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Small Group Health Benefits Waiver
GroupName: | 1 | [ | 1 | | 1 | [ 1 1 | | |
GroupNumber: || [ | | | |
EmployeeName: [ | | | | [ | | ¢ ¢ © ¢ ¢+ ¢+ ¢ ¢ 0 v 0 0 0 1 1 111
Last First Middle Initial

Date of Employment:

Date of Birth:

| was given the opportunity to enroll in this group health benefits plan offered by my employer and insured by
Empire HealthChoice HMO, Inc, and/or Empire HealthChoice Assurance, Inc.

| refuse coverage as | currently have other group coverage sponsored by my spouse’s employer.

Please provide:

Name of Carrier:

Policy Number:

Signature of Employee Date

Benefits Administrator Signature Date

Services provided by Empire HealthChoice HMO, Inc. and/or Empire HealthChoice Assurance, Inc., licensees of the Blue Cross and Blue Shield Association, an association
of independent Blue Cross and Blue Shield Plans. 4229X 7/06



