Broward County Public Schools

Benefits Dependent Verification Form

Completing this Verification Form and presenting the required document(s) does not complete the enrollment process for your dependent(s).

Domestic Partner
Please add your dependent(s) in the "Dependent and Beneficiary" section in Cloud Must provide one (1) item
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Please select the related dependent code: SP-Spouse, BC-Birth Child, SC-Stepchild, AC-Adopted Child, FC-Foster Child, DP-Domestic Partner, DPC-Domestic Partner Child, LGC-Legal Guardian

Child/Grandchild, GC-Grandchild (newborn child of an unmarried dependent child).

My signature below indicates I understand that providing my dependent verification documents does not enroll my dependent(s) into a plan. I must utilize Cloud Benefits,
where applicable, to enroll my dependent(s) into my health, dental and/or vision coverage prior to the close of the Open Enrollment period.
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Employee Signature
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My signature below indicates I understand that providing my dependent verification documents does not enroll my dependent(s) into a plan.  I must utilize Cloud Benefits,
where applicable, to enroll my dependent(s) into my health, dental and/or vision coverage prior to the close of the Open Enrollment period. 
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Benefits Staff Signature
Verification Date by Staff                     
Completing this Verification Form and presenting the required document(s) does not complete the enrollment process for your dependent(s).
Please select the related dependent code: SP-Spouse, BC-Birth Child, SC-Stepchild, AC-Adopted Child, FC-Foster Child, DP-Domestic Partner, DPC-Domestic Partner Child, LGC-Legal Guardian
Child/Grandchild, GC-Grandchild (newborn child of an unmarried dependent child).
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