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WAIVER OF GROUP COVERAGE

Company Name________________________________________________________________

Employee Name________________________________Date of Birth_____________________

I waive health coverage for myself (and dependents, if any)

REASON FOR DECLINING COVERAGE (check one)

_____________Covered through spouse’s employer




Employer Name_____________________________________________




Insurance Carrier____________________________________________

_____________I am covered under another Group, Prepaid, Government or State medical plan

_____________Other

As a result, I waive all claims to benefits payable thereunder for myself and/or my dependents.  I understand that in order for me and/or my dependents to be covered under this plan in the future, full evidence of insurability must be furnished, and some favorable provisions of the coverage applicable now may not apply at that time.

X________________________________________________Date________________________


(signature of employee)
