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ADDITION OF ELIGIBLE DEPENDENTS 

BENEFITS CONTROL / WAIVER FORM
You must complete and return this form together with the Change Forms. 

This form is used by the Payroll & Benefits Office to determine which coverage you want for your dependent(s) and 
any coverage that you choose to waive. Please make sure all applications are dated and signed. If the attached 
applications are incomplete, they will be returned, and coverage may be delayed. Please print clearly or use the 
fillable features. 

 Name: __________________________  Employee #: __________________________ 

Applications must be submitted in a timely manner as carrier deadlines could affect your eligibility. Please visit 
bcpseabenefits.ca/resources/faq/ to learn more about eligibility requirements. Benefit forms submitted after your 
effective date will be backdated, and premiums will be adjusted accordingly. 

Eligible dependents include your spouse, and any unmarried dependent children. Legal, common-law, and same 
sex spouses are eligible. Common-



O V E R A G E  D E P E N D E N T

  ( S T U D E N T )

Age restrictions for dependent children 

Pacific Blue Cross (PBC) has age restrictions for dependent children.  Once a dependent reaches the age limit, 
the carrier will forward a form to determine if the dependent can remain on coverage. The Dental / Extended 
Health Care plan covers dependents beyond age 21 if they satisfy all the following: 

1. Enrolled full time at a recognized educational institution.  Full time means enrolled in at least three courses
in a school that has been given degree, certificate or diploma granting powers through applicable
government legislation.  Online and correspondence courses qualify if they are through such a school, and

2. Is mainly dependent on you or your spouse for financial support, and
3. Is not married or living in a common-law relationship.

The following are the age restrictions set by PBC: 

 Dependent to age:   Overage dependent to age: 
21   25 

Continuation of coverage for eligible overage dependents 

When the dependent reaches age 21, PBC will forward student confirmation forms to determine the eligibility of 
the dependent.  If the dependent is eligible, forms must be completed and returned to the Payroll & Benefits 
Office.  �/�(���(�}�Œ�u 
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Common Law Spouse 
Declaration 

Employee  Common Law Spouse Declaration  

�(�P�S�O�R�\�H�H�¶�V���/�D�V�W���1�D�P�H First Name Initial District # 



Group Insurance Changes 
Part 1:  Employee Identification

�(�P�S�O�R�\�H�H�¶�V���/�D�V�W���1�D�P�H First Name Initial ID Number Provincial Health Plan Number (Care Card) 

Part 2:  Change in Family Status  
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PART 3 — ADDITIONAL INDIVIDUALS TO BE COVERED

Only fill out part 3 if there are additional individuals that you are applying for.

PART 1 — EMPLOYER/PLAN ADMINISTRATOR
Policy number Name of company/organization Member ID number Date of hire/rehire (mm-dd-yyyy)

Reason for application

 Late enrollment  Increase coverage  Annual re-enrollment
Who is this application for

 Member  Spouse  Dependent(s)

PART 2 — APPLICANT INFORMATION
Legal first name Middle initial Last name Birthdate (mm-dd-yyyy) Gender *

 F  M  U  X
Country of birth Occupation Height Weight

Address City Province Postal code

Email Phone number Fax

Physician and medical records
Please select one of the following and complete the details below accordingly

 Below is my primary physician’s information  I don’t have a primary physician, but the clinic below has my records
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MEMBER SPOUSE

1.
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PART 5 — MEDICAL DECLARATION (continued)

MEMBER �YOU� SPOUSE DEPENDENT�S�

 5.2 Within the past five years, have you had any medical conditions not already mentioned on this 
form or abnormal test results?

5.3 Do you currently have a referral, testing, treatment or investigation pending or contemplated 
but not yet completed, or are you aware of any symptoms or problems that require medical 
attention?

  If yes, provide details 

5.4 If you answered YES to any part of question 5.1 and/or 5.2, please provide details. 
      Please use one section per condition/disorder, even if an individual has multiple conditions/ 
      disorders.

 Yes  No

 Yes  No 

 Yes  No

 Yes  No 

 Yes  No

 Yes  No 

If there aren’t enough sections in 5.4, please add details to the box below. Include the name of the individual (i.e., your name, spouse, or a 
dependent), conditions/disorders, diagnosis date, medication/treatment, and physician information.
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�� ��������������TRANSFER FORM
EXTENDED HEALTH AND  DENTAL COVERAGE  



Waiver of Coverage 
Part 1: Employee Information

�(�P�S�O�R�\�H�H�¶�V���/�D�V�W���1�D�P�H 

http://www.bcpseabenefits.ca/

