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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

»  designation of the domestic partner as holding power of attorney for
health care; or

«  shared household expenses.

ENROLLMENT OF DOMESTIC PARTNER: An emplovee can enroll a domestic partner
within the same time periods as apply to the enrollment of spouses.'” At the time the emplovee
seeks to enroll a domestic partner, the employee must complete a Statement of Marriage or
Domestic Partnership.

BENEFITS COVERAGE FOR DOMESTIC PARTNERS: The benefits provided to domestic
partners are the same benefits as provided to spouses of married employees.

BENEFITS COVERAGE FOR CHILDREN OF DOMESTIC PARTNERS: Children of
domestic partners are eligible for benefits under the same conditions as the children of employees’
spouses.

COVERAGE CONTINUATION: Domestic partners and their enrolled dependents will receive
the same or the equivalent benefits as spouses and their enrolled dependents receive for group
continuation of health coverage through COBRA and/or individual conversion."

TERMINATION OF ELIGIBILITY: Upon termination of the domestic partner relationship,
or if the domestic partner no longer meets the criteria for eligibility, the employee must notify the
plan administrator within 31 days, by submitting a Notice of Termination of Eligibility."*

'* The references in the Model Policy to provisions that are applicable to spouses should be replaced in an
employer’s plan documents with language identifving the specific plan provisions that will apply to both spouses
and domestic partners.

Most policies permit a spouse to be enrolled either during an open enrollment period or within a specified time
after the employee marries. The Association recommends that domestic partners be eligible for enrollment during
open enrollment periads. for a specified time period after domestic partner coverage 1s first made available. and for
a specified time period after the partners first satisfy the cnitena for eligibility set forth 1n the plan documents.

'3 COBRA and individual conversion are typically made available to emplovees” spouses at the termination of the
emplovment relationship or upon divorce. For domestic partner relationships. such benefits should be made
available at the termination of employment or upon dissolution of the domestic partnership, which should be
defined as the date on which the partnership no longer satisfies the critena for eligibility set forth in the plan
documents. :

'* Some insurers require cmplovers to impose a watting period after termunation of a domestic partner relationship
before the emplovee 1s permitted to enroll & new domestic partner. BASF recommends that emplovers who include
such a requirement 1n their plans impose a comparable waiung period on married cmplovees who seck to enroll a
new spouse.
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

TAX CONSEQUENCES OF ENROLLMENT: Because the IRS does not recognize domestic
partners to be qualified dependents, employees will have to pay income taxes on the value of the
benefits their domestic partners receive. unless a domestic partner meets the eligibility criterta for
tax dependent status under the Internal Revenue Code.”” Employees who seek to enroll their
domestic partners in the benefits plan should consult a tax advisor concerning the tax
consequences of obtaining such benefits.

CONFIDENTIALITY: Enrollment forms and Statements of Marriage or Domestic Partnership
will be kept confidential, and will be shared with human resources, accounting, and payroll
department employees only for the purpose of implementing and administering the benefits. and as
required or permitted by law.

1

" For plans that include flexiblc benefits. the plan documents should note that although marricd employees can use
pre-tax dollars to purchase covcrage for their spouses in the flexible benefits portion of the plan, employces with
domestic partners must use after-tax dollars to purchase the same coverage.
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

STATEMENT OF MARRIAGE OR DOMESTIC PARTNERSHIP'

PART A.

I submit this Statement of Marriage or Domestic Partnership to establish the eligibility
of the person named below as my Spouse or Domestic Partner for health benefits available
through [Name of Employer]

[name of employee] [name of Spouse or Domestic Partner]

PART B.
[ acknowledge as follows:
1. For Marriage:

The Spouse named above and I are legally married as recognized by the laws of
California.

'® Most employers have extended coverage for health benefits to their employees’ spouses solely on the basis of the
emplovees’ identification of their spouses. Most insurers that offer domestic partner health benefits have been
unwilling to accept a comparable representation from emplovees seeking benefits for their domestic partners. and
have instead rcquired them to submit documentation of eligibility. Where an insurer insists upon wntten
documentation of eligibility from domestic partners. or an employer prefers such documentation. BASF
reccommends that documentation be obtained from married employees as well as emplovees with domestic partners.
so that emplovcrs do not single out gay and lesbian employees as untrustworthy in representing to the cmployer
their cligibility for bencefits. This document could be modified so that it serves not only to establish eligibulity but
also to enroll the spousc or domestic partner 1n the relevant benefit plan. [n addition. where married cmplovecs
have enrolicd their spouses in the benefits plan before implementation of the domestic partner benefits policy. they
couid be exempied from the requirement of subiutting documentation of eligibility until the next open enroliment
period. Should the cmplover prefer and the isurer agree. there would be no need for documentation of eligibiluny
from cither marricd emplovees or criployees with domestic partners
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

2. For Domestic Partnership:

The Domestic Partner named above and I are each other’s sole domestic partner, and
we are each at least 18 vears of age, not legally married, and not related in a way that would
prohibit marriage in California.'” In addition. we either:

a. Have obtained a Domestic Partnership Certificate from the City and County of
San Francisco or from any other city, county, or state offering the ability to
register a domestic partnership, and have not obtained a dissolution of the
domestic partnership; OR

b. Have at least three of the following:
»  joint lease. mortgage, or deed,
»  joint ownership of vehicle;
+  joint ownership of checking account or credit account;

»  designation of the domestic partner as a beneficiary for the
employee’s life insurance or retirement benefits;

»  designation of the domestic partner as a beneficiary of the
employee’s will;

»  designation of the domestic partner as holding power of attorney for
health care; or

»  shared household expenses.

PART C. For Marriage or Domestic Partnership:

[ understand that I am obligated to file a Notice of Termination of Eligibility with the
plan administrator within 31 days of the earliest of: -(a) the death of my Spouse or Domestic
Partner; (b) the date of the divorce decree ending my marriage; or (c) the date on which my
Domestic Partner and I no longer meet the criteria for domestic partnership set forth above.

PART D. For Domestic Partnership:
I understand that acknowledging my domestic partner relationship in this Statement

may subject me to legal obligations to my domestic partner, taxing authorities, or other third
parties, and that I should consult an attorney to learn the extent of those obligations.

""If changes were made to the list of chigibitity critersa that appears in the Summary of Health Benefits for
Domestic Partuers. comparable changes should be made in this Statement of Marriage or Domestic Partnership.
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

PART E. For Marriage or Domestic Partnership:

[ acknowledge that the statements above are true and correct ¥

Dated:

[signature of emplovee]

'¥ Some insurers may require that statements of ehigibility for domestic partner benefits be notanized and signed
under penaity of perjury. BASF believes that a notanzation requirement tmposes neadless expense and
inconvenience on emplovees. However, where an 1insurer insists on notanzation, the same requirements should be
imposed on marnied employees who enroll their spouses. in order to ensure that emplovers do not single out gav
and lesbian emplovees for disfavored treatment.
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

NOTICE OF TERMINATION OF ELIGIBILITY

[ submit this Notice of Termination of Eligibility as notification that my Spouse or
Domestic Partner is no longer eligible to obtain health benefits through [Name of Emplover]

[name of employee] [name of Spouse or Domestic Partner]

1. For Marriage:

My Spouse is no longer eligible to obtain heaith care benefits through my employment
because (a) we are divorced; or (b) my Spouse s deceased.

2. For Domestic Partnership:

My Domestic Partner is no longer eligible to obtain health care benefits through my

employment because (a) we no longer meet the criteria for domestic partnership as set forth in my
Statement of Marriage or Domestic Partnership; or (b) my Domestic Partner is deceased.

3. For Marriage or Domestic Partnership:

The date on which my Spouse or Domestic Partner became ineligible to continue to
obtain health benefits through my employment was:

Upon signing this Notice of Termination, I will provide a copy to my former Spouse
or Domestic Partner.

Dated:

[signature of employee]
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

BAR ASSOCIATION OF SAN FRANCISCO MEMBERS

THAT OFFER DOMESTIC PARTNER HEALTH BENEFITSY
AS OF NOVEMBER 1995

Bronson, Bronson & McKinnon

Carroll, Burdick & McDonough

Cooley Godward Castro Huddleson & Tatum

Heller, Ehrman, White & McAuliffe

Howard, Rice, Nemerovski, Canady, Robertson, Falk & Rabkin
Long & Levit

Morrison & Foerster

McCutchen, Doyle, Brown & Enersen

Orrick, Herrington & Sutcliffe

Pillsbury Madison & Sutro

' This hist 1s not comprehensive.
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

HEALTH CARE PROVIDERS THAT HAVE PROVIDED
DOMESTIC PARTNER COVERAGE TO BAY AREA LAW FIRMS*

AS OF NOVENMBER 1995
Aetna
Blue Cross California Care
CIGNA
Delta Dental
DeltaCare PMI
Health Net
Health Plan of the Redwoods
Kaiser
Mass Mutual Dental
Occupational Health Services Corporation
PacifiCare
Qual-Med
TakeCare

Vision Service Plan

 Thus list 1s not comprchensive
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BAR ASSOCIATION OF SAN FRANCISCO
MODEL POLICY FOR DOMESTIC PARTNER HEALTH BENEFITS

APPENDIX OF SAMPLE DOMESTIC PARTNER BENEFITS POLICIES

This appendix includes excerpts from the domestic partner health benefits policies of the
following Bar Association of San Francisco member firms:

Cooley Godward Castro Huddleson & Tatum
Morrison & Foerster

Pillsbury Madison & Sutro

sf-21445 16



CoOorry GODWARD

CCOLEY GOOWARD CASTRO ~UDDLESON & TATUM

WHO IS ELIGIBLE TO PARTICIPATE

¢ Full-time associates, staff attorneys, special counsel, managers, administrators, or members
of the support staff who regularly work a minimum of 35 scheduled hours a week are eligible
for Cooley Choices. ’

The following dependents are eligible:

* Your spouse, provided you can produce a marriage certificate or three of the following
documents:

Copy of joint income tax return

Joint Lease/Mortgage deed

joint ownership of auto, credit card or checking account
designation of spouse as Durable Power of Attorney
designation of spouse as life plan beneficiary

* Your domestic partner:

I

f both partners are eligible for registration as domestic partners pursuant to an applicable

local ordinance, such registration is required and will suffice as evidence of the domestic
partnership. In this case you must be able to provide proof of such registration.

Where domestic partner registration pursuant to an applicable local ordinance is not available
to both partners, eligibility for coverage will extend to your domestic partner who is:

of the same sex

living at the same address with you for six or more months, (if partner is temporarily living
away from joint residence, he/she must intend to return on a permanent basis)

not married to anyone eise

not a blood relative

mentally competent at the beginning of the partnership, and

jointly responsible with you for each other's care and living space

If you enroll under this provision, you must be able to produce three of the following
documents:

Joint Lease/Mortgage deed.

- Joint ownership of auto, credit card or checking account.
Designation of spouse as Durable Power of Attorney.

- Designation of spouse as life plan beneficiary.

Additionally, the employee cannot be married to anyone else at the time they enroll a domestc
partner.

Unmarried children who are:

- under age 19

- under age 25 if full-time students, that is, taking a minimum of 12 units
- handicapped before age 19 and financially dependent on you



MEMORANDTU DM

TO: Insurance Benefits Department
San Francisco Office

FROM:

DATE:

RE: Domestic Partner Health Care Subsidy or Health Insurance Benefits

I am applying for the subsidy or the firm-sponsored insurance benefits and enclose a
completed Affidavit of Same Sex Domestic Partnership. If applying for the subsidy, I am enclosing
evidence of individual health care coverage purchased for my domestic partner and eligible children and
proof of coverage or qualification for coverage during the current year. (This evidence cannot be the
domestic partner’s contribution for coverage through his or her own employer health care plan except for
COBRA continuation). I understand that I will receive confirmation of this benefit.

MORRISON & FOERSTER
AFFIDAVIT OF SAME SEX
DOMESTIC PARTNERSHIP

We declare:

1. . We have an intimate, committed relationship of mutual caring;

2. We live together;

3. We are both at least 18 years of age;

4. Neither of us is married according to the laws of this State;

5. We are not related by blood closer than would bar marriage in the state in which we reside, and we are

mentally competent to consent to contract;
6. We are each other’s sole domestic partner and intend to remain so indefinitely;

7. Neither of us has had a different domestic partner in the last six months. (This condition does not apply if you
had a partner who died; if you did, cross this item out.)

8. The children listed below:
- Are mainly dependent on us for care and financial support;

- Are living with us in a parent-child relationship; and
- May be claimed by one of us as a dependent as defined in the Internal Revenue Code 152.

WE ARE APPLYING FOR: (Check either subsidy or health insurance boxes)
The firm’s subsidy; or

Delta Dental or CIGNA DHMO and/or
the Vision Service Plan

Note: All medical plans in California and New York have documentation requirements which replace this affidavit.
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(L OOLEY (CODWARD |

COCLEY GODOWARD CASTRO ~USDLESON & "ATUM

DEPENDENT INFORMATION

If you have chosen dependent coverage, please compiete the following informauon. Amacha separate sheet If necessary
Put an "X" 1n the column which indicates which plans you want to enroll your dependents in.

Relaton to | Last Name. First Name, Date of Social Sex Medical | Denul Vision
Empioyee | Middle Initiai Birth Security | (M/F) Plan Plan Plan
(M/DIY) Number

Spouse

Domesuc
Partner

Child

Child
Child
Child

L

It You Decline Cooley Choices Medical Coverage
If you elected no medical coverags, you must fili in the foilowing information:
.

Name of empioyer where you have | Telephons number of contact for Insurancs company and group
other medical coverage benefits policy number
e - |

BENEFICIARY DESIGNATION
1 designate the following individuals o be my primary beneficiaries under the life insurance plan:
N

Name and Address Relationship Percentags of Benefit

s

1 designate the following individuais to be my secondary beneficiaries under the life insurance plan. Your secondary
beneficiary receives benefits at your death only if your primary beneficiary 1s no longer living of cannot be iocated.
R

Name and Address Relauonship Percentage of Benefit

ACKNOWLEDGEMENT AND SIGNATURE

| understand that | have made elections for my Cooley Godward dental coverage from through
and other benefits for through . | understand that [ may aiter my elections

only as a result of a change in family or employment status as defined by the Cooley Godward benefit plans. |
understand that any amounts in either of my spending accounts will be forfeited if expenses incurred on or before
are not claimed by . 1f I have declined medicai coverage for myseif or my dependents,
[ cerufy that [ have coverage eisewhere. If | am paying the non-smoker rate for life insurance. [ cerufy | have not
smoked in the past six months. If | am covering my spouse or domestic partner. | certify | can provide the
documentauon outlined oa page 3. If | am covening my domesuc partner, | understand that the amount [ pay and the
amount Cooley pays is subject to taxes. [ understand that if total of price tags and Spending Account contribuuons 18
more than $100, [ will pay the difference with before-tax payroll deductions. If toul of price tags and Spending Account
contribuuons 1s less than $100, | can take the difference as taxable cash or spend it on additional coverage.

Date

Name




1

Chig of TRy

Empiovee  Domesi:c Parner

Child Date of Birth

Child Date of Birth

Child Date of Birth

Child Date of Birth

9. We understand that the domestic partner and the children of the domestic partner listed above wil] be ineligible
for etther the domestic partner subsidy or the health insurance benefits on the date we cease 10 be domestic
partners. However, revocation of this affidavit will not affect coverage of children otherwise covered under
other provisions of the employee’s benefit plans.

10. We agree to notify Morrison & Foerster if there is any change of circumstances attested to in this Affidavit
within thirty (30) days of the change by filing a Revocation of Affidavit of Domestic Partnership. Such
revocation shall be on a form provided by the firm and shall affirm that the partnership is dissolved, and that a
copy of the revocation has been mailed to the other partner.

11. We agree to indemnify the firm for false statements contained in this Affidavit.

12. We provide the information in this Affidavit to be used by the firm for thé sole purpose of determining our
eligibility for the domestic partner health care subsidy or health insurance benefits including medical, dental and
vision. We understand that this information will be held confidential and will be subject to disclosure only upon
our express written authorization or pursuant to legal process.

13. We understand that, once approved, the subsidy or the health insurances we have enrolled for will be effective

on January 1 or the first of the month following the submittal and verification of the Affidavit and evidence of
coverage, whichever is the later event.

We declare that the statements above are true and correct. We certify that to the best of our knowledge and belief, ail
information stated is correct and complete. We understand that this form is not an application for insurance and that the purpose
of this form is to establish the eligibility of the persons named herein for the domestic partner health care subsidy or heaith
insurance benefits provided by the firm.

Signed on ,19__in

Signature Print Name

Signature Print Name

Employee . Address

Date of Birth
SSI

Domestic Partner Address

Date of Birth
SSI

Warning: The domestic partner health care subsidy or health insurance benefits may affect your taxes. Check with your
accountant for possible tax implications.
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PILLSBURY MADISON & SUTRO
CERTIFICATION OF DOMESTIC PARTNERSHIP

We, the undersigned, [please print name of
employee], and (print name of domestic partner], each

hereby certify as follows:

We reside together in the same household and intend to do so indefinitely;

We are of the same sex;

Neither of us is married;

We are both at least 18 years oid and mentally competent;

We are not related by blood (or of a relationship that would prohibit marriage in
the state in which we reside); and

. We are responsible for each other's common welfare and share financial

obligations.

In addition, we currently possess the following [check all that apply; at least three boxes
must be checked}.

A written domestic partnership agreement

A joint real estate mortgage, lease or deed (either as tenants in common or joint
tenants with right of survivorship)

A current beneficiary designation naming the employee’s domestic partner as a
primary beneficiary of the employee’s life insurance or retirement plan benefits

payable at death

A current will naming the employee’'s domestic partner as a primary beneficiary of
the employee’s estate

A durable power of attorney for property and health care executed by the
employee in favor of the domestic partner

Joint ownership of a motor vehicle or a joint checking or joint credit account

o Oogo

l, [print employee’s name], agree to notify Pillsbury
Madison & Sutro in writing within 30 days of the termination of our domestic partnership
relationship. | understand that | cannot cover another domestic partner under a Firm-sponsored
health insurance pian for at least 12 months from the termination date of the partnership.

We both understand that a domestic partner who is terminated from the employee's health
insurance plan regardless of the circumstances is not eligible for COBRA continuation coverage.

We provide the information in this Certificate to be used by Pilisbury Madison & Sutro for
the sole purpose of determining our eligibility for domestic partnership health care benefits.

Each of us declares under the penaities of perjury that the statements in this Certificate
are true and correct and that he or she executed this Certificate at
(please print place where Certificate is signed] on the date set forth below.

Signature of Employee Date

Signature of Domestic Partner Date



