
Aedford 
SCHOOL DISTRICT 

Insurance Waiver Option 2026-2027

Medford School District 
Human Resources 

ph 541-842-1019 
fax 541-842-1089 

I, ______________ , elect to withdraw from participation 

in the Medford School District's medical, dental and vision program through 

OEBB and will provide the district with proof of full insurance coverage from 

another source, including coverage through another Medford School District 

Employee.

In lieu of insurance coverage, I will receive a District contribution of $400 per 

month. To be eligible for the Opt Out stipend, coverage must meet the 

requirements outlined in OAR 111-040-0050.

Medical coverage must be another employer sponsored group medical 

benefit plan, Medicare, Tricare, Veterans’ Administration Health Benefit 

Program or Indian Health Services in order to qualify. 

The District contribution will be prorated for less than full time

employees.

Signature Date 


