GROUP INSURANCE WAIVER FORM
All eligible employees and dependents are required to submit a signed enrollment form or waiver form when first eligible.

Employee _________________________________Employer ___________________________

Home Address _________________________________________________________________

Phone No. ___________________Eligibility Date _____________________________

I have been given the opportunity to enroll myself and my dependents (if any) for all coverages for which I am eligible under the Medical Group Plan provided through my employer.  The benefits of the plan have been thoroughly explained to me, and I waive coverage as indicated below:

I HEREBY WAIVE COVERAGE FOR:

THIS WAIVER APPLIES TO:

___  Myself and all dependents

    ___ All coverages


___  All dependents



    ___ Medical coverage


___  My spouse



    ___ Dental coverage


___  My child(ren) only


    ___ Voluntary  life & disability

Please state Reason for Waiving Coverage:___________________________________________  _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If I have waived coverage for myself and/or my dependents (including my spouse) because of other health insurance coverage, I may in the future be able to enroll myself and/or my dependents in the policy, provided that I request enrollment within 31 days after my other coverage ends because of involuntary loss of other coverage (divorce, death, legal separation, termination of employment, reduction in number of hours of employment).  In addition, if I have a new dependent as a result of marriage, birth, adoption, or placement for adoption, I may be able to enroll my dependents, provided that I request enrollment within 31 days after the date of the event.

I further understand that with respect to Medical Coverage, if I or my eligible dependents are considered late enrollees (do not apply when coverage is first made available) and want to enroll in the future, our coverage may be postponed and/or subjected to a preexisting condition exclusion for up to 18 months.  This preexisting condition exclusion does not apply to maternity.  For further information on the late addition policy, please contact our agent at Glass Financial Group, 602-952-1202.

_________________________________________________________________________

Employee Signature




Date

