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Waiver of Medical Coverage Form

Effective Date

Employee’s Name

Social security Number

Date of Hire

I waive medical coverage for 

( ) myself

( ) myself and my eligible dependents

( ) my eligible dependents only

Under the employer’s plan because:

( ) I’m currently covered under another health plan; or

( ) I and my eligible dependents are currently covered under another health plan; or

( ) my eligible dependents are currently covered under another health plan; or

( ) I have decided to postpone electing coverage under the plan until there is a chance in my family status.  

( ) The dependents are coming back to India; or

( ) I have decided not to participate in the plan.  

I understand that to qualify as a special enrollee, I must notify the Plan administrator within 31 days of:

· Termination of my/our current coverage as a result of exhausting of the maximum period of COBRA coverage due to legal separation, divorce, death or termination of employment  or reduction in the number of hours of employment; or

· A, change in my family status as a result of marriage, birth, adoption or placement for adoption of a child.

________________________                             ______________________          
(Employee’s signature)                                          (Date)
________________________________________________________________________

Information on current coverage (if applicable)

Name of the carrier: __________________   Policy Number: ______________________

Address: ________________________________________________________________

Phone Number: ______________________________
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