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Spousal Coverage Attestation Form 
Plan Year: July 2026-June 2027 

Employee Name: ____________________________________ 

Employee ID (if applicable): _________________________ 

Parish/Department/Location: _________________________ 

Spouse Name: ______________________________________ 

To help administer eligibility and pricing under the DIOCESAN RETA TRUST PLAN, employees enrolling a spouse in 
coverage are required to complete this attestation regarding the spouse’s access to other employer-sponsored group 
health coverage. 

Please review and check the appropriate box below: 

Spousal Coverage Certification 

I certify that, as of the date below, my spouse: 

☐ Does not have access to other employer-sponsored group health coverage through his/her own employer. 

☐ Does have access to other employer-sponsored group health coverage through his/her own employer, but has 
elected to enroll under the DIOCESAN RETA TRUST PLAN instead. 

☐ Is enrolled in other employer-sponsored group health coverage through his/her own employer and is not seeking 
coverage under the DIOCESAN RETA TRUST HEALTH PLAN. 

Employee Certification 

By signing below, I certify that the information provided on this form is true, complete, and accurate to the best of my 
knowledge. I understand that: 

1. This attestation is required for plan administration and premium contribution purposes.  
2. If my spouse gains or loses access to other employer-sponsored group health coverage, I must notify Reta 

Trust Benefit Call Center tel# 877-303-7382 within [30] days of the change & provide the supporting 
documentation to upload on MyEnroll self-service benefits portal visit www.myenroll.com. 

3. Any misrepresentation or failure to provide timely notice of a change in status may result in retroactive 
adjustment of payroll deductions, premiums, or coverage, to the extent permitted by plan terms and 
applicable law.  

4. The Diocese/Employer reserves the right to request reasonable documentation confirming access to other 
employer-sponsored coverage.  

Employee Signature: __________________________________Date: ______________________________________________ 
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