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Benefits Waiver

I , understand that I am eligible to apply for health coverage
through Supplemental Health Care and have declined the following coverage:

L1 Medical
forl] OMyselflll ~ [IMy Dependents Only[l] My Spouse

0 Dental
for[l OMyselfll  [OMy Dependents Only[T] My Spouse

O
forl) OMyselflll  [IMy Dependents Only[1] [OMy Spouse

I am also declining participation in the following:
00401K Plan

O

I understand in declining any of the above benefits at this time, I acknowledge if I change my mind I will be
eligible only during open enrollment.

Employee Signature[ | [ O O O O Date
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