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BAR .-\.SSOCL\TIO~ Of SA~ fR.-\~CISCO

:\lODEL POLICY FOR DO:\IESTlC P.-\RT~ERHEALTH BE~EflTS

In addition to the criteria set forth above. the employee and domestic partner must either

1. 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; 10 OR

,., Have at least three of the following: 11

joint lease. mortgage, or deed:

I
I
I

•

•

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 \vil1;

I
I
I
I
I
I
I
I

10 While the Model Documents make registration of a domestic partner relationship sufficient to establish
eligibility for benefits. they do not reqUIre regIstration but instead permit eligibility to be establIshed through
satIsfyIng three or more indicia of emotional and financial interdependence. There has been some concern in the
gay and lesbian communIty that the regIstration offered by the City and County of San FranCISco IS an madequate
substitute for legal marriage and does not offer sufficient benefits for the obligations that it imposes. For example.
San Francisco's Declaration of Domestic Partnership obligates the partners to pay third partIes for the costs of each
other's living expenses, including medIcal expenses not covered by insurance where one of the partners obtains
health Insurance through a domestic partner benefits policy. but affords no corresponding tax benefits or
inheritance rights. In light of these concerns. the Association believes it is appropriate to offer an alternatl\'e to
regIstration.

For similar reasons. although required by some insurers. the Model Policy does not require employees 10

represent that they are responsible for their domestic partners basic necessities or welfare. BASF does not believe
that employees should be reqUIred to sign a document that could obligate them to third parties for their panners'
expenses where the only benefit assocIated with that obligation is enrollment in the employers' health plan.
Although health coverage is certainly a valuable and significant benefit. it is dwarfed by assummg a burden to
third parties for living expenses and medical expenses incurred by the employee's panner where the employee does
not also receive inheritance. tax, and other benefits. To the extent that insurers \'iew a reqUIrement that domestic
partners be responsible for each other's expenses to be an indIcation of serious commitment between the panners.
BASF belIeves that bec;Juse of the problems With that reqUIrement satisfying at least three of the seven listed
mdicia of emotional and financial Interdependence is an appropnate surrogate.

II Some pohclcs that Include similar indiCia of financial and cmotionall1\tcrdependcncc reqUIre not onl\ that the
employees submit statcmcnts of chglbihty but also that they provide proof that they satis(v the criteria (L' g a copy
of a Icase) BASF docs not recommend that employers reqUIre such documentation, as that reqUlremcnt \\ould
likcly prove to bc cumbcrsome not only for the cmployees who have to proVide thc documcntatlon but also for thc
employcrs \\ ho \\ ould h;1\ e to proccss the documents that \\ erc submtllcd.

I
I
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BARASSOCL\TIO~ OF S:\.:"\ FR-\.:,,\CISCO
:\IODEL POLICY FOR DOMESTIC P.-\.RT:"\ER HEALTH BE:"\EFITS

• designation of the domestic partner as holding po\'ver of attorney for
health care; or

• shared household expenses.

ENROLLMENT OF DOMESTIC PARTNER: An employee can enroll a domestic partner
within the same time periods as apply to the enrollment of spouses. 12 At the time the employee
seeks to enroll a domestic partner, the employee must complete a Statement of Marriage or
Domestic Partnership.

BENEFITS COVERAGE FOR DOMESTIC PARTNERS: The benetIts 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. 13

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. 1-1

I: The references in the Model Policy to provisions that are applicable to spouses should be replaced in an
employer's plan documents ,,:ith language identifying the specific plan pronsions 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 periods. for a specified time period after domestic partner coyerage IS first made a\ mlable. and for
a specified time period after the partners first satIsfy the cntena for eligibilIty set forth In the plan documents.

13 COBRA and individual conversion are typically made available to employees' spouses at the ternunatIon of the
employment 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 ~he date on which the partnership no longer satisfies the cmena for eligibility set forth In the plan
documents.

14 Some insurers reqUire employers to impose a waiting penod after ten11lnatIon of a domestic partner rclatlOnslup
before the employee IS permitted to enroll a new domestic partner. BASF recommends that employers \\ ho mclude
such a reqUirement m their plans llIlpose a comparable wailing penod on marned employees who seek to enroll a
new spouse.

sf·21.+.+5
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BAR ASSOCL-\TIO~ OF S.-\~ FR-\~ClSCO

MODEL POLICY FOR DO~IESTICPART:"lER HEALTH BE~EFITS

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 criterIa for
tax dependent status under the Internal Revenue Code. 15 Employees \\lho 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 tlexlble bencfits. the plan documents should note that although married employees can usc
pre-tax dollars to purchase CO\ crage for thclr spouses In the fleXible benefits portion of the plan. emplo~ ccs with
domcstlc panncrs must use aftcr-tax dollars to purchase thc same coverage.

sf-21·H5
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BAR ASSOCL-\TIO:'IJ OF SA:'IJ FR-\~CISCO
MODEL POLICY FOR DO:\IESTIC P.-\RT~ER HEALTH BE:'IlEFITS

STATEl\IENT OF ~IARRIAGEOR DOi\-IESTIC PARTNERSHIp 11i

PARTA.

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]

I
I
I

[name of employee]

PARTB.

I acknowledge as follows:

1. For Marriage:

[name of Spouse or Domestic Partner]

I
I
I
I
I
I
I
I

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

16 Most employcrs have extended coverage for health benefits to their employees' spouses solely on the baSIS of the
employees' idcntificatlon of their spouses. Most 111surers that offer domestic panner health benefits have been
unWilling to accept a comparable representation from employees seeking benefits for their domestic panners. and
have 111stead requIred them to submit documemallon of eligibility. Where an insurer insists upon wntten
documcntation of eligibility from domestic panners. or an employer prefers such documentation. BASF
recommends that documcntation be obtaincd from married emplo~ees as \\ell as employees With domcstic panncrs.
so that employcrs do not smgle Ollt gay and lesbian employees as untrustworthy in rcpresenting to the cmployer
their eligibIiity for bcncfits. This documcnt could be modified so that it SCf\'es not only to establIsh eligibility but
also to enroll thc spousc or domcstlc panncr 111 the relevant benefit plan. In addition. \\ hcre mamed cmployees
have enrollcd their spouses 11\ thc bcnefits plan before Implementation of the domesllc panner benefits polIcy. thcv
could be exemptcd from the rcqUlrcment of subnulting documentation of eligibilIty unlJl the next open enrollmcnt
period. Should the clllplover prcfcr and the msurer agree. there would be no need for documentallon of elIglbllny
from cllhcr marrIcd cmployecs or cmplo~ ces \\ IIh domestic panners

I
I
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PART D. For Domestic Partnership:

2. For Domestic Partnership:

PART C. For Marriage or Domestic Partnership:

BAR ASSOCL-\nON OF SAN FR-\NCISCO
'IODEL POLICY FOR DOMESTIC PARTNER HEALTH BE~EFITS

II

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 ofvehicie;

• 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.

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.

sf-21 ....5

! - If ch;mges \\ere made to the list of el1gibliity crItena that appears in the Summary of Health Benefits lor
Domestic Partners. comparable changes should be made in this Statement of Marnage or Domestic Partnership.

I 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.

The Domestic Partner named above and I are each other's sole domestic partner. and
we are each at least 18 years of age, not legally married, and not related in a way that would
prohibit marriage in California. 17 In addition. we either:

I-­

I
I­
I
I
I-

I
I
I
I
I
I
I
I
I
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I
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BAR ASSOCL-\TIO~ OF S.-\~ FR-\~CISCO

:\10DEL POLICY FOR DO:\IESTIC P.-\RT~ERHEALTH BE~EF1TS

PART E. For Marriage or Domestic Partnership:

'S
I acknowledge that the statements above are true and correct -'

Dated:
[signature of employee]

I~ Some insurers may require that statements of eligibility for domestic panner beneiits be notanzed and signed
under penalty of perjury. BASF believes that a notanzation reqUirement Imposes needless expense and
inconvenience on employees. However. where an Insurer inSiSts on notanzauon. the same reqUJremenls should be
Imposed on marned employees who enroll theIr spouses. in order to ensure that employers do not Single out gay
and lesbian employees for disfavored treatment.

sf-21-1--1-5



Dated:

3. For Marriage or Domestic Partnership:

2. For Domestic Partnership:

NOTICE OF TER~II~ATIO:\'OF ELIGIBILITY

13

[signature of employee]

[name of Spouse or Domestic Partner]

1. For Marriage:

[name of employee]

BAR ASSOCL-\TlO~ OF SA~ FR-\:"iClSCO
:\lODEL POLlCY FOR DO:\IESTlC PART~ERHEALTH BE~EFITS

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

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.

I 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 Employer]

sf·21~~5

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

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

I
I
I.
I
I
I··
I
I
I
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I
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BAR ASSOCL\.TIO~ OF SA~ FRA~ClSCO

'10DEL POLICY FOR DOMESTIC PART~ERHEALTH BE:"lEFITS

BAR ASSOCIATION OF SAN FRANCISCO ~IE~IBERS

THAT OFFER DO;\IESTIC PARTNER HEALTH BENEFITS19

AS OF NOVEMBER 1995

Bronson, Bronson & McKinnon

Carroll, Burdick & ~kDonough

Cooley Godward Castro Huddleson & Tatum

Heller, Ehrman, White & McAuliffe

Howard, Rice, Nemerovski, Canady, Robenson, Falk & Rabkin

Long & Levit

Morrison & Foerster

McCutchen, Doyle, Brown & Enersen

Orrick, Herrington & Sutcliffe

Pillsbury Madison & Sutro

19 ThIS list IS not comprehenSIve.
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BAR ASSOClATIO~ OF SA~ FRAl'iCISCO
:\lODEL POLICY FOR DO'IESTIC PART~ERHEALTH BDiEFITS

HEALTH CARE PROVIDERS THAT HAVE PROVIDED
DOl\IESTIC PARTNER COVERAGE TO BAY AREA LAW FIRl\IS20

AS OF NOVEl\IBER 1995

I­
I
I­
I
I
I"
I
I
I
I
I
I
I
I
I
I
I
I
I

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

;11 ThiS list IS not comprchCnSl,"e
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Morrison & Foerster

Cooley Godward Castro Huddleson & Tatum

APPENDIX OF SAMPLE DOMESTIC PARTNER BENEFITS POLICIES

BAR ASSOCIATIO:\f OF SAN FRANCISCO
:\-1ODEL POLICY FOR DOMESTIC PART:"JER HEALTH BENEFITS

165f-21445

Pillsbury Madison & Sutro

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

I­
I
I
I
I
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:::;OLEY GOOWAAO CASTRO .. U:lOlESON & arUM

WHO-IS ELIGIBLE TO PARTICIPATE

• Full-time associates. staff attorneys. special counsel. managers. adminisuators. or members
of the suppon 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 cenificate or three of the following
documents:

• Copy of joint income tax return
• Ioint LcasclMongage 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 parmer:

If both panners 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
pannership. In this case you must be able to provide proof of such regisuation.

Where domestic partner registration pursuant to an applicable local ordinance is not available
to both parmers, 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, beJsbe must intend to retum on a permanent basis)
- not married to anyone else
- not a blood relative
- mentally competent at the beliDninl 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 followmg
documents:

- Ioint LeaseiMongage deed.
• Ioint 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 domesne
panner.

• Unmarried children who are:

- under age 19
• under age 25 if full-[ime students. that is. taking a minimum of 12 units
- handicapped before age 19 and financially dependent on you
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\1 E \1 0 R A ~ D C \1

TO: Insurance Benefits Depanmem
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 indefmitely;

7. Neither of us has had a difforent 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 fmancial support;
Are living with us in a parent-child relationship; and
May be claimed by one of us as a dependent as defmed 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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DEPE:'oo'DENT L....'FOR."rlATION

If you have chosen dependent coverale. pleue complete tne follo..."nl mformauon. Aaac:h a separate sheet If necessarY
Put an ·X· In the column whIch mdlcates which plans you want to enroll your dependents an .

Relation 10 Last Name, Fim Name. Date of Social Sex Medical Denw ViSion
Employee Middle lnitiai BinD Secunry (M/F) Plan Plan Plan

(MlDIY') Number

Spouse

Domesuc
Panner

Child

Child

Child

Child

It You DecliDe CHII7 CMiua Medal eo......
If you elected no medical coverap, you IDUII liD in lbe followiq iDlomwiotl:

Name of employer .... yGlI bnw Te....... IIIIIIber of CODIICt for IftIlInID company IIId &rOUP
other medical~ beaeft1l policy~

I desiauara !be foUow;q iJl4ividua1s 10 be my *oDCiary beneficiaries UDder Ibe life iJIsurucc plan. Your secondary
beneficiary receives beDefta It your deadl 011ly if your primary benefiCIary IS no lonler livll\I or cannot be located.

]

J

Name and AddrUI Relauonship Percenrap of BeDefit

J
J
]

]

ACKNOWLEDGEMENT AND SIGNAnIU

I understand that I have made elections for my Cooley Qodward dentll coverale from tnrough
______-:- and olber benefits for throulh . I understand that I may alter my elections
only as a result of a chanle In family or employment StltuS as defaned by the Cooley Qodward benefit plans. I
understand that any amouDlS in ei&ber of my spcndiDI accounts WIll be forfetted if expenses Incurred on or before
~_~_~~ are not claimed by . If I have dechned medical coverale for myself or my dependents.
I certify that I have coverale elsewhere. If I am payml the non·smolter raUl for life Insurance. I ceruly I have not
smolted an the past SIX monlhs. If I am coverin, my spouse or domestic panncr. I certily I can prOVide tne
documentluon outlined on pile 3. If I am covertnl my domestic parUlCr. I understand that !be amount I pay and the
amount Cooley pays is subject 10 wes. I understand that if lOW of prIce till and Spendinl Account contnbuuons IS

more than $100. I Will pay !be difference with before·w payroll deductions. If IOtll of price till and Spendinl Accoulll
conulbuuons IS less thaD $100. I can take the difference as tl.Uble cub or spend It on additional coverall.

]

]

Name _ Date, _



1--
Empioyee D0rr.es,;;: P:lr.:;e~

I Chtld Date of Sinh

I
ChIld Date of Smh

I
1

Child

Child

9.

Date of Smh

Date of Sinh

We understand that the domestic partner and the children of the domestic partner listed above Will be ineligible
for either the domestic partner subsidy or the health insurance benefits on the date we cease to 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.

I
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 afflIIIl that the partnership is dissolved. and that a
copy of the revocation has been mailed to the other partner.

I
I

II.

12.

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

We provide the information in this Affidavit to be used by the firm for the 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.

Signedon ,19_in _

Warning: The domestic partner health care subsidy or health insurance benefits may affect your taxes. Check with your
accountant for possible tax implications.
9/95

We declare that the statements above are troe and correct. We cenify that to the best of our knowledge and belief. all
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 health
insurance benefits provided by the firm.

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.

Print Name--------------Address _

Print Name _
Address _

Date of Birth _
551 _

Date of Birth _
551. _

Signature _
Domestic Partner

13.

Signature _
Employee

I
I
I
I
I
I
I
I
I
I



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

PILLSBURY ~IADISON & 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 old 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.

I, [print employee" name}, agree to notify Pillsbury
Madison , Sutro in writing within 30 days of the termination of our domestic partnership
relationship. I understand that I 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 Pillsbury Madison & Sutro for
the sole purpose of determining our eligibility for domestic partnership health care benefits.

Each of us declares under the penalties 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.

Date

Date

A written domestic partnership agreement

A joint real estate mortgage, lease or deed (eith« 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 I joint checking or joint credit account

o
o
o

o
o
o

Signature of Employee

Signature of Domestic Partner

I­
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