
 

 

DECLINATION OF COVERAGE FOR FULL-TIME EMPLOYEES WITH PROOF OF MEDI-CAL, 
COVERED CALIFORNIA, MEDICARE OR TRICARE 

 
The Merced County Office of Education participates in the SISC health benefits program which requires 100% 
participation of all full-time employees. This means that full-time employees working 90% or more of their 
applicable job classification are required to enroll in a SISC medical plan option.  
 
If you are covered through Medi-cal, Covered California, Medicare or Tricare, and therefore do not wish to enroll in 
the SISC plans, you may opt out if you provide proof of enrollment in such coverage. Proof of enrollment will be 
required on an annual basis. You may only opt out during open enrollment or within 30 – 60 days of enrolling in 
one of the above listed plans.  
 
If you elect to opt out of coverage, the election is made for the entire plan year. You and your eligible dependents 
will not be allowed to enroll in a SISC plan until the next Open Enrollment Period or as a result of a qualifying 
event:  
 

 Loss of Coverage:  You may enroll yourself or your dependents provided you notify the district and 
provide supporting documentation within 60 calendar days of loss of coverage. You must submit a 
completed and signed enrollment form along with evidence of the loss of coverage.  

 New Dependent:  If you have a new dependent as the result of marriage, birth, adoption, placement for 
adoption, or placed in your home as a result of court-ordered custody or guardianship, you may enroll 
yourself and your dependents, provided you request enrollment within 30 calendar days following the 
date of this event. You must submit a completed and signed enrollment form with supporting 
documentation of the event.  

_____________________________________________________________________________________________ 
 
_____I have read and understand the above notice and wish to decline SISC coverage.  
 
_____I understand that I am declining enrollment into a SISC plan effective ____________.  
         DATE 
_____I understand that I will not be able to enroll in coverage until the district’s next Open Enrollment period 
unless I experience a mid-year qualifying event and provide supporting documentation to Merced County Office of 
Education within 30 – 60 days.  
 
_____I understand that if I do not provide proof of enrollment in other coverage, I will be enrolled in the lowest 
cost plan available to my bargaining unit.  
 
 
__________________________________     ___________________________ 
PRINT NAME        EMPLOYEE ID # 
 
 
__________________________________     ___________________________ 
SIGNATURE        DATE 
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