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Health	
  Insurance	
  Waiver	
  

	
  

	
  

Name:	
  ________________________________________________________________________	
  	
  	
  	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  (Please	
  Print)	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  
	
  
	
  
	
  
This	
  is	
  to	
  notify	
  Penn-­‐Trafford	
  School	
  District	
  that	
  I	
  wish	
  to	
  cancel/opt-­‐out	
  of	
  the	
  
Health	
  Insurance	
  package	
  offered	
  to	
  me	
  by	
  the	
  district.	
  	
  This	
  includes	
  Blue	
  
Cross/Blue	
  Shield	
  PPO	
  coverage,	
  Dental	
  and	
  Vision	
  Insurances.	
  
	
  
If	
  you	
  choose	
  to	
  opt	
  out	
  of	
  the	
  district	
  benefits	
  you	
  must	
  provide	
  proof	
  of	
  health	
  
care	
  coverage.	
  
	
  
I	
  understand	
  that	
  by	
  doing	
  this	
  I	
  cannot	
  enroll	
  until	
  the	
  open	
  enrollment	
  period	
  
(May)	
  for	
  the	
  coverage	
  period	
  beginning	
  July	
  of	
  each	
  year.	
  
	
  
You	
  may	
  qualify	
  to	
  re-­‐enroll	
  in	
  the	
  benefits	
  plan	
  should	
  a	
  life	
  changing	
  event	
  occur	
  
such	
  as	
  marriage,	
  birth	
  of	
  a	
  child,	
  spousal	
  plan	
  lose	
  of	
  benefits,	
  etc.	
  
	
  
	
  
	
  
	
  
__________________________________________	
  	
   	
   ________________________	
  
Employee	
  Signature	
   	
   	
   	
   	
   	
   	
   Date	
  
	
  
	
  
cc:	
   Personnel	
  File	
  
	
   Payroll	
  Department/Benefit	
  File	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  


