
CERTIFICATION OF DEPENDENT CHILD
ELIGIBILITY FOR MEDICAL AND DENTAL BENEFITS

BADM-02/05

Employee Name: Employee Number:

Employee Work Phone:

Dependent Name:

Medical Plan: ________________________________________

Employee Email:

Dependent SS#:

Dependent Name: Dependent SS#:

Dependent Name: Dependent SS#:

Effective Date for Dependent: ________________________________________

Eligibility Requirements

Your child will be a òqualifying childó for purposes of group health plan coverage under the Plan if he/she is: 
1. unmarried
2. has the same principal place of abode (residence) as you for more than one-half of the applicable tax year (the tax year during 

which you are covering the child as your dependent for medical benefits)
3. is under the age 19 (under 24 for full-time students at accredited institutions of higher education) as of the close of the applicable 

calendar year
4. has not provided over one-half of his or her own support for the calendar year in which your applicable tax year begins.
Your child will qualify as our òdependent child under age 25ó for purposes of group health plan coverage under the Plan if he or she 
is:
1. unmarried
2. under age 25 (e.g., a full-time, part-time student or non-student age 24)
3. has received from you more than one-half of his or her support for the calendar year in which the applicable tax year begins and
4. is not a òqualifying childó of you or any other taxpayer for any applicable taxable year beginning in the calendar year in which 

such taxable year begins. 

LIMSTAT-02/05

 

Dependent DOB:

Dependent DOB:

Dependent DOB:

Return to: Benefits Administration (UPC), FIG 201/Personnel Services (HSC), KAM 409
(213) 740-3875 FAX                  (323) 442-3700 FAX

I certify that the dependent child or dependent children that I have enrolled in the USC Health Plans (the òPlanó) 
satisfy the eligibility requirements set forth below for dependent children. That is, such dependent child (or dependent 
children) all qualify as either a òqualifying childó or òdependent child under age 25,ó as defined below.

I understand that eligibility ceases as soon as a child ceases to be eligible under the Plan as a òqualifying childó or a 
òdependent child under age 25ó and I agree to immediately notify the USC Office of Benefits Administration (UPC) 
or Personnel Services (HSC) in writing as soon as any dependent child of mine ceases to be eligible under the Plan. I 
further understand that if I fail to so notify the USC Office of Benefits Administration (UPC) or Personnel Services 
(HSC), that I will be obligated to repay USC in full for any claims paid on behalf of the formerly eligible child. I 
further understand that I may be required to re-certify the eligibility of any dependent child or children at the time a 
claim is submitted under the Plan and I agree to comply with any such re-certification of eligibility request. 

Employee and Dependent Information ð Use additional sheet if necessary (please print)

Signed as a sworn statement on ___________________________________________________________________________________________________
(Date) (Employee Signature)


