WAIVER OF GROUP HEALTH PLAN COVERAGE

(For the [insert year] Plan Year)
Employee Name: 




 

Last Four Digits of Social Security #: 



I understand that I am eligible for the benefits provided under the Company’s Medical Plan (the “Plan”).  I, however, wish to decline coverage and waive all claims to medical and prescription benefits under the Plan for the Plan Year referenced above.

I understand that I will not be able to choose to enroll for the benefits under the Plan until the next open enrollment period or until a change of status event occurs (as explained in the Company’s Cafeteria Plan).

WITNESS




EMPLOYEE SIGNATURE

DATE: 
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© Proprietary information to be used in conjunction with Cafeteria Plan Description prepared for MBPA/MFBA members only.  586-393-8800 • www.michbusiness.org.
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