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Spouse Eligibility Certification  
 

The spouse and employee must be legally married under the laws of the State of Minnesota. 

Use the following two questions to determine if your spouse may be eligible for coverage on your health insurance 
(medical, dental and vision coverages). Complete the section below that applies to your spouse’s employment.  

My spouse is unemployed or is not eligible for health insurance. 

Q1. My spouse is an employee of the State of Minnesota or other organization participating in the State 
Employee Group Insurance Plan (SEGIP). If YES, complete questions a, b and c below. If NO, leave blank. 

Members cannot be covered both as an employee and as a dependent for any health coverage. [link to SEGIP to 
SEGIP FAQ] 

Answer the following questions to determine eligibility in these health plans: 

a) Has Medical coverage been waived or will coverage be waived? Yes No 

b) Has Dental coverage been waived or will coverage be waived? Yes No 

c) Has Vision coverage been waived or will coverage be waived? Yes No 

If you answered “No” to any of the questions above, your spouse is not eligible for that specific coverage. 
 

Q2. My spouse is employed by a private employer or other organization that does not participate in the State 
Employee Group Insurance Plan (SEGIP). 

3. Is your spouse employed full-time by an employer with 100 or more 
employees and eligible for health insurance? 

Yes No 

4. Has your spouse chosen to receive any of the following from their 
employer? 

Yes No 

• Cash instead of health insurance, or  
• Credit towards the purchase of some other benefit instead of health insurance, or 
• Enrolled in a High Deductible Health insurance plan (as defined by the IRS) that includes a 

contribution to an HSA. 

If you answered “Yes” to questions, 3 and 4, your spouse is not eligible.   

Employee Information – All Information is required 

Name  
 (Last, First, Middle Initial) 

Address  

City, State, Zip code  

 

 Employee ID #  

Phone: Work  Home  

Email 

Spouse Information – All Information is required  

Name  
 (Last, First, Middle Initial) 

Date of Birth (mm/dd/yyyy) 

https://mn.gov/mmb-stat/documents/segip/single-premium-FAQ.pdf
https://mn.gov/mmb-stat/documents/segip/single-premium-FAQ.pdf
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I have answered the above questions relating to my spouse’s eligibility for coverage on my health plan and I certify 
that my spouse is: 

 eligible   not eligible  

Final eligibility is determined by SEGIP. 

Certification: By completing and signing this form, I certify that the information I have provided is true, complete, and 
accurate. I understand that knowingly providing false, incomplete, or misleading information may be fraud or intentional 
misrepresentation of a material fact and may result in denial or loss of benefits, I may be required to repay any claims 
paid during the period the spouse was ineligible, and I may be subject to disciplinary action 

Your signature Date  

Submit your form to SEGIP: Secure fax 651-797-1313; Mail MMB/SEGIP, 400 Centennial Building, 658 Cedar Street, 
Saint Paul, MN 55155; Scan and email (secure only when sent from an @state.mn.us account) 
segip.mmb@state.mn.us 

Questions? Call us at 651-355-0100 

Minnesota Management and Budget 

NOTICE OF COLLECTION OF PRIVATE DATA 

Minnesota Management and Budget (MMB) administers the State Employee Group Insurance Program (SEGIP).  As an 
individual seeking to or participating in a group insurance program, you are asked to provide certain data for the 
purpose of the administration of group insurance benefits.  This notice explains why MMB is requesting private data, 
how the data will be used, who has access to the data, and what may happen if you do not provide the requested data. 

Use of Data. The data requested by MMB may be used for the following purposes: 

• To determine eligibility for group insurance benefits 
• To administer group insurance benefits 
• As required by State and federal law, rule, or regulation  

Right of Refusal. You are not required to provide any of the requested data. If you do not provide the requested data, 
group insurance program benefits may be denied or delayed for you, your spouse, or your dependent(s), as applicable. 

Access to Data. The data that you provide may be shared with: 

• Authorized personnel whose jobs reasonably require access 
• Insurance and service providers, and other contracted vendors 
• Any other person or entity authorized by federal or state law to access the data, including but not limited to the 

Office of the Legislative Auditor, the Minnesota Department of Health, the Minnesota Department of 
Commerce, or others as authorized by a court order  

The parents of a minor may access private data about the minor unless there is a law, court order, or other legally 
binding instrument that blocks the parent from accessing the data. 
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