
Kentucky Retirement Systems   
Perimeter Park West l1260 Louisville Rd. l Frankfort KY  40601-6124 
Phone: (502) 696-8800 l Fax: (502) 696-8822 l kyret.ky.gov

Form 6256 
Revised 9/2015

Recipient Name: Recipient ID:

Address: City: State: Zip Code:

Member Information Please provide your Member ID or Social Security Number in the Member ID box below

Designation of Spouse and/or Dependent Child for Health Insurance

Phone Number: Is this a new address? Yes No

If you are beneficiary to the account please provide the member's name and Member ID below

Member Name: Member ID:

Spouse Information
Spouse 
Name:

Social Security 
Number:

Spouse  
Date of Birth:

Zip Code:State:City:Address:

Dependent Information

Address: City: State: Zip Code:

Dependent 
Date of Birth:

Social Security 
Number:

Dependent 
Name:

Relationship to Member: Natural Child Adopted Child

Yes No

NoYes

NoYes

Natural Child Adopted Child

Yes No

NoYes

NoYes

Is this dependent married or has this dependent been married previously? 

Is this dependent age 18 or older?

Is this dependent a full time student?

Dependent 
Name:

Address: City: State: Zip Code:

Dependent 
Date of Birth:

Social Security 
Number:

Relationship to Member:

Is this dependent married or has this dependent been married previously? 

Is this dependent age 18 or older?

Is this dependent a full time student?

Dependent Information

Complete this form if you are a General Assembly Retiree, Hazardous Duty Retiree, Surviving Spouse Beneficiary receiving 
General Assembly, Hazardous Duty, or duty related benefits under the Fred Capps Memorial Act and electing to cover a spouse 
and/or dependent child on health insurance. 



Relationship to Member:

Yes No

Yes No

NoYes

Adopted ChildNatural Child

Dependent 
Name:

Address: City: State: Zip Code:

Dependent 
Date of Birth:

Social Security 
Number:

Is this dependent married or has this dependent been married previously? 

Is this dependent age 18 or older?

Is this dependent a full time student?

Dependent Information

Certification

I, , do hereby certify that the person(s) designated above is the retiree's
spouse* and/or dependent child** as defined by law as, "a child in the womb and a natural or legally adopted child of the member 
who has neither attained age eighteen(18) nor married or who is an unmarried full-time student who has not attained age twenty-
two (22).  I agree that I will immediately provide written notification to Kentucky Retirement Systems as soon as the person(s) 
designated above no longer qualifies as a spouse* and/or dependent child** as defined by KRS 16.505(17).  I understand that 
Kentucky Retirement Systems shall immediately cease to pay the portion of the health insurance premium  made on behalf of the 
person designated above when that person no longer qualifies as a dependent child** as defined by KRS 16.505(17).  I 
understand and agree that I will be responsible for and shall be required to repay any insurance benefits paid on behalf of the 
person(s) designated above if the said person is not a dependent child** as defined by KRS 16.505(17) or if I fail to notify 
Kentucky Retirement Systems when dependent child marries, ceases to be a full-time student, or otherwise ceases to qualify as a 
dependent child as defined by KRS 16.505(17). 
  
*105 KAR 1:410 
**KRS 16.505(17) 
  
I hereby certify that the information provided on this Form 6256, Designation of Spouse and/or Dependent Child for Health 
Insurance, is true and correct.   I further acknowledge that I have full understanding  that any person who provides a false 
statement, report, or representation is subject to penalty or perjury under KRS 523.010 to KRS 523.110.

Signature: Date:

Dependent Information

Relationship to Member:

Yes No

Yes No

NoYes

Adopted ChildNatural Child

Dependent 
Name:

Address: City: State: Zip Code:

Dependent 
Date of Birth:

Social Security 
Number:

Is this dependent married or has this dependent been married previously? 

Is this dependent age 18 or older?

Is this dependent a full time student?
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Member Information Please provide your Member ID or Social Security Number in the Member ID box below
Designation of Spouse and/or Dependent Child for Health Insurance
Is this a new address?
If you are beneficiary to the account please provide the member's name and Member ID below
Spouse Information
Dependent Information
Relationship to Member:
Is this dependent married or has this dependent been married previously? 
Is this dependent age 18 or older?
Is this dependent a full time student?
Relationship to Member:
Is this dependent married or has this dependent been married previously? 
Is this dependent age 18 or older?
Is this dependent a full time student?
Dependent Information
Complete this form if you are a General Assembly Retiree, Hazardous Duty Retiree, Surviving Spouse Beneficiary receiving General Assembly, Hazardous Duty, or duty related benefits under the Fred Capps Memorial Act and electing to cover a spouse and/or dependent child on health insurance. 
Relationship to Member:
Is this dependent married or has this dependent been married previously? 
Is this dependent age 18 or older?
Is this dependent a full time student?
Dependent Information
Certification
, do hereby certify that the person(s) designated above is the retiree's
spouse* and/or dependent child** as defined by law as, "a child in the womb and a natural or legally adopted child of the member who has neither attained age eighteen(18) nor married or who is an unmarried full-time student who has not attained age twenty-two (22).  I agree that I will immediately provide written notification to Kentucky Retirement Systems as soon as the person(s) designated above no longer qualifies as a spouse* and/or dependent child** as defined by KRS 16.505(17).  I understand that Kentucky Retirement Systems shall immediately cease to pay the portion of the health insurance premium  made on behalf of the person designated above when that person no longer qualifies as a dependent child** as defined by KRS 16.505(17).  I understand and agree that I will be responsible for and shall be required to repay any insurance benefits paid on behalf of the person(s) designated above if the said person is not a dependent child** as defined by KRS 16.505(17) or if I fail to notify Kentucky Retirement Systems when dependent child marries, ceases to be a full-time student, or otherwise ceases to qualify as a dependent child as defined by KRS 16.505(17).
 
*105 KAR 1:410
**KRS 16.505(17)
 
I hereby certify that the information provided on this Form 6256, Designation of Spouse and/or Dependent Child for Health Insurance, is true and correct.   I further acknowledge that I have full understanding  that any person who provides a false statement, report, or representation is subject to penalty or perjury under KRS 523.010 to KRS 523.110.
Dependent Information
Relationship to Member:
Is this dependent married or has this dependent been married previously? 
Is this dependent age 18 or older?
Is this dependent a full time student?
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