
The purpose of this Affidavit is to certify that your partner meets the following Domestic Partnership
requirements for the purposes of enrolling your partner as a dependent under your group health plan.

Employee Name  Identification Number 

Group Name Group Number

A Domestic Partner is defined as a member of a Domestic Partnership consisting of two partners (of the same
or opposite sex). In order to qualify for group health coverage, you must meet all of the following requirements:

 A.   Yes    No Is unmarried, at least 18 years of age, resides with the other partner and intends 
    to continue to reside with the other partner for an indefinite period of time; 

 B.   Yes    No Is not related to the other party by adoption or blood;  
 C.   Yes    No Is the sole Domestic Partner of the other partner and has been a member of the 
    Domestic Partnership for at least six (6) months;   
 D.   Yes    No Agrees to be jointly responsible for the basic living expenses and welfare of the 
    other partner;   
 E.   Yes    No Meets (or agrees to meet) the requirements of any applicable federal, state, or 
    local laws or ordinances for Domestic Partnerships which are currently enacted,  
    or which may be enacted in the future. 
 
In addition to the above requirements, evidence of a Domestic Partnership must exist. Verification of one of the 
following three items will substantiate eligibility for the Domestic Partner under your group health plan. 

 1.  Are you and your Domestic Partner registered with a Domestic Partner Registry in effect in the municipality or  
  government entity within which the Domestic Partner currently resides? 

    Yes - please list what state you and your Domestic Partner are registered in: _______ 
    No 

 2.  Do you and your Domestic Partner currently meet the definition of a Domestic Partner as defined by the state  
  or local government in which you and your Domestic Partner reside? 

    Yes - please list what state you and your Domestic Partner reside: _______ 
    No 

 3.  As evidence that a Domestic Partnership exists, please attach two (2) or more of the following documents to  
  this Affidavit: 
    Joint mortgage or lease on the primary residence
    Designation of one of the partners as beneficiary in the other partner’s will
    Durable property and/or health care power of attorney
    Joint title to an automobile
    Joint banking account
    Joint credit account  
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Insurance or benefit administration may be provided by Highmark Blue Shield, Highmark Benefits Group, or Highmark Health Insurance Company,  
all of which are independent licensees of the Blue Cross and Blue Shield Association



ATTESTATION 

I certify that the above information is true and correct to the best of my knowledge, information and belief and have 
provided the necessary supporting documents as validation that a Domestic Partnership exists. In the event that the 
Partnership is dissolved, the employee agrees to immediately notify his/her employer of the change in status.

Furthermore, the undersigned also acknowledge and understand that any person who knowingly and with the
intent to defraud any insurer presents or conspires with another to present any statement in the support of an
insurance claim that contains false information may be guilty of a criminal offense and subject to civil penalties
to 18 Pa. C.S.A. § 4117.

 Employee Signature Domestic Partner Signature

 Date  Date

Highmark Underwriting Department
P O Box 1948
Parkersburg, WV 26102-1948

Return form to:
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