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Student Certification for Overage Dependent 
 

I certify that my son/daughter, ____________________________________________, date of birth __________________________ 

is financially dependent, and is enrolled in an accredited school as a full-time student, taking a minimum of 

12 credits.   
 

Name of School: _______________________________________________________________ 
 
Address of School: _____________________________________________________________ 
 
Semester:     Fall ___   Spring ___ 
 
Semester Start date: (month)_________(day)______(year)________ 
 
Semester End date: (month)_________(day)_________(year)_______ 
 
Expected graduation date is: (month) ___________________(year) __________ 
 

❑ I have uploaded a copy of the student schedule* for proof of full-time student status, as required 
to keep my child on my dental and vision plans to my Benelogic file cabinet. I understand if I do 
not provide such proof, my child will lose eligibility and cease as a dependent on these plans.  

 
I understand that his/her protection under my coverage will terminate on the last day of the calendar 
month in which he/she ceases to be a full-time student as defined in the Certificate/Evidence of Coverage, 
and that I must notify the Benefits Office once my child is no longer eligible as a dependent under my plan.  
I also understand that I must provide student verification every semester to keep my child on my dental 
and vision plans as an eligible dependent. 
 
________________________________________________________                    _________________________________      
 Employee Name (Please Print)                                         Employee ID#          
 
_________________________________________________________            __________________________________ 
Employee Signature                Date 
 
*Please Note: The student schedule must contain the college name, student name and number of credits. If 

a student schedule cannot be provided, please contact the Bursar’s Office of the college and request 
that proof of student status be sent to you. Dependent eligibility questions can be directed to 
benefitsinfo@ccps.org. 
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