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DEPENDENT CERTIFICATION FORM
Please complete Sections A and B, C or D of this form as applicable to ensure that accurate benefit eligibility is determined for your dependent.

Please send to: Human Resources
Muhlenberg College

UC-DEP

__ __ __ __ __ __ __ __ __

(To be completed by Employee)

(To be completed by Employee)

(To be completed by Physician)

(To be completed by Employee)

Email AddressPhone Number

fax(484)664-3190
megganmusselman@muhlenberg.edu
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