effective Date: 

Insurance Carrier Phone #: Policy Identification #: 



Name of Child 
Does your child have 

other Dental 
insurance coverage? 

If your child has other Dental insurance coverage, please 
provide the requested information below. 

 

 
 

  YES      NO 

 

Insurance Carrier Name: 
 

Coverage Effective Date: 

Insurance Carrier Phone #:  
 

Policy Identification #: 

 

 
 

  YES      NO 

 

Insurance Carrier Name: 
 

Coverage Effective Date: 

Insurance Carrier Phone #:  
 

Policy Identification #: 

 

 
 

  YES      NO 

 

Insurance Carrier Name: 
 

Coverage Effective Date: 

Insurance Carrier Phone #:  
 

Policy Identification #: 

  

 

Employee Signature: 

I certify that the information provided on this annual verification form is true to the best of my knowledge and that the 
dependents I have enrolled meet the Plan’s definition of Dependent as follows: 

 
Dependent – The term “Dependent” means: 

a. A Covered Employee’s spouse or a Retiree’s spouse, not legally separated from the Covered Employee or Retiree, and 

b. A Covered Employee’s child(ren), or a Retiree’s child(ren), from birth until the date upon which he/she attains twenty-
six (26) years of age. 

c. The term “child” or “children” means a Covered Employee’s natural child, Adopted Child, stepchild and/or foster child, 
as described in Section 152(f)(1) of the Internal Revenue Code.  In addition, “child” also means a child for whom there 
is a Qualified Medical Child Support Order which states that health care coverage must be maintained by a Covered 
Employee or Retiree. 

 
I understand that it is my responsibility to notify the Plan Administrator within 60 days of a divorce or legal separation from my 
spouse. 

 
 
Employee Signature:  __________________________________________________      Date: _____________________ 
 

  
 
 

 

IMPORTANT NOTE 
 
This form must be filed with the Fund Office on an annual basis.  If the Fund Office receives claims for you and/or your dependents 
and this form is not on file for the calendar year in which the claims were incurred, your claims will be denied and this form will be 
requested.  If you submit the form within one year from the date it was requested, your claims will be reprocessed.  If you do not 
submit the form within one year from the date it was requested, they will remain denied. 
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