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KITSAP COUNTY


   WAIVER TO DECLINE MEDICAL COVERAGE



	Employee Name

     
	Soc. Sec. # or Employee #
     

	 FORMCHECKBOX 
 I elect to waive Medical Coverage
	Effective Date:      

	Other Plan Coverage:      
Copy of Certificate of Creditable Coverage or Current Medical Card must be attached.

	Important Medical Waiver Information

I have been informed of the medical plans available to me under Kitsap County’s group plans, but I am electing to waive coverage. I understand that I may only decline coverage with proof of other medical group coverage (Copy of a Certificate of Creditable Coverage or copy of current medical card). Employer, association sponsored medical coverage, or government sponsored coverage (i.e. Medicaid, Medicare, TRICARE, Washington State Basic Health) is considered group coverage. Employees are not eligible to waive coverage if enrolled in an individual plan.  

Since you are declining enrollment for yourself and your dependents because of other medical group coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage. However, you must request enrollment within 30 days after you or your dependents’ other coverage ends.  In addition, if you have a new dependent as a result of a family status change, such as a marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents.  However, you must request enrollment within 30 days of the marriage, or within 60 days of the birth, adoption, or placement for adoption.         

	Medical Waiver Agreement
I have read the above information and understand that I and/or any of my dependents will be unable to obtain coverage under this group’s plans until the next open enrollment period, unless I and/or my dependents qualify for enrollment under the aforementioned special enrollment rules. I also certify the above information I have provided is true.
____________________________________
____________________

Employee Signature



Date








For Personnel Office Use Only 





Full-time Employee  


Part-time Employee - _____% 





JDE entered on: ________ by _________				 
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