
Waiver (To decline ALL coverage skip to section 8.)

Section 1: Employee information



Member vision coverage - select one:

Member dental coverage - select one:

Member medical coverage - select one:



Section 4: Coverage information - All fields required. Attach a separate sheet if necessary.





Date (MMDDYYYY)Employee signature

Section 7: Signatu you are coverage. Please re tion for errors or om ons.



Date (MMDDYYYY)Social Security no.Printed nameSignature of applicant

Section 8: Waiver/Declining coverage

Sign here only if you are declining coverage.




