
 
Domestic Partner Affidavit 

(Registered domestic partners, or domestic partners whose domestic partnership is otherwise recognized by the state, municipality 

and/or city in which they reside, are not required to complete this affidavit) 

 

 

Insured Name: _______________________________________________________ 

Group Policyholder: _________________________ Insured’s Employee Number (if applicable): __________ 

We, _______________________________________ and __________________________________________ 
       (Print Insured’s Name)               (Print Domestic Partner’s Name) 

Each certify and declare under oath that we are domestic partners in accordance with each of these criteria: 

• For at least 12 consecutive months prior to the date shown below, we have resided together 

continuously and openly under an exclusive mutual interpersonal commitment. 

• We intend to live together permanently in accordance with our exclusive mutual interpersonal 

commitment.  

• Neither of us is married to, a party to a civil union with, or a domestic partner to any person other 

than the person with whom we are executing this affidavit. 

• We are not related by blood to a degree which is legally prohibited in marriage in the state in which 

we reside. 

• We each are legally competent to enter into a contract in the state in which we reside. 

• We each have provided for our common welfare during the time we have resided together, and we 

intend to continue to so provide. 

 

We also attest to the following: 

 We have an obligation to notify the policyholder of the group life insurance plan for which this 

affidavit is provided, if there is any change in our status as attested to in this affidavit that would 

terminate our domestic partnership.  A change in status would include, but would not be limited 

to: 

 our failure to meet any of the six required criteria described in this affidavit, 

 the death or change of residence of one partner. 
Notification must be made by filing a Declaration of Termination of Domestic Partnership form. 

 We understand that termination of coverage obtained as a result of this affidavit, under 

such group life insurance plan, will be effective in accordance with the terms of the group 

insurance policy. 

 We understand that HCC Life Insurance Company cannot provide coverage for a 

domestic partner if the state in which we reside does not allow such coverage.  We 

understand that it is our obligation to determine whether our state of residence allows 

such coverage. 

 

__________________________________________________       _______________________ 

         Insured’s Signature       Date 

 

__________________________________________________       _______________________ 

         Domestic Partner’s Signature     Date 

 

__________________________________________________       _______________________ 

         Notary Public * Signature      Date 

 
*Or other person authorized to take an oath under the law of the state in which this affidavit is executed. 
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