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VT Form 

HC-2
DECLARATION OF 

HEALTH CARE COVERAGE

This form must be completed 

annually by all uncovered 

employees. Employers must 

retain this form for 3 years.  

Employer: This form is only to be completed by employees if you offer to pay a portion of a health care plan that provides hospital and physicians 
services to at least some of your employees. You must retain all employee declaration forms together in a file for three years and be able to produce 
them in the event of an audit. 

Employee’s Full Name (Please print)  

Employee ID or Social Security Number Date of Birth 

Employee: Complete and sign this form and return it to your employer. The purpose of this form is to obtain information regarding your health care 
coverage. The information you provide on this form will be used solely for purposes of determining if your employer must pay Health Care Contributions 
as required under Vermont law at 32 V.S.A § 10503.  

Form HC-2 
(Rev. 03/2018 

Check the box beside the statement that best describes your health care coverage. 

1. My employer offers health care coverage to me.

q I have accepted the health care coverage offered and provided by my employer.

2. My employer offers health care coverage to me, and I have not accepted my employer’s coverage.

q I have health care coverage that includes hospital and physicians services from a source other than Medicaid or Vermont Health Benefit

Exchange.

My coverage is provided through: ___________________________________________________________________________________

q I am a full-time employee and have health care coverage as an individual through the Vermont Health Benefit Exchange.

q I have Medicaid.

q I have no health care coverage.

3. My employer does not offer health care coverage to me.

q I am a part-time employee who works fewer than 30 hours per week, and I have coverage from a source other than Medicaid that offers

hospital and physicians services.

q I am a seasonal employee who expects to work for this employer 20 or fewer weeks during this calendar year, and I have coverage from a
source other than Medicaid that offers hospital and physicians services.

q I have health care coverage that offers hospital and physicians services.

My coverage is provided through:  ____________________________________________________________________________________

q I am a part-time or seasonal employee, and I do not have health care coverage or I am covered by Medicaid.

q I have no health care coverage.

q I certify the above information is accurate and true to best of my knowledge and belief.

Employee Signature                  Date 

Note: If your health care coverage changes within the year, you must complete a new Declaration of Health Care Coverage. 

Will the employee be under the age of 18 for the entire calendar year? q YES q NO

If YES, stop. Please sign the bottom of the form and submit it to your employer.  

If NO, please continue to complete this form and submit it to your employer. 

Employer’s Legal Name (Please print) ________________________________________________________________________________________ 



 *** For Accurate Enrollment Please Write Clearly  ***    November 2021 

 
 

FSA, LPFSA, DCA & HSA ENROLLMENT / CHANGE FORM 

⧠ ENROLLMENT       ⧠ CHANGE        ⧠ TERMINATION                 EMPLOYER: _________________________________________________ 

First Name:  Last Name:  
Social Security Number:  Date of Birth:  

Phone Number                             ⧠ Home ⧠  Cell Email:  

Effective Date:  Mailing Address             
(please include city, state & zip code):  

DEPENDENT INFORMATION:  

Last Name First Name SS #: Date of Birth 
    
    
    
    

ELECTION: 

 
**Note- To participate in the HSA plan, you must also complete the Avidia Bank HSA Healthy Dollars Form. 

Authorization I hereby elect to participate in my employer’s FSA and/or DCA plan agreeing to be bound by all terms, condition and limitations to the Plan. I 
understand that I must keep copies of all debit card transaction receipts and can be asked to submit them at any time through the plan year. I also agree that if I 
cannot produce a copy of the requested receipt, the transaction will be deemed ineligible and I will be required to refund the plan for the total expenses.   

                   ………⧠ I ELECT to participate in the Healthy Dollars Plan             ⧠ I DO NOT elect to participate in the Healthy Dollars Plan  
 

Employee Signature: _____________________________________________________________________________ Date: ______________________ \ 

 Annual Election Deduction Per Pay Period First Payroll Date 
Flexible Spending Account     

Limited Purpose FSA     
Dependent Care Account    

HSA**     
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