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City of Glen Cove

9 Glen Street

Glen Cove, NY 11542
	
Voluntary Health Benefit Buyback Program 
Application Form
GCPO-7 (1/10)


Employee’s Name:___________________________
Social Security Number:______________________

To qualify for the Medical Buyback program, employees must be eligible for health insurance and be fully covered for health insurance by an alternate form of coverage. In addition, any dependents of the employee must also be fully covered by a health insurance policy.

Alternate form of coverage provided:
 FORMCHECKBOX 
 as a dependent from another person’s coverage.


 FORMCHECKBOX 
 from my other current employment.


 FORMCHECKBOX 
 from my prior employment.

 FORMCHECKBOX 
 from a policy that I directly purchased unrelated to employment.

Alternate Health Insurance Coverage Information:
Name of Enrollee:___________________________
Relationship to enrollee:____________________

Alternate Insurance Carrier:  ____________________________________________________

If insurance coverage is related to past or present employment, please provide the name and address of the employer:
____________________________________________________
____________________________________________________
____________________________________________________
Dependent Information:

	Dependent’s Name
	Relationship
	Date of Birth
	Name of Health Insurance Provider

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


I certify that my dependents and I are sufficiently covered for health benefits under alternate coverage and I exonerate the Union and the City of Glen Cove from any liability for coverage.  The alternate coverage does not include an exclusion clause preventing spousal buyback.  If in the event the above coverage should cease for any reason, I will immediately reapply for coverage by completing an enrollment form and submitting it to the Personnel Department.
	(
	Employee’s Signature:
	
	Date:
	








