
Verification of Employer Insurance

What do I need to do?
We need information about health insurance offered through either your employer or your spouse’s employer. 

1. Fill in and sign the “consent to give information” section below. 
2. Give this form to your or your spouse’s employer or union. 
3. Ask the employer to fill out Page 2 (and submit a rates sheet and benefits summary, if available).

EMPLOYER/UNION NAME PHONE NUMBER

( ) 
ADDRESS CITY STATE ZIP CODE

Employee consent to give information

I, , give permission to  

to give the requested information to the above agency. This information is used to determine eligibility for insurance  
premium assistance through a Minnesota health care program. 

State and federal privacy laws protect my records. I know:

 ■ Why I am being asked to give this information.
 ■ I do not have to sign this consent, but it may affect eligibility for benefits or services if I do not.
 ■ That, generally, I must give my written consent for the employer or union to give this information. If I do not consent,  

this information will not be given unless the law allows it.
 ■ I may stop this consent with a written notice at any time. The written notice will not affect information already given.
 ■ The person or agency who gets my information may be able to pass it on to others.
 ■ If my information is passed on to others, it may no longer be protected.

This consent ends one year from the date I sign it, unless the law allows for a longer period.

EMPLOYEE SIGNATURE DATE

EMPLOYEE NAME EMPLOYER OR UNION

Name of person who uses services:   PMI:  
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To be completed by the employer or union’s human resources
EMPLOYEE’S COMPLETE LEGAL NAME EMPLOYER/UNION

Health insurance information
Please indicate the health insurance status for the employee and the employee’s dependent(s), and/or submit copy of the 
current rates and summary of benefits if available:

Is insurance offered to this employee, spouse and/or dependent(s)?    No    Yes — if yes, fill in below

Health insurance for employee  Offered, and accepted  Offered, but not accepted

Health insurance for employee plus spouse  Offered, and accepted  Offered, but not accepted

Health insurance for employee plus dependent(s)  Offered, and accepted  Offered, but not accepted

NAMES OF THE COVERED DEPENDENTS AND THEIR RELATIONSHIP TO THE EMPLOYEE

DATE EMPLOYEE WAS FIRST  
ELIGIBLE FOR INSURANCE

DATE YOUR OPEN 
ENROLLMENT PERIOD BEGINS

DATE YOUR OPEN  
ENROLLMENT PERIOD ENDS

GROUP NUMBER FOR POLICY NAME OF INSURANCE COMPANY

COSTS

Cost of insurance for the employee
EMPLOYEE PAYS

$  PER 

EMPLOYER/UNION PAYS

$  PER 

TOTAL COST

$  PER 

Cost of insurance for employee plus 
spouse

EMPLOYEE PAYS

$  PER 

EMPLOYER/UNION PAYS

$  PER 

TOTAL COST

$  PER 

Cost of insurance for employee plus 
dependents

EMPLOYEE PAYS

$  PER 

EMPLOYER/UNION PAYS

$  PER 

TOTAL COST

$  PER 

Employer signature
NAME OF PERSON COMPLETING THIS FORM (PLEASE PRINT) TITLE PHONE NUMBER

( ) 
SIGNATURE DATE

Please return the completed form to the employee  
or mail/fax to: 

Minnesota Dept. of Human Services 
P.O. Box 64972  

St. Paul, MN  55164-0972

FAX: 651-431-7414
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For accessible formats of this publication or additional equal 
access to human services, write to DHS.info@state.mn.us, 
call 651-431-4300 or 866-267-7655 (toll free) or use your 
preferred relay service. .

ADA1 (2-18)

651-431-2414 or 800-657-3761 (toll free)
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