Small Employer Health Benefits 2022

Waiver of Coverage / Accept Coverage
Policy ID Number:
Employee Name (Last, First, MI)
Employee’s Last 4 of Social Security # __________________________
Policy Type:	
· Employee	
· Employee with Spouse
· Employee and Dependent(s)	
· Employee and Family
	
Employee’s Date of Birth: ____________________________
Premium deduction Bi-Week: ___________________ (this is the amount that will be deducted from your paycheck each pay period).
I was given the opportunity to enroll in this plan of group health benefits and membership offered by my employer. I agree to the follow:
· Health and Accident coverage
· Dental
· Vision
· I refuse all benefits being offered to me. INITIAL HERE: ______________
· Reason for refusing benefits: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Employee Signature
Date:



