
IMPORTANT!
Complete dris page onlv if you DO ltlOT WAIIT MEDICAL OR DE!|IAL GOVERAGE for yourself and/or your ellgible
dependents. lf offered by your employer, lhe life GDverage beneflt cannot be waived and you are required lo
complete an Enrollment Applicafion. Chiropractic coverage cannot be waived when enrolling for medical coverage.

Employer Phone Number

Fmployee Last Nam€

Employee Firsi Name

Employee Sochl Security Number

Group Number

I have been ofiered coverage by my employer, but at this time I wish to DECLINE coverage as follows:

Medical for: O Myself and dependents B Spouse/Domestic Partner Cl Child(ren)

Dental for: O Myself and dependents O Spouse/Domestic Parhrer B Child(ren)

Required only il emplovee waiving coveragHrot required il waiving coverage for dependents only

Reason waiving Medical:
O Other group coverage Carrier Name:

[] Medicarc

Q Medi-cal

Group #

B lndividual Policy

Q Other Heason: (explanation required)

Reason waiving Dental:
o Other group coverage Carrier Name:

O Medicare

O Medi-cal

Group #

O lndividualPolicy

O Other Reason: (explanalion required)

! | undentand that by failing to eleci coverage now, CalilorniaCiojce8BenefitAdministrators can impose up to a 12 month period ol exclusion
should I request coverage al a later date.

fl t atso understand that if my employer is offering lile coverage, t CANNOf WAIVE LIFE COVERAGE.

This waiver provision will not apfly if: 1) eontrl orderc couerage of a spou* or child and the reguest for enrallment occuts wtfiin 3A days ol the
courl order; ar 2) Enplsy* meeb IIL of flre follawing: A) lt€s corcred under another employer-sponsored heatth ptan at the time af initial eligibilily;
B) Lost coverage as a result ol termination of emp@ment,drange in employm*l status, involuntary termination ol otier plan's covefiage, oessafion
of ernployer's conhibution, or death or divoree of qpouse; C) Reguesfs enrollment withia 30 days of loss of caverage,

Employee SIGN HERE TO WAIVE COVEiAGE:
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