Waiver of Group Medical Coverage
Employee #           





Dept. 

Employee Name:

Address:

Please list data for self and eligible dependents (spouse/minor children):

	Full Name
	Social Security No.

(Voluntary)
	Date of Birth
	Coverage Waived

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please initial the following sections if they apply:

__I understand that I am waiving coverage for myself and/or my eligible dependents as I/we are currently covered under any other qualifying health benefit plan.  I further understand by waiving coverage at this time said plan may impose (should I/we later decide to apply for coverage under this plan) an exclusion from coverage for a period of time specified by the plan or until the next open enrollment period or family status change.  I also understand that late enrollment in this plan may allow for an additional exclusion for any pre-existing condition, if this provision is included in the plan.

__I understand that should I lose my current coverage under any other health benefit plan as a result of:

· Termination of employment of the person through whom I/we have coverage;

· Termination of the plan of coverage;

· Cessation of the employer's contribution towards an employee or dependent coverage;

· Divorce;

· As a covered employee, a court has ordered that coverage be provided for a spouse or minor child;

__I will have 31 days to enroll in this plan of coverage.  Failure to enroll within 31 days of loss of my existing coverage will again permit this plan to impose the exclusion(s) cited above.

__I do not wish to request coverage under the group plan(s) for reasons not mentioned above

__I am canceling coverage.

Employee’s Signature:

Date:

Employer’s Signature:

Date:

Printed Name:
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