BENEFIT PLAN WAIVER
	Employee Name:
	

	Date:
	

	Department:
	

	Position:
	


The [name of company] benefit plan has been explained to me, and I willingly waive my enrollment rights for the following company benefits:


I further understand that I will be able to elect benefit coverage for myself and eligible dependents only if a qualifying event should occur or during the time of the company’s annual enrollment.  A qualifying event would be a loss of coverage through another qualified plan for myself and/or eligible dependents.

I have read and understand my rights for enrollment in the [name of company] benefit plan.

Signature of Employee:

Date:

