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Equivalents" means two adults [of the same sex] who have chosen to share their lives in an
intimate and committed relationship. reside together. and share a mutual obligation of
support for the basic necessities of life.

Specifically. I declare and acknowledge that I and my Spousal Equivalent named above
meet the following criteria:

• We reside together and intend to do so peI1I1anently.

• We are not related by blood to a degree of closeness that would prohibit
legal marriage.

• We are mutually responsible for basic living expenses.

• We are both at least the age of consent in the state in which we reside.

• Neither of us is married to anyone else.

[In addition, if we live in a jurisdiction which permits registration of domestic partners.
including Spousal Equivalents. I declare and acknowledge that I and my Spousal
Equivalent have registered, or will register within the next 31 days, as domestic panners in
that jurisdiction. The jurisdictions in which registration of domestic panners is currently
peI1I1itted, as of July 1, 1992, are: Berkeley, Laguna Beach, San Francisco and West
Hollywood. California; the District of ColumlJia; Ann Arbor and East Lansing. Michigan;
Minneapolis, Minnesota; Ithaca, New York; and Madison, Wisconsin. I further understand
that this requirement may be waived if the non-confidential nature of the registration (which
is usually a matter of public record) would create a hardship for me and/or my Spousal
Equivalent To request a waiver of this requirement, a statement regarding the nature of the
hardship must be submitted to Company's Plan Administrator or designated
representative.]

For Marria~e/Spousal EQuivalent Relationships

I acknowledge that:

• I cannot me another Affidavit of Spousal Equivalency for a new Spousal
Equivalent until at least six months after a Statement of Termination of
Spousal Equivalency has been filed.

• If health care coverage is requested, I will provide to Company's Plan
Administrator or designated representative a completed Health Care
Enrollment Statement along with documents establishing the eilitence of
my Marriage/Spousal Equivalency relationship.

• I ~nderstand that I would be well advised to consult an attorney regarding
the possibility that the filing of this Affidavit may have certain legal
consequences, including the fact that it may. in the event of termination of
the Spousal Equivalent relationship, be regarded as a factor leading a coun
to treat the relationship as the equivalent of marriage for the purpose of
establishing and dividing community property, or for ordering payment of
support.

Hollywood Suppons Model Spousal Equivalency FOI1I1 - 2



Hollywood Supports Model Spousal Equivalency Form - 3

I affirm, under penalty of perjury, that the statements in this Affidavit are UUe to the
best of my knowledge.

[Please Note: If you wish to enroll your Spouse/Spousal Equivalent for group
health coverage, you must complete and return the Health Care Enrollment Statement,
along with the documents establishing the existence of the marriage/spousal equivalency
relationship, to the Company Plan Administrator or designated representative within 11
~ of the earliest of: (a) the date of marriage; or (b) the date of filing this Affidavit of
Marriage/Spousal Equivalency. If the Health Care Enrollment Statement and the required
documents are not filed within this time period, evidence of insurability of the
Spouse/Spousal Equivalent and eligible dependents, if any, will be required, unless the
Spouse/Spousal Equivalent has lost his or her existing employee health coverage, as
defmed under the terms of the underlying plan(s), after an Affidavit of Marriage/Spousal
Equivalency has previously been filed.]

I have an obligation to me a Statement of Disenrollment. Legal Separation.
Divorce, Death or Termination of Spousal Equivalency with Company's
Plan Administrator or designated representative with.in [30] days of the
earliest of (a) the death of my Spouse or Spousal Equivalent; (b) the date of
legal separation; (c) the date of the divorce decree; or (d) the date on which
any of the criteria of a Spousal Equivalency relationship is no longer met. I
further understand that the effective date of the end of the Spouse/Spousal
Equivalency reiationship is the earliest of (a) the death of my Spouse or
Spousal Equivalent; (b) the date of legal separation; (c) the date of the
divorce decree; or (d) the date on which I me a Statement of Disenrollment
Legal Separation, Divorce, Death or Tennination of Spousal Equivalency
with Company's Plan Administrator or designated representative.

I understand that I am responsible for reimbursement of any expenses
incured as a result of any false or misleading statement contained in this
Affic.avit of Marriage/Spousal Equivalency.

(Name)

(Signature)

(Address)

(City, State, Zip Code)

..

..

DATED: _
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STATEMENT OF DISE~ROLLMENT,LEGAL SEPARATION, DIVORCE,
DEATH OR TERMINATION OF SPOUSAL EQUIVALENCY

1, __--::-:-_~=____:_-_:__----'make and file this Statement of
(Name of Employee)

Disenrollment, Legal Separation. Divorce, Death or Termination of Spousal Equivalency in
order to cancel the Affidavit of MarriagelSpo'Jsal Equivalency previously flied.

1, __~-=--_--:-:::---:--~ ' declare and acknowledge as follows:
(Name of Employee)

For Mania~e (fill in appropriate line)

I wish to cancel, effective immediately, the Health Care Enrollment Statement previously

flIed with respect to ~~--::-:::"----:----
(Name of Spouse)

-OR-

I and __..,.".."._--.,........._--,... were legally separated on -=~---:"..",...._....,...._

(Name of Spouse) (Date of Separation)

-OR-

I and __~_---::~_--:- dissolved our marriage on ~::--~"=':""_--:-_
(l'ame of Spouse) (Date of Divorce)

-OR-

My Spouse, _---::~_----::-~-~---' died on _...;.-.-.=""_.........:~~ __

(Name of Spouse) (Date of Death)

For Spousal Eguivalent Relationship (fill in apprQpriate line)

I wish to cancel, effective immediately, the Affidavit of Marriage/Spousal Equivalency

previously flIed with respect to __~_---,........._~=-.....-......-....,.... __
(Name of Spousal Equivalent)

-OR-

The Spousal Equivalent relationship between me and _"=":'__::-=-_--:--=-....,....-;---:-_
(Name of Spousal Equivalent)

ended on
~(D~a-te-o~f::-::T=-e-rm--,...in-au-:-· o-n~)

-OR-

My Spousal Equivalent, , died on ~==--~::-=----;-~_
(Name of Spousal Equivalent) (Date of Death)

Hollywood Supports Model Disenrollmentffermination Form - 1



Hollywood Suppor..s Model DisenrollmentlrermiIlation Form - 2

I affirm that the statements in this Statement are true to the best of my knowledge.

For Termination of Group Health Covera~e of SpQuse/SpOysal ~uiva1ent

I understand that, if my Spouse or Spousal Equivalent has pre\iously been covered by
Company's group health coverage. the effect of filing this Statement of Di.senrollment.
Legal Separation. Divorce. Death or Termination of Spousal Equivalency is that my Spouse
or Spousal Equivalent. and his or her eligible dependents. if any. will no longer be covered
by Company's group health coverage. in accordance with the terms of the underlying
plan(s) ("Plan"). subject to any provisions in such Plan permitting the continuation of
coverage in the event of legal separation. divorce. death or termination of !.he Spo~sal

Equivalency relationship.

I further acknowledge Liat it is my responsibility to mail a copy of this signed statement to
my surviving Spouse/Spousal Equivalent, or former Spouse/Spousal Equivalent. named
above.

(Signature)

(Name)

(City. State. Zip Code)

(Address)

DATED: _
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Introduction
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Proof of Cohabitation· means two forms of supporting documentation to show

that you and your same sex domestic partner have cohabited together for 12

You can enroll only one Qualified Domestic Partner of the same sex in the

Program.

• is otherwise not a qualified dependent under the Plan.

• has cohabited with 8n eligible employee for at least 12
consecutive months prior to his or her enrollment in the Program
in sucn a relationship that is meant to be of lasting duration; and

Qualified Domestic Partner· means a person who:

• is an unmarried adult of the same sex as the eligible employee

coverage under the Milbank Tweed Hadley &. McCloy Medical Comprehensive Expense

Benefit Plan the "Plan" administered by the Prudential Insurance Company. Under the

Program, medical coverage will be available to the Qualified Domestic Partner of an

active employee of Milbank Tweed beginning on January 1, 1993.

This document summarizes the benefits which may be available to you and your

same sex domestic partner unoer the Program.

If you and your same sex domestic partner qualify for the Program and you

cseclde to participate, the tlenetJts available to other covered dependents under the

Medical Plan will be available to your same sex domestic partner under the Program.

To help you understand how your same sex domestic partner medical benefits

work, it IS important for you to know the following terms and definitions as they are

used under the Program.

Eligible Employee· means an active. full-time employee or Partner (more than
21 hours per week) of Milbank Tweed who is enrolled in one of the Prudential
Medical Plans. and who does not have a spouse or former spouse who is or
could be covered as a dependent under the Medical Plan.

Milbank Tweed IS offering a program of same sex domestic partner health care

benefits called the Domestic Partner Program (the "Program"), The Program broadens
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Who is Eligible and When

Under the Program, your Qualified Domestic Partner is first eligible for coverage

on the later of:

(1) January 1, 1993 if you are an eligible employee on that date;
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consecutive montl'ls prior to I'lis or her enrollment in the Program. Acceptable

Proof of Cohabitation including but not limited to copies of your domestic

partner's voter registration care. driver's license, signed lease, billing statement

(utility bill. bank aCCOUr",: ;;~aolt card), payroll stub, tax filings or unemployment

insurance documents,

Imputed locome • means any premiums paid by Milbank Tweed for same sex

domestic partner coverage under the Program if your domestic partner is not

a dependent for federal tax purposes. Imputed Income is subject to ordinary

federal income taxatlor, ana to socIal security taxes (FICA), which are witl'lheld

through payrOll deductions.

Proof of Insurability· meanS.proper completion of a health statement provided

by the Prudential Insurance Company to show that your same sex domestic

partner is in good health at the .tlme of enrollment as determined by Prudential.

No Proof of Insurability need be prOVided if your domestic partner is enrolled in

the Program within the applicable 31·day enrollment penod,

(2) The date you become an eligible employee if you become an
eligible employee after January 1, 1993; or

(3) The first date your Same Sex Domestic Partner becomes a
Qualified Domestic Partner if on the date you become an eligible
employee your same sex domestic partner is not a Qualified
DomestiC Partner !i.e., you and your same sex partner have not
yet cohabitated for 12 consecutive months).

2
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How to Enroll in the Program

If you wish to cover a Qualified Domestic Partner under the Program, you must

properly complete and return an enrollment form. Your enrollment form is not

complete if you do not submit Proof of Cohabitation and an Affidavit of Spousal

Equivalency. You must return the enrollment form within 31 days of the day in which

your Qualified Domestic Partner IS first eligible for coverage. If you do not submit the

enrollment form, within the 31·day period, you will be required to submit Proof of

Insurability which must be approved by Prudential Insurance Company in order for

coverage to be effective.

The Form requires you to:

• elect dependent coverage for your domestic partner

• provIde dependent data, including name, address, social security
number, etc.

• authorize Milbank Tweed to make payroll deductions for coverage

• indicate if your domestic partner meets the Internal Revenue Code
(IRC} definition of a dependent for exemption from taxes on
Imputed Income

• indicate that you understand that your domestic partner is not a
"Qualifying .beneficiary" under COBRA rights and is not entitled to
these rights.

• co-sign the form with your domestic partner

• return the form to SalOl Liberti, Benefits Department, room 4617.

Enrollment forms including the Milbank"Affidavit of Spousal Equivalency" must

be submitted no later than Oecember 31, 1992 or 31 days after the eligibility

requirement of the Domestic Partner Program are met.

Cost

As with the cost of dependent covera~ provided under the Medical Plan, the

cost of covering your Qualified Domestic Partner under the Program will be shared by

Milbank Tweed and you. Your portion of the cost will be deducted from your

paycheck, The amount deducted 'from your paycheck will be the same as the amount

3
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you would pay to cover a dependent under the Medical Plan, and will depend on the

type of coverage you elect for your Qualified _Domestic Partner..

Federal tax law and regulations generally provide for favorable tax treatment of

the cost of covering a "dependent" i.mder this type of health care program. Federal

tax rules and regulations generally define 8 dependent as a member of your household

who receives more than one-half of his or her support from you during the year.

Further, your ho~e must be the prinCipal place of residence for the dependent during

the year. An individual is not a member of your household for federal tax purposes

if, at any time during the year. your relationship with that individual violates the law

of the state in which yOu anc your domestic partner live.

If your domestic partner does not qualify -as a dependent for federal tax

purposes, the amount- you pay to cover your Qualified Domestic Partner under the

Program may not be deducted from your paycheck on a pre-tax basis under the

Milbank Tweed Flexible Compensation Program. Payroll deductions for your portion

of the cost of domestic p-anner coverage will be made on an after-tax basis. In

addition. you will be taxed on Imputed Income for the portion of the benefit cost paid

by Milbank Tweed. You shOUld consult a tax advisor to determine whether your

domestic partner is a qualified dependent for federal tax purposes and, if not, how the

tax on Imputed Income may affect you.

Coverage Under the Program

Qualified Domestic Partners who are covered under the plan receive the same

coverage as dependents under the Prudential Medical Plan Options.

Termination of Coverage

Coverage for your Qualified Domestic Partner will terminate the earlier of:

1. the date your Same Sex Domestic Partner is no longer a Qualified
Domestic Partner;

2. the date as of which the Program is discontinued by Milbank
Tweed; or

3. the date on whIch your coverage under the Plan is terminated.

4
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Continuation of Coverage

It is important to note that a Qualified Domestic Partner is not a It Qualified

beneficiary" under the Consolloated Omnibus Reconciliation Act of 1985 ("COBRA").

As a result, the COntInuatIon o~ --ecHcal coverage under COBRA is not available to a

Qualified Domestic Partner.

Conversion of benefits

You may have the right to convert your group medical insurance to an individual

policy if your coverage under any of the PrUdential Medical Plan Options terminates.

This individual POlicy may, sublect to Prudential's rules, cover your Qualified Domestic

Partner in addition to you and vour eligible children. Note, however, that termination

of your Qualified Domestic Partner's coverage under the Program due to the

Program's termination or for any other reason will not entitle your Qualified Domestic

Partner to conversion privileges.

Termination of Coverage

Coverage under the Program IS available to your same Qualified Domestic

Partner only as long as you continue to meet the requirements of an eligible employee

and your partner continues to meet the requirements of a Qualified Domestic Partner.

Failure to meet the eligibility requirements of the Program will result in loss of

coverage under the Program,

Appeals Procedure

Timely submission of a completed enrollment form does not guarantee that your

same sex domestic partner will be coveted under the Program. Likewise, coverage

under the Program does not guarantee that all claims for benefits will be approved.

Should your application for coverage or a claim for benefits under the Program be

denied, you would be entitled to follow the Plans' appeal procedure.

6
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For Employees of Milbank Tweed

(month/day/year)

ENROLLMENT FORM FOR THE DOMESTIC PARTNER PROGRAM

c0:c1 v661-[0-Nnr

Fernale_--:-_

-6
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Male _

Cenification of Domestic Partner as Dependent

Sex:

Domestic Partner's
Social SecuritY No.

Date of Birth:

Domestic Partner Information

Benefit Coverage

Part II.

Part III.

Please provide the following Information about your domestic partner:

Name:

Address:

Employee Signature

You should consult tax and legal experts before you certify that your domestic partner
is a dependent as defined by the Interne' Revenue Code. Keep in mind that if your
domestic partner does DQ1 meet the IRC dependent definition, you will be taxed on
Imputed Income from the dependent coverage premiums paid by Milbank Tweed and
you will not be eligible to have domestic partner medical premiums deducted on a pre­
tax basis.

I hereby certify that my (name) Qualified Domestic Partner is my
"dependent" as that term is. defined in Section 152 of t~e Internal Revenue Code of
1988 as amended.

I wish to enroll my domestic partner for coverage under the:

Prudential High Option

PruOentlal Medium/PruCare Option

PruOentlal Low Option

Part J.

If you tlave a Qualifiec Dcmc~~;: ;.'~7~-.ei '/ihCili you wOLild like to cover uncier one of
'no Mil~a"'k Tweed H::l~'e\' \( ~.;1,.r·", .. , "Ao~i"al f" ....m""(I:» ... "'- .. i\,"\ S.. -",f'I A ola'" "lea~e.......... , .... f. __ • I -.. ••• __ ._, 1:_ ........ -.J',., ••.W••J.lI..,. l:;a ..... ".; _I,,. •

complete this form, Rememoer. you can enroll only one Qualified Domestic Partner,

I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I
I



7

Please sign your name ana nave your domestic partner sign his or her name.

I authorize Milbank Tweed :0 oeouct contributions on a pre-tax basis if I Mave
certified, In Part II above. that certify my Qualified Domestic Partner as a dependent
in Part III above.

I also understand that if my Oomestlc partner's coverage under this Program ends for
any reason, my Qualified DomestiC Pa"ner does not have COBRA rights to
continuation coverage.

Domestic Partner Signature/Date

Your Signature

Authorization of Payroll Deductions

Part V.

Employee Signature/Date

Part IV.

Please review your enrollment form and make sure you have filled it out accurately
and completely. Return this form with photocopies of two acceptable forms of Proof
of Cohabitation and Affidavit of Spousal Equivalency no later than December 31,
'992, or within 31 days after your Qualified Domestic Partner is eligible for coverage
pursuant to the Domestic Partner Program to: Sal Oi Libe"i, Benefits Department,
room 4617.

I authorize Milbank Tweed to Cleduct contributions as determined by Milbank Tweed,
from my pay on an after· tax llaSIS for Qualified Domestic Partner health care
:~·....eraga.

I
~
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11. STATUS:

1. DECLARATION:

-'.FF'O.-\\IT OF ~PO'.JS.UEQUIV.4.1.E.'lCY

IlL CHANGE IN SPOUSAL EQUIVALENCY:

We are committed to each otber's CDIDIDOIl welfare.

We are each other s sole spousal equivaJent and intend to remain so indefiDitely.

We are ot the S3mc sex .1nd neither one of us is married.

We are at least c.,hteen (18l yean of a.e aDd meDtaJJy competeDt to CODSellt to
contract.

We are DOt related by blood to a depec of c10lcaeu thaD that which would
otherwise prohibit legal mlrri_to in the stlte ia which we le.ally reside.

We reside tOlether'in the same reaideftc:e an4 intend to do so indefinitely.

We IlI'ee to notify the: MUbank 8eftcfilS Department if there is any cbangc 111 oW'
status IS spouul equivalents IS attested to in tbia Affidavit which would chanp
oW' c1ipbility for MUbank beDe8aa (Cor c:amplc, it~ c:aIC &D n:aidc toIc&hcc or
if we are DO loaF c:ad1 olber'lsoie lpouaal equivaleDt). L ,
(member or employee) will notify MI1baDk within tbiny-onc (31) days of such
c:hmae by tlJifta • Swement of TermiDaUoa of Spouaal Equivalency (-SlltaleDt of
Termia.tioDj, aft1rmUl1 that the lpouaal equivale1lcy SlItuI is termiDated II of ilS
dace of aec:utiOIl aad that a c:apy of the Swement of Termination hal beCIl
mailed to the other pany by the party IUtboriziDS such action.

After such termination. I. • (member or employee)
understaDd tbat a subsequent AfIldavtt of Spousal E.quiva1eIlcy cannot be filed
until 6 monw aCter a Statemeat of Term.iution bas been filed. with the Mi1baDk
Seaefitl DepanmenL The sillftODth waiting period will be waiw:d 0." if aDOtber
AfBdaYit is tiled Cor the sa. spt)UII1 equivaleDt who is a sipatOry to this
AffidlYiL '

~ULBANK.1WEED, HADLE\' a McCLOY

1.

1.

s.

"-

We.,_~__~ Jnd __~~~_~ cenify that
emptoyc:c (print I spouaai .eqWyalent lprint)

we are spousal equivalentS In accordance with the foUowiq criteria aDd eliple for
benefiu eoverage as ipousal equlyalenu uncicr Milbank's bc:DefilS PfOJf&lll:

3.

.,-

6.

11

11

11

11

11

j;

1
J

1_.

1
~

1
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member or employee signature

member or employee addrcss

IV. .-tCKNOWLEDGEME.V7'S:.

spousal equivalent address

We have provuied the miormation in this Affidavit for usc by Milbank's 8eftetits
Department lor the sale purpose of determining our eligibility for spousal
~uiyalency nenC:liu. So third panics shall have any rights under this Affidavit.

We affirm. unaer penairy of perjury. that the asaenions in this AfficiaYit are true to
the best of our knowledge.

We uncierstand that any penoDlemployer/company who suffers any lou due 10 any
false statement contained in this Affidavit may bring a civil action agaiDsl either or
hoth of us to r~('o\'er t~elr losses. including rea.~nable auom~' fees.

..
J.

1.

..

Propeny IlDpUeatiolW Pleas. be adVised tba. 10.. collJ'tl Iaaft recopi&td IlOII-IDaI'I'taae
relatioasbipl u tbe equivaltDl of mani_1t tor tbe purpolC 01 CI1abUJlLlaa IIId dlYidlJll Jota.
property.

spousal equivalent signature

I,
il

I

I
-I
-I
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I I

I I

II
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1. ...... (lDember or .&Ilpl~) bcinS dul~ awoCQ. ,",cIA*»

and say that:

~I.
-I

I
-I
-I
-I

1.

.,-

\ULBANK. TWEED. HADLEY '" McQ.OY

STATEME.Vf OF TER.\tlNATION OF SPOUSAL EQUIVALENCY

~-__~-~------_(spousalequivaient) and I are no
lODger spousal equivalents.

. I make and file this Statement of Tenninalion to cancel the Affidavit of Spouaai
EquiYa1cnc:y tiled by me with MilbaDk. Tweed. Hadley • MeQoy on

~•.. 3. I mailed my fonner spousal equivaieDt a copy of this DOtice at_________________ 011

Date:

Addrcsa:

1declare. under penalty of pel'Jury. that the above statcmeD&a are true aDd con-eeL

v0:c't V66't-£0-Nnr

1

Cv't) ~VX~~ JAN JW~H1W WO~~

Signed:

Print:

c't0'd
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