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STATEMENT TO DROP DEPENDENT GRANDCHILD COVERAGE

UNDER THE WILLIAMSON COUNTY EMPLOYEE BENEFITS PLAN
	Dependent Grandchild Name(s)


	Date of Birth
	Social Security Number


	Relationship
	Marital Status
	Effective date to Drop Coverage
	Medical
	Dental
	Vision

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


“I wish to drop the above person(s) from the Williamson County Employee Benefit Plan as my dependent grandchild(ren) under the rules of the Plan regarding dependent grandchild(ren) coverage.  Within the last thirty-one (31) days, I have ceased to provide at least half of the financial support for each and every one of the grandchildren listed on this form.  I understand that the Williamson County Human Resources Department may request documentation from me regarding the marital status, age, or financial support provided to these person(s).  I understand that this is a government document and that a false statement could result in denial of benefits and/or criminal prosecution.”  

Signed:_________________________

_______________________________
_________________________

Employee Name




Date

This instrument was sworn to and subscribed before me, this the ____ day of ___________________________, 200_.

___________________________________________

NOTARY PUBLIC

STATE OF TEXAS

My Commission Expires: ____________________







