BlueCross BlueShield of Texas

AFFIDAVIT OF DOMESTIC PARTNERSHIP
DECLARATION

We certify that is a Domestic Partner of

Domestic Partner’s name (please print) Employee’s name (please print)

in accordance with the following eligibility criteria.

We have lived together for at least six months prior to enrollment in the plan.

We are not married to anyone else and do not have another domestic partner.

We are at least 18 years of age and mentally competent to consent to contract.

We reside together in the same residence and intend to do so indefinitely.

We have an exclusive mutual commitment similar to that of marriage.

We are jointly responsible for each other's common welfare and share financial obligations.
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We can provide all or some of the following types of documentation if requested:

e Domestic Partner Affidavit

e Designation of Domestic Partner as beneficiary for life insurance and retirement contract
e Designation of Domestic Partner as primary beneficiary in employee’s or insured’s will

e Durable property and health care powers of attorney

e Joint ownership of motor vehicle, joint checking account or joint credit account

e Joint mortgage or lease

CHANGE IN DOMESTIC PARTNERSHIP

We agree to notify the group within thirty (30) days of any change in Domestic Partnership status which would make the Domestic
Partner no longer eligible for benefits (e.g., a change in joint residency) by filing a Statement of Termination of Domestic Partnership. The
Statement of Termination shall affirm that the domestic partnership status is terminated as of the date of execution specified therein and
that a copy has been mailed to the other party by the party authorizing the action.

Upon termination of this Affidavit of Domestic Partnership (evidenced by a Statement of Termination of Domestic Partnership signed by
the Insured), | agree that another Affidavit of Domestic Partnership cannot be filed for a minimum of six months.

ACKNOWLEDGMENTS

1. We have provided this information in this Affidavit for the sole purpose of determining our eligibility for Domestic Partnership
benefits.

2. We further understand that any false or misleading statements made in order to receive benefits for which we do not qualify
may subject the employee/insured to disciplinary action.

Employee Signature Date

Employee Social Security Number Employee ID number

Employee/Domestic Partner Home Address

Domestic Partner Signature Date

On this day of 20 before me personally came and

to me known to be the individual described as “Employee/Insured” and the individual
described as Domestic Partner in the above document entitled “AFFIDAVIT OF DOMESTIC PARTNERSHIP” and who executed same as
a free and voluntary act for the uses and purposes stated herein.

Notary Public

My Commission Expires

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation,
a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association 45331.1017



Health care coverage is important for everyone.

We provide free communication aids and services for anyone with a disability or who needs language assistance.
We do not discriminate on the basis of race, color, national origin, sex, gender identity, age or disability.

To receive language or communication assistance free of charge, please call us at 855-710-6984.

If you believe we have failed to provide a service, or think we have discriminated in another way, contact us to file a grievance.

Office of Civil Rights Coordinator Phone:  855-664-7270 (voicemail)

300 E. Randolph St. TTY/TDD: 855-661-6965

35th Floor Fax: 855-661-6960

Chicago, lllinois 60601 Email: CivilRightsCoordinator@hcsc.net

You may file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, at:

U.S. Dept. of Health & Human Services Phone: 800-368-1019
200 Independence Avenue SW TTY/TDD: 800-537-7697
Room 509F, HHH Building 1019 Complaint Portal: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Washington, DC 20201 Complaint Forms: http://www.hhs.gov/ocr/office/file/index.html

bchstx.com



If you, or someone you are helping, have questions, you have the right to get help and information in
your language at no cost. To talk to an interpreter, call 855-710-6984
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Bt Si vous, ou quelqu’un que vous étes en train d'aider, avez des questions, vous avez le droit d'obtenir

Frengh de l'aide et I'information dans votre langue a aucun colt. Pour parler a un interprete, appelez
855-710-6984.

Diesifsch Falls Sie oder jemand, dem Sie helfen, Fragen haben, haben Sie das Recht, kostenlose Hilfe und

- Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte die
Nummer 855-710-6984 an.
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Diné T’4a ni, éi doodago ta’da bika ananilwo’igii, na’iditkidgo, ts’id4 bee na ahooti’i’ t’4a niik’e

Nevsie niké a’doolwot d6o bina’ iditkidigii bee nit hodoonih. Ata’dahalne’igii bich’;” hodiilnih kwe’¢

) 855-710-6984.
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nepeBogYMKOM, NO3BOHUTE No TenedoHy 855-710-6984.
Espariol Si usted o alguien a quien usted esta ayudando tiene preguntas, tiene derecho a obtener ayuda e
Spanish informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 855-710-6984.
Tessele Kung ikaw, 0 ang isang taong iyong tinutulungan ay may mga tanong, may karapatan kang makakuha ng
Tagalog tulong at impormasyon sa iyong wika nang walang bayad. Upang makipag-usap sa isang tagasalin-wika,
galog tumawag sa 855-710-6984.
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Vietngamése thong tin bang ngdn ngtr clia minh mién phi. Bé néi chuyén véi mét théng dich vién, xin goi

855-710-6984.
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