
Proof of Qualified Health Coverage 

Michigan Public Acts 21 and 22 of 2019 

The following individuals are currently covered under our self-funded, 

employer-sponsored health plan: 

Name 
Relationship 

 (employee, spouse, dependent) 
Date of Birth 

Our health plan is a Qualified Health Plan because: 

 It does not exclude coverage for motor vehicle accidents, and

 It has an annual deductible of $6,000 or less per covered individual.

For questions regarding our health plan, please contact _____________________ 

at __________________________. 

Sincerely, 
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