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Dependent Eligibility Certification Form 
 

 

If you cover dependents under any State Group Insurance plan, you must certify their 
eligibility by completing this form before any changes to your insurance can be processed. 

 
 

In accordance with Chapter 60P, Florida Administrative Code, dependents must meet specific eligibility requirements to 
be covered under State Group Insurance plans. Eligible dependents include: 

 
   Your spouse  a person to whom you are legally married. The term pous  does not include common law marriage 

partners, registered domestic partners or other partners of relationships not defined as marriage under the law of the 
state or foreign county in which they were entered. 

   Your child  your biological child. Dependent children may be eligible through the end of the calendar year in which 
they reach 26, potentially longer if they are disabled. 

   Your child with a disability  your covered child who is permanently mentally or physically disabled. This child may 
continue health insurance coverage after reaching age 26 if you provide adequate documentation validating disability 
upon request and the child remains continuously covered in a State Group Insurance health plan. The child must be 
unmarried, dependent on you for care and for financial support, and have no dependents of their own. 

   Legal guardianship  a child (your ward) for whom you have legal guardianship in accordance with an Order of 
Guardianship pursuant to applicable state and federal laws. Your ward may be eligible through the end of the 
calendar year in which they reach 26, potentially longer if they are disabled. 

   Your grandchild  a newborn dependent of your covered child. Coverage may remain in effect for up to 18 months 
of age as long as the newborn s parent remains covered. 

   Your Legally Adopted child  your legally adopted child pursuant to a Judgment of Adoption; or a child placed in 
your home for the purpose of adoption in accordance with applicable state and federal laws. Dependent children 
may be eligible through the end of the calendar year in which they reach 26, potentially longer if they are disabled. 

   Your foster child  a child that has been placed in your home by the State of Florida Foster Care Program or the 
foster care program of a licensed private agency. Foster children may be eligible through the end of the calendar 
year in which they reach 26, potentially longer if they are disabled. 

   Your stepchild  the child of your spouse for as long as you remain legally married to the child s parent. Dependent 
children may be eligible through the end of the calendar year in which they reach 26, potentially longer if they are 
disabled. 

   Your over-age dependent  your child after the end of the calendar year in which they turn age 26 through the end 
of the calendar year in which they reach 30, if they are unmarried; have no dependents of their own; are dependent 
on you for financial support; live in Florida or attend school in another state; and have no other health insurance. 

 

Based on the definitions above, please list all eligible dependents below that are currently covered under ANY 
state insurance plan or those you want to add to a plan(s). If you do NOT list a covered dependent, the dependent 
will be removed from coverage as of the first of the month following this notification if you are requesting a QSC 
(Qualified Status Change), or as of January 1 if this is an Open Enrollment Change. Attach enrollment forms as 
necessary. * Required to be completed. 

 
*Name (Last, First, MI) Please Print *Social Security Number *Date of Birth *Gender *Relation 

     
     
     
     
     

 

I hereby affirm and attest that the dependent(s) listed above meet the requirements of eligibility. If any dependent is 
determined to be ineligible or I fail to notify People First of a loss of eligibility or any supporting documentation is not provided 
upon request, I understand that I may be liable for any and all claims paid for any dependent deemed ineligible. 

 

*People First ID Number: 0 
 

 
*Signature   *Date   





 

New Retiree Health and Life Insurance Election Form 
 
 

People First ID* 
 

0        
 

SECTION D Dependent Enrollment (Attach additional page if necessary) 
 

Complete all fields in the chart below and then check the appropriate column to ENROLL, to CONTINUE coverage for eligible 
dependents, or to CANCEL coverage for dependents. Go to mybenefits.myflorida.com for dependent eligibility requirements. 
1 - Spouse    2 - Child    3 - Legal Guardianship    4 - Grandchild   5 - Legally Adopted Child    6 - Foster Child   7 - Stepchild    9 - Over-age Dependent 

 

        

                
                
                
                

 

SECTON E Basic Life Insurance Election 
 

Choose one of the options below.  These benefits and rates are subject to change: 
 

 I elect $10,000 of basic life insurance coverage with a monthly premium of $19.33. 
 

 I elect $2,500 of basic life insurance coverage with a monthly premium of $4.83. 
 

 I want to end my basic life insurance coverage under the state group life insurance plan as a retiree. If I end my life coverage, I will not 
be allowed to join the plan at a later date as a retiree. 

. 
 

 
SECTION F Method of Premium Payment 

 
To complete your enrollment, you must submit the required premium for the first month of coverage to People First.  You must submit a 
check, money order, or cashier's check to the payment address at the bottom of this page. All payments are due a month in advance for the 
next month's coverage. After you pay your first month's premium, you have two payment options (check one): 

 

 I will submit premium payments to People First by the 10th day of each month for the following month's coverage. 
 

 I authorize the State of Florida to deduct from my FRS monthly pension payment the amount necessary to pay the premiums for the 
coverage I have selected. 

 
SECTION G Retiree and Dependent Certification 

 
I hereby affirm and attest that the dependent(s) listed above meet the requirements of eligibility. If any dependent is determined to 
be ineligible or I fail to notify People First of a loss of eligibility or any supporting documentation is not provided upon request, I 
understand that I may be liable for any and all claims paid for any dependent deemed ineligible. 

 

I understand the options I am choosing and that my participation is subject to applicable rules in Chapter 60P, Florida Administrative 
Code. I understand that my enrollment in the State Health and Life Insurance Programs will be complete only if People First receives my 
first month's premium and this application within 60 days of my retirement. If checked above as my preferred payment method, I authorize 
the State of Florida to deduct from my FRS monthly pension payment the amount necessary to pay the premium for the coverage I have 
selected.  If I do not receive a monthly retirement benefit or if it is not sufficient to pay the premium, I will submit the amount due by 
personal check, money order or cashier's check by the 10th day of each month for the following month's coverage.  I understand that I 
may cancel my insurance coverage at any time but will not be allowed to join at a later date as a retiree. All other changes can only be 
made if I have a Qualifying Status Change event or during Open Enrollment. I must request changes within 60 calendar days of the 
Qualifying Status Change event. 

 
 

Retiree Signature* Date*    
 

 
 

Mail this completed form to People First Service Center PO Box 6830  Tallahassee, FL  32314 or fax to (800) 422-3128 
Mail payments to People First Service Center  PO Box 863477  Orlando, FL 32886-3477 

 
Falsifying documents, misrepresenting dependent status, or using other fraudulent actions to gain coverage may be criminal acts. People First is 
required to refer such cases to the State of Florida. 
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Authorization to Use and/or 
Disclose Personal Health Information 

 
 

The People First Service Center, on behalf of State Group Insurance Plan  cannot use or disclose 
your health information (or the health information of your children or other people on whose behalf you can 
act) for certain purposes without your authorization. This form is intended to meet the authorization 
requirement. 

 
  You must respond to each section, sign and date this form for the authorization to be valid. 

 
  To authorize the use and/or disclosure of any records or documents the Plan may have that were 

taken by a mental health professional, including a psychiatrist or a psychologist, during a counseling 
session, you must complete a form for the counseling session records or documents and a separate 
form for other health information. 

 
  Under HIPAA, you have the right to authorize the release of all information or to describe and limit the 

information to be released. 
 
Section A: Health Information to be Used or Disclosed. 
  Describe in a specific and meaningful way the information to be disclosed. Example descriptions 

include medical records relating to your appendectomy, laboratory results, and medical records from 
[date] to [date], or the results of an MRI performed in [month] [year]. 

 
Section B: Purpose(s) for which Information will be Used or Disclosed. 
  Describe each purpose for which the information will be used or released. If you initiate the 

authorization and do not wish to provide a statement of purposes, you may select "at my request." 
 
Section C: Expiration. 
  Specify when this authorization will expire. For example, you may state a specific date, a specific 

period of time following the date you signed this Authorization Form, or the resolution of the dispute for 
which you've requested assistance. 

 
Signature Line. 
  If you are authorizing the release of someone else's health information, then you must describe your 

authority to act for the individual. 
 

  Complete and sign this form and send or fax it to: 
 

People First Service Center 
PO Box 6830 
Tallahassee, FL 32314 

 

 
Fax to (800) 422-3128 

 
  For help, call (866) 663-4735 or TTY (866) 221-0268, Monday through Friday, from 8 a.m. to 6 p.m. 

Eastern time. 
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Authorization to Use and/or 
Disclose Personal Health Information 

 

 
I. Individual (Name and information of person whose personal health information is being disclosed.) 

 

People First ID Number:     

First Name: 

Last Name: 
 

Complete Mailing Address:    

 
Date of Birth:    Area Code & Telephone Number: (  )   

 

 
 

II. Authorization and Purpose: 
I hereby authorize People First Service Center, on behalf of State Group Insurance Plan ("Plan"), to disclose the 
information as described in Sections A-C below.  The health information is to be disclosed to or delivered to (as 
requested): 

 
 

Name 
 

 
Complete Mailing Address 

 

 
Street Address 

 
(  )   

Area Code & Telephone Number 
 
 

Section A: Health Information to be Used and/or Disclosed. 

Specify the health information to be released and/or used, including (if applicable) the time period(s) to which the 

information relates. Select only one of the following boxes. 

 
All of my past, present or future health claims and/or medical records. 

All of my health information relating to Claim Number   . 

Information regarding prescription drug coverage. 

My health information regarding Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency 

My health information regarding treatment for alcohol and/or substance abuse. 

My health information regarding behavioral health services, counseling notes or psychiatric or psychological 

care provided by   (Name of individual provider or facility). 

   
 

 

Section B: Purpose(s) for Which Information will be Used or Disclosed. 

Specify each purpose for which the health information described in Section A may be used or disclosed.  Select all of the 

applicable boxes below: 
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Authorization to Use and/or 
Disclose Personal Health Information 

 

 
 

Section C: Expiration of Authorization. 

Specify when the Authorization expires.  (Provide a date or triggering event related to the use or disclosure of the 
information.) 

 
   

   

   
 
 

III. Your rights: 

 You can revoke this Authorization at any time by submitting a written revocation to the address below. 

 A revocation will not apply to information that has already been used or disclosed in reliance on the Authorization. 

 Once the information has been disclosed pursuant to this Authorization, neither the Plan nor People First has 

control over the use and distribution by recipient. 

 The Plan may not condition Treatment, Payment, Enrollment or Eligibility for benefits on whether you sign the 
Authorization. 

 If this Authorization is requested so the Plan can make an eligibility or enrollment determination, then the 

Individual may be ineligible for enrollment or benefits if you fail to sign this form.  This applies to persons not yet 

enrolled in the Plan. 

 We will provide you a copy of your signed Authorization Form upon request. 
 

 
IV. Your Authorization: 

This form must be signed by the Individual, parent of minor child or the personal representative.  The personal 
representative includes persons with power of attorney, legal guardian, executor or administrator of an estate. 

 
 

Signature of Individual or Personal Representative  Date 
 

 
If you are signing as a personal representative, attach a copy of your legal documents. 

 
 

Personal Representative's Name (Print)  Relationship to Individual 
 
 
 

Personal Representative's Address  City  State  Zip 
 
 

     
Personal Representative's Telephone Number 

 

 
Keep a copy for your records and send the completed form to the following address or fax number: 

 
People First  Service Center 

PO Box 6830 
Tallahassee, FL  32314 

 
Fax to (800) 422-3128 
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