Monroe Township Board of Education
Health Benefits Opt-out Waiver
2024-2025


Employee Name: 							 

I have the option to enroll in the group health benefit plans offered by my employer, Monroe Township Board of Education.
 
I refuse the following (choose one):
_____ Single coverage
_____ Family coverage

Reason for Refusal (Please check all appropriate boxes.)
_____ Other Group Health Plan sponsored by my spouse’s or parent’s employer
_____ Other group coverage sponsored by another organization
_____ Covered under Medicare
_____ Other reasons (please explain on the back of this form) 
NAME OF POLICY HOLDER:										
RELATIONSHIP TO EMPLOYEE:									
NAME OF INSURANCE COMPANY:									
POLICY OR GROUP NUMBER:									
ADDRESS OF INSURANCE COMPANY:								 
I agree that the information I provide is true and accurate and I hereby elect to waive all health insurance coverage plans offered by the Monroe Township Board of Education for myself and my dependents, if applicable.


													
Signature									Date

Please provide a copy of your existing insurance card along with a copy of your marriage certificate if applicable.

If you are declining enrollment for yourself or your dependents (including your spouse) because of other Group Health Plan coverage, you may in the future enroll yourself and your dependents with Monroe Township Board of Education’s plans at any time with a qualifying life event or during open enrollment.

