BEMEFITS WAIVER FORM » COOK COUNTY EMPLOYEE HEALTH CARE PROGEAM
ErirLoves BENERTs OFFICE » Boosd 1072 « Cousmy Bunnome » 118 M, CLiRK STREET » CHICac, [L G060
FLEE0G3ES (PHOMER » 3] L&05- 5005 {Fax)

INSTRLICTICMS: Please complete and sign this lorm s approprime, Keep the pink copy for yoursell; retarm all ather copies ta your Timekeeper.
Fritn elearly, nsing a ball-poing pen and pressing fisnly, 4 this fomm contging theee copies,

EMFLOYEE INFORMATHN

Sonal Securiny # Last Mane First Mame Ml
Address Ap & Clryame FIF Code
Home Flione Work Phone Erpleges 1D & Depe, #
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Walvis ELLCTioN

Yo have the option of waiving - or "opring out® of = sooe or gl of your County beneliss. To do so, cheek the boaes) that describes your selectionis),

Remember: You may opt ot of your oam medscal benefiss, but sill enroll your spouse, panner andior dependents for denal and wsion coverage,

|:| [ waive all DEMTAL benelits for mysell il here and for my dependents dnifial here:

|:| [ wakve all VISION benefits for mysell oiticd here atul for my dependents  initial here: __

|:| [ wakve all MEDICAL benefits for mysell  niticd herer atul for my dependents  initial here: __
becanse (check onel:

|:| My spowssfpariner is a Cook County employes and covers me @ a dependent on hidher medical plan.
My spowseRipartners Social Seourily number is: .

|:| | hawe inswrance rom another source, and have atched prood of coverige (g, a copy of the (D cand).
I B of iy MECICAL benefics, [am eligible Tor a payment of 2200, 1w be {checl onel

D Faiel v e it one Tumpesum check {dependent opon the number of pay periods worked), OR
|:| Cepasited into a Health Care Flexible Spending Account,

DiEpENDENT EMROLLMENT
I want o waive my MECICAL benefis, but want 1o keep:

D CEMTAL benefits For mysell initicil here: and Tor my deperulencs inifiol here:
|:| WIS bl o mwnl[ inidicil hére: and Tor mny 4!:_-|-u:n|.||.-:|n=: initical here:

urelerstand that my spowse pannerddepencents will be enrolled 0 the SAME derial andfor vision plam thar 'ny enmollec in. My dependents are a5 Lolloas,
O o med] selclinkonal space, pledse vse asecced Waiver Form.)
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AUTHORIFATION
Empliee Signature & Date Signed
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