LEAVE OF ABSENCE

Agreement/Waiver of Employee Payment of Benefits Premiums

	Employee:     
	Employee #:     
	Location #:     


According to our records, you are currently enrolled in the following benefits. Your current deduction for each benefit, and any loan payments are also noted:

	Health
(per pay period)
	Optional Life

(per pay period)
	Dependent Life

(per pay period)
	401(k) Loan

(per pay period)
	Other

(per pay period)

	$
	$
	$
	$
	$


You will be notified of any rate changes that may occur during your leave

	Select

One
	

	
	Please continue my current health and/or life coverages (and loan payments, if applicable) as outlined above. Continue by selecting one of the following premium payment options.

	
	
	Please deduct the premiums for short term disability. Should I become ineligible for short term disability, I understand that I will be responsible for making monthly premiums, as outlined below.

	
	
	I would like to make the payments through payroll deduction before beginning my leave. Please withhold an additional $      each week beginning      , until the balance of $      has been paid.

· I understand that, should my leave extend beyond the time limit covered by these deductions, I will be responsible for making the payments in monthly increments, as outlined below.

	
	
	I would like to make full payment of $      before beginning my leave.

· I understand that should my leave extend beyond the time limit covered by these deductions, I will be responsible for making the premium payments, as outlined below

	
	
	I would like to make monthly payment sin 4 week increments of $      . My full payment is due on     .

· I understand that failure to make the additional payments will result in the termination of my coverage(s).

	
	I do not want to continue my deductions as outlined above.

	
	I understand that because of this election my coverage under the noted plans, will cease as of,      
· Should I qualify for coverage, I may enroll in the health coverage at annual enrollment or upon the occurrence of a special enrollment event.
· I may apply for optional life coverage and/or dependent life coverage. I and/or my dependents will be required to show proof of insurability. If approved, coverage will be effective on the date of approval.
· My outstanding loan balance(s) will be considered to be in default as outlined in the promissory note signed by me at the time my loan was made.


Failure to make the required premium payments will result in the termination of my benefits.

· Should I qualify for coverage, I may enroll in the health coverage at annual enrollment, upon the occurrence of a special enrollment event, or upon return from leave of absence.

· I may apply for optional life coverage and/or dependent life coverage. I and/or my dependents may be required to show proof of insurability. If approved, coverage will be effective on the date of approval.

· Any outstanding loan balance will be considered in default as outlined by the promissory note signed at the time my loan was made

I understand that if I terminate my employment with      , either while on leave, or after return to active employment, or if the company terminates my employment for any reason:

· I will be notified of the status of my benefits and options available by the Corporate Benefits Department.
	Signed:
	Date:


Insert Logo Here








