
























































































































































































































































































































































































































































































































































































































































































































































































































































































































































¢ 1 have an obligation to file a Statement of Disenrollment, Legal Separation,
Divorce, Death or Termination of Spousal Equivalency with Company's
Plan Administrator or designated representative within {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 file a Statement of Disenrollment.
Legal Separation, Divorce, Death or Termination of Spousal Equivalency
with Company's Plan Administrator or designated representative.

. I understand that I am responsible for reimbursement of any expenses

incu: -ed as a result of any false or misleading statement contained in this
Afficavit of Marriage/Spousal Equivalency.

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

DATED:

(Signature)

(Name)

(Address)

(City, State, Zip Code)

[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 representatve within 31
days 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
defined under the terms of the underlying plan(s), after an Affidavit of Marriage/Spousal
Equivalency has previously been filed.]

Hollywood Supports Model Spousal Equivalency Form - 3



STATEMENT OF DISENROLLMENT, LEGAL SEPARATION, DIVORCE,
DEATH OR TERMINATION OF SPOUSAL EQUIVALENCY

I, , 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 Marriage/Spousal Equivalency previously filed.

I, , declare and acknowledge as follows:
(Name of Employee)

For} iao i T

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

filed with respect to
(Name of Spouse)
-OR-
Iand were legally separated on ___ .
(Name of Spouse) (Date of Separation)
-OR-
Iand dissolved our marriage on
(NName of Spouse) (Date of Divorce)
-OR-
My Spouse, , died on :
(Name of Spouse) (Date of Death)
For Spousal Equivalent Relationship (fill in appropriate lin

I wish to cancel, effective immediately, the Affidavit of Marriage/Spousal Equivalency
previously filed with respect to

(Name of Spousal Equivalent)

-OR-

The Spousal Equivalent relationship between me and
(Name of Spousal Equivalent)
ended on . .
(Date of Termination)

-OR-

My Spousal Equivalent, , died on
(Name of Spousal Equivalent) (Date of Death)

Hollywood Supports Model Disenroliment/Termination Form - 1
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I understand that, if my Spouse or Spousal Equivalent has previously been covered by
Company's group health coverage, the effect of filing this Staternent of Disenrollment,
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 coversd
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 terminaton of the Spousai
Equivalency relationship.

I further acknowledge that 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.

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

DATED:

(Signature)

(Name)

(Address)

(City, State, Zip Code)

Hollywood Supporis Model Disenrollment/Termination Form - 2



HEALTH CARE BENEFITS
for

SAME SEX DOMESTIC PARTNERS

December, 1992
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introduction

Milbank Tweed 1s offering a program of same sex domestic partner health care
benefits called the Domestic Partner Program (the "Program”}. The Program broadens
the gofinition of 2 qualitiec copsnoent for the purpeses of determining siigibility for
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 wil be available to the Qualified Domestic Partner of an
active employee of Milbank Tvweed beginning on January 1, 1893.

This document summarizes the benefits which may be available to you and your
same sex domestic partner unger the Program.

If you and your same sex domestic partner qualify for the Program and you
decide to participate, the benetits available to other covered dependents under the
Medical Plan will be available to your same sex domestic partner under the Program.

To help you understang how your same sex domestic partner medical benefits
work, it 1s important for you to know the following terms and definitions as they are
used unger 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 Medica! Plan.

Qualified Domestic Partner - means a person who:

° is an unmarned adult of the same sex as the eligible empioyee

J has cohabited with an eligible employee for at least 12
consecutive months prior to his or her enroliment in the Program
in such a relationship that is meant to be of lasting duration; and

] is otherwise not a qualified dependent under the Plan.

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

Program,

Proof of Cohabitation - means two forms of supparting documentation to show
that you and your same sex domestic partner have cohabited together for 12

1
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consecutive months prior to his or her enroliment in the Program. Acceptable
Proof of Cohabitation including but not limited to copies of your domestic
partner’s voter registration cara, driver’s license, signed lease, billing statement
iJtility bill, bank accourn: creoit card), payroll stub, tax filings or unemployment

insurance documents.

imputed Income - 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 taxation and to social security taxes (FICA), which are withheld
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 ume of enroliment as determined by Prudential.
No Proof of Insurabiiity need be provided if your domestic partner is enrolied in
the Program within the applicable 31-day enrollment period.

Who is Eligible and When

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

on the later of:

oo " d

(1) January 1, 1993 if you are an eligible employee on that date;

(2}  The date you become an eligible employee if you become an
eligible empioyee after January 1, 19893; or

(3} The first date your Same Sex Domestic Partner becomes a
Qualitied Domestic Partner if on the date you become an eligible
empioyee 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).
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How to Enroll in the Program

It you wish to cover a Qualified Domestic Partner under the Program, you must
properly complete and return an enrollment form. Your enroliment form is not
compiete if you do not submit Proof of Cohabitation and an Affidavit of Spousal
Eduivalency. You must return the enroliment form within 31 days of the day in which
your Qualified Domestic Partner 1s tirst eligible for coverage. If you do not submit the
enroliment 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 internai Revenue Code

{IRC} definition of a dependent for exemption from taxes on
Imputed Income )

U] indicate that you understand that your domestic partner is not a
"qualifying beneficiary" under COBRA rights and is not entitied to
these rights.

. co-sign the form with your domestic partner
. return the form to Sal Di Liberti, Benefits Department, room4617.

Enroliment forms including the Milbank "Affidavit of Spousal Equivalency” must
be submitted no later than December 31, 1992 or 31 days after the eligibility
requirement of the Domestic Partner Program are met.

Cost

As with the cost of dependent coverage 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 wouid pay 1o 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 reguiations generally provide for favorable tax treatment of
the cost of covering a "dependent” under this type of health care program. Federal
tax rules and requlations generally define a 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 home must be the principal piace of residence for the dependent during
the year. An individual is not a member of your hausehold 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 ana vour domestic partner live.

If your domestic partner does not qualify .as a dependent for federal tax
purposes, the amount- you pav 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 partner 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 shouid consuit 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
Qualitied 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.
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Continuation of Coverage

It is important to note that a Qualified Domestic Partner is not a "qualified
beneficiary” under the Consoiigdated Omnibus Reconciliation Act of 1985 (“"COBRA").
As a result, the continuation of ~ecical coverage under COBRA is not available to a
Qualified Domestic Partner.

Convaersion 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, subiect 10 Prudential’s rules,. cover your Qualified Domestic
Partner in addition to you and vour eligible chiidren. 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 entitie your Qualified Domestic

Partner to conversion priviieges.

Termination of Coverage

Coverage under the Program s 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 8 Qualified Domestic Partner,
Failure to meet the eligibility requirements of the Program will resuit in loss of
coverage under the Program.

Appeais Procedure

Timely submission of a compieted enroliment form does not guarantee that your
same sex domestic partner will be covered under the Program. Likewise, coverage
undér 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 entitied to follow the Plans’ appeal procedure.
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ENROLLMENT FORM FOR THE DOMESTIC PARTNER PROGRAM
For Employees of Milbank Tweed

'f you have a Qualifiec Demese Partwer whem you wouid iike to cover under one of
tne Mithank Tweed Hadley ¥ }M2Cl2y Medical Comprehensive Benefit Plan, please
compiete this form. Rememover, you can enroll only one Qualified Domestic Partner,
Part |. Benefit Coverage
| wish to enroll my domestic partner for coverage under the:

Prudential High QOption

Prugential Medium/PruCare Option

Prudential Low Option

Part Il. Domestic Partner information
Please provide the following information about your domestic partner:
Name:
Address:
Sex: Male Femaie
Date of Birth:

{(month/day/year)

Domestic Partner's
Social Security No.

Part i1, Certification of Domestic Partner as Dependent

You should consult tax and legal experts before you certify that your domestic partner
is @ dependent as defined by the internal Revenue Code. Keep in mind that if your
domestic partner does not 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 2 pre-
tax basis. .

| hereby certify that my (name) Qualified Domestic Partner is my
"dependent” as that term is defined in Section 182 of the internal Revenue Code of
1986 as amended.

Employee Signature
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Part IV, Authorization of Payroll Deductions

| authorize Milbank Tweed to ceduct contributions as determined by Milbank Tweed,
from my pay on an after-tax basis for Qualified Domestic Partner heaith care
coverage.

| authorize Milbank Tweed (0 veduct contributions on a pre-tax basis if | have
certified, in Part Il above. that certify my Qualified Domestic Partner as a dependent
in Part il above.

| also understand that if my domestic partner's coverage under this Program ends for
any reason, my Qualified Domestuc Partner doss not have COBRA rights to

continuation coverage.

Part V. Your Signature

Please sign your name and have your domestic partner sign his or her name.

Employee Signature/Date Domestic Partner Signature/Date

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,
1992, or within 31 days after your Qualified Domaestic Partner is eligible for coverage
pursuant to the Domestic Partner Program to: Sal Di Liberti, Benefits Department,
room 4617.
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MILBANK. TWEED, HADLEY & McCLOY
AFFIDAVIT OF SPOUSAL EQUIVALENCY

1. DECLARATION:

We, and certify that
cmployee (pnnt) spousal equivaient (pnint)

we are spousal equivalents in accordance with the following criteria and eligible for
benefits coverage as spousal equivaients under Milbank's benefits program:

IL STATUS:
L. We are each other s sole spousal equivalent and intend to remain so indefinitely.

We are of the same sex and neither one of us is married.

')

u
h

We are at least ¢ighteen (18) years of age and mentally competent to consent to
contract.

4, We are not reiated by blood to a degree of closeness than that which would
otherwise prohibit legal marriage in the state in which we iegally reside.

s. We reside together in the same residence and intend to do so indefinitely.

6. We are committed to each other's common welfare.

I CHANGE IN SPOUSAL EQUIVALENCY:

1. We agree to notify the Milbank Benefits Department if there is any change in our
status as spousal equivalents as attested to in this Affidavit which would change
our eligibility for Milbank benefits ({or example, if we cease 1o reside togethet ot
if we are no longer each other's sole spousal equivaleat). L ;
(membet or empioyee) will notify Milbank within thirty-one (31) days of such
change by filing a Statement of Termination of Spousal Equivalency ("Statement of
Termination®), affirming that the spousal equivaiency status is terminated as of jts -
date of execution and that a copy of the Statement of Termination has been
mailed to the other party by the party authorizing such action.

After such termination. [, , (member or empioyee)
understand that a subsequent Affidavit of Spousal Equivaiency cannot be filed
until 6 months after a Statement of Termination has been Gled with the Milbank
Benefits Department. The six month waiting period will be waived only if another
Affidavit is filed for the same spousal equivalent who is a signstory to this
Affidavit. '

[ B
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IV. . ACKNOWLEDGEMENTS: .

1. We understand that any persovemplover/company who suffers any loss due to any
false statement containea in this Affidavit may bring a civil action against either or
hoth of us to recover t2eir josses, including reasonable attomeys’ fees.

We have provided the :ntormation in this Affidavit for use by Milbank's Benetfits
Depantment 1or the sole purpose of determining our eligibility for spousal
equivalency nenetits. No third parties shall have any rights under this Affidavit.

!l

We atfirm. unaer penaity ot perjury, that the assertions in this Affidavit are true to
the best of our knowiedge.

e

Property Implications: Please be advised that some courts have recognized non-marriage
relationships as the equivaient of marriage for the purpose of establishing and dividing joint
property.

member or employee signature

member or employee address

spoussl equivalent signatute

spousal equivalent address
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MILBANK. TWEED, HADLEY & McCLOY
STATEMENT OF TERMINATION OF SPOUSAL EQUIVALENCY

L. : (membaer or empiovee) being duly sworn, Jepamcs
and say that:

1. (spousal equivaient) and I are no
longer spousal equivaients.

I make and file this Statement of Termination to cancel the Affidavit of Spousal
Equivalency filed by me with Milbank, Tweed, Hadley & McCloy on

’J

| mailed my former spousal equivalent a copy of this notice at
on

Wi

I declare. under penalty of perjury, that the above statements are true and correct,

Signed:

Print: .

Address:

Date:

LEEETCT-HEBTBBE B2 0L (PT1) LbXP4 OAN DWBHLW WO v0:21 PEET-E@-NNT




