
COUNTY OF MONMOUTH

CERTIFICATION BY A COUNTY EMPLOYEE (the “Employee”) AND THE CHILD OF THE COUNTY EMPLOYEE (the “Child”) REGARDING THE UNAVAILABILITY OF HEALTHCARE COVERAGE FOR THE CHILD THROUGH THE CHILD’S EMPLOYMENT
The undersigned Employee and Child each certify as follows:

1. The Child’s date of birth is  ____________________[Insert Date].

2. The Child has or will attain the age of 23 by the end of the current calendar year.

3. The Child has not attained the age of 26.

4. Healthcare coverage is not available to the Child through the Child’s employment, if any, whether or not subject to employee contributions.
5. The Employee and the Child will immediately notify the County’s Benefits Office if and when healthcare coverage is available to the Child through the Child’s employment, whereupon coverage of the Child will be terminated.

6. This certification is made with the knowledge that the County will rely on the representations made in this certification in affording healthcare coverage to the Child, as a benefit to the Employee, until the Child reaches the age of 26.

We certify that the foregoing statements made by us are true.  We are aware that if any of the foregoing statements made by us are willfully false, we are subject to punishment.  We also agree that if any of the foregoing statements made by us are false, we will reimburse the County for any payments or costs incurred by the County in reliance upon such false statement(s).
COUNTY EMPLOYEE
       
CHILD OF COUNTY EMPLOYEE
Signed:______________________
Signed:______________________
Print Name:  __________________________
Print Name:  __________________________
Dated:  ________________


Dated:  ________________
SUBMIT A COMPLETED CERTIFICATION FOR EACH CHILD TO WHOM IT APPLIES.

