Group Medical Insurance Waiver

Carrollton CUSD #1

I acknowledge that | have been given the opportunity to apply for group coverage available to me and my
dependents through my employer.

| understand and agree:

If | am declining coverage for myself, my spouse/domestic partner, or my dependent child(ren)
because of other coverage, | may in the future be able to enroll myself, my spouse/domestic partner, or my
dependent child(ren) provided that | request enrollment within 31 days after the other coverage ends.

If I have a new spouse/domestic partner or child as a result of marriage, birth, adoption, or
placement for adoption, | may be able to enroll myself and my new spouse/domestic partner or child
provided that | request enrollment within 31 days after the marriage, birth, adoption, or placement of
adoption.

If I decide to request coverage in the future, for a reason other than the termination of other
coverage or the addition of a new spouse/domestic partner or child. | may be considered a late enrollee, if
applicable, or | may have to wait until the plan’s next open enroliment period. | also understand that as a
late enrollee, coverage for preexisting conditions may be excluded for up to a period of 18 months. This
period may be offset by the time I, my spouse/domestic partner, or my dependent child(ren) was covered
under a qualified health plan.

| certify that | was not pressured, forced, or unfairly induced by my employer, the agent, or the insurer(s)
into waiving or declining the group coverage.

| certify that | understand Carrollton CUSD #1 group medical plan meets all minimum standards of the
Affordable Care Act. By waiving coverage | acknowledge that | may not be eligible for a subsidy on any
exchange.

| DO NOT WANT, AND HERBY WAIVE MEDICAL COVERAGE.
PRINT NAME

SIGNATURE: DATE:

42



