
BEDFORD CENTRAL SCHOOL DISTRICT 
Payroll & Benefits Department 
632 South Bedford Rd • Bedford, NY 10506 
914-241-6172 • benefits@bcsdny.org

Benefits Waiver Form 
Please submit this form to the Payroll & Benefits Office or email to benefits@bcsdny.org. 

By signing this form, I hereby waive enrollment in the Bedford Central School District’s health 
insurance plan for the following benefits: 

Benefit: Confirm Waiver: 

Medical (NYSHIP) 

Dental 

Vision 

Life 

I understand that making changes at a later date will require a qualifying life event or 
open enrollment period. 

I certify that a digital and/or photographic copy of this form is valid as the original. 

Employee Name: 

Employee Signature: 

Date: 
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