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Date

Recipient Name

Address 

City, State  Zipcode

Dear Recipient Name:

We are in receipt of your medical child support order dated _______________________ relating to plan participant _________________________, which instructs us to provide ____________________________ coverage to the following alternate recipients:

□      We have determined that your medical support order is QUALIFIED under Title 29, Section 1169(a) of the U.S. Code.  We will enroll the above dependent/ alternate recipients in the requested coverage effective _________________________________.
□     We have determined that your medical support order is NOT QUALIFIED under Title 29, Section 1169(a) of the U.S. Code.  We are therefore unable to enroll the above dependent alternate recipients.  The order is not qualified for the reason(s) indicated below:
     □
Order does not clearly specify the name and last known address of the participant.
     □
Order does not clearly specify the name and address of each alternate recipient (dependent) covered by the order.
     □
Order does not clearly specify the coverage to be provided.
     □
Order does not clearly specify the period during which the coverage is to be provided.
     □
Order requires coverage for benefits not offered by the Research Foundation.
Sincerely,
Research Foundation Human Resources Department
