Form for Employee to Decline Coverage


[This form is optional and is used only when the employer has a plan that requires an employee who declines coverage to provide a written statement as to whether coverage is declined because other coverage is in place.]

RSI Client 

123 Main Street

Mount Laurel, NJ 08054

(856) 555-1234

I received and read a copy of the “Notice of HIPAA Special Enrollment Rights and Preexisting Condition Exclusions” (the Notice) at or before the time I was initially offered enrollment in RSI Client Group Health Plan (the Plan). I am aware of the warning in the Notice that I will lose some special enrollment rights for myself and my dependents if I decline coverage because I or my dependents have other coverage, unless I give the Plan this written statement that the reason I am declining coverage is because I or my dependents have other coverage.

By signing this form, I decline coverage under the RSI Client Group Health Plan for the people listed below. My reason for declining coverage for these people is that they have other coverage under another group health plan or health insurance. I have named the other coverage that is in effect for each person listed, along with the member number or subscriber number for each person.

(List all the people whom you could cover under the Plan but are not covering because they have other coverage, including you and your spouse. Use additional paper if necessary.)

Name:

Other Coverage and Member/Subscriber No.: _________________

Name:


Other Coverage and Member/Subscriber No.: _________________

Name:


Other Coverage and Member/Subscriber No.: _________________

Name:


Other Coverage and Member/Subscriber No.: _________________

Employee Signature:


Employee Printed Name:     ___________________________________

Date Signed:

