
 
 

Affidavit of Tax Dependent Status for 2010 
 

Based on the information you provide in completing this form, Human Resources will 
make a determination, according to the rules set forth by the Massachusetts Division of 
Insurance, as to whether your dependent (age 19 or over) may enroll or continue to be 
enrolled in the Emerson College group medical and dental plans and whether the cost of 
that dependent’s medical and dental coverage will be included in your gross income for 
federal income tax purposes.  
 
A.    Federal Tax Dependent Status 
Please identify each child (age 19 or older) for whom you are requesting medical and/or 
dental coverage, their date of birth, and whether you will claim them as a tax dependent 
on your 2010 federal income tax return. 
      
________________   ___________  ________�YES � NO_________ 
Name   DOB   Federal Tax Dependent for 2009 
 
________________   ___________  ________�YES � NO_________ 
Name   DOB   Federal Tax Dependent for 2009 
       
If you checked NO for any child, please complete Section B, otherwise skip Section 
B. This form must be signed, dated and returned along with the Benefits Enrollment 
Form to Human Resources. 
             
B. Non-Tax Dependent Status 
Please complete this Section B for each child identified above whom you cannot claim 
as your tax dependent for federal income tax purposes for 2010 
 
Under Massachusetts law, dependent coverage for qualified dependents will end on the 
earlier of the following: 

1. The day before the dependent’s 26th birthday, OR 
2. Two years after the dependent loses federal tax dependent status 

 
Please complete this section, sign, date and return this form along with the Benefits 
Enrollment Form to Human Resources. 
             
 
__________________________ _______________ ______________ 
Name     DOB   Last Tax Year/Dependent  
 
Reason child cannot be claimed as a tax dependent for 2010 (select all that apply): 

� Child will not reside with the employee for more than ½ of the year 
� Child will not be a full-time student 
� Child will earn more than the federal income tax exemption amount ($3,500 for 

2010) 
� Employee will not provide more than 1/2 of child’s support for the calendar year 
� Other____________________________________________________ 

 
Do you currently provide more than ½ of the child’s support?   � Yes � No 



 
 
___________________________ _______________ ______________ 
Name     DOB   Last Tax Year/Dependent 
 
Reason child cannot be claimed as a tax dependent for 2010  (select all that apply): 

� Child will not reside with the employee for more than ½ of the year 
� Child will not be a full-time student 
� Child will earn more than the federal income tax exemption amount ($3,500 for 

2010) 
� Employee will not provide more than 1/2 of child’s support for the calendar year 
� Other____________________________________________________ 

 
Do you currently provide more than ½ of the child’s support?   � Yes � No 
             
Change in Tax Dependent Status  
 
I agree to notify the Human Resources Office in writing is there is any change in the tax 
dependent status of any dependent list in Section A. or Section B. above.  Recertification 
is required during Open Enrollment every year. 
 
Acknowledgments 

1. I have provided the information in this affidavit for use by the Office of Human 
Resources for the sole purpose of determining my child’s eligibility for continued 
medical and/or dental benefits and that the information will be held strictly 
confidential. 

 
2. I understand that the fair market value of coverage provided to a child listed in 

Section B. will be included in my reported gross income for federal income tax 
purposes unless the child qualifies as a dependent for purposes of medical and 
dental coverage as prescribed under the Internal Revenue Code. 

 
3. I affirm that the assertions in this affidavit are true to the best of my knowledge. 

 
________________________________________  ___________________ 
Employee Name (Please Print)    Date 
 
________________________________________  
Employee Signature 
 
 
I acknowledge receipt of this affidavit which will be kept in the employee’s benefit file. 
 
_________________________________________  ____________________                                                                                   
Human Resources Signature     Date 
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