Schoolcraft College

Waiver of Medical Coverage

I ___________________________, hereby elect to receive a cash amount (distributed bi-weekly) in lieu of the available medical coverage.  Further, I understand that in order to obtain cash in consideration for medical coverage, I certify that I currently have group medical coverage provided by:


Employer

___________________________________


Carrier

___________________________________


Subscriber

___________________________________


Contract/Group
Number

___________________________________

I understand that if the medical coverage provided through the above source should terminate, I must notify my Human Resources Department, in writing, within 31 days of loss of other coverage if I intend to enroll in the Schoolcraft College medical coverage.

Employee’s signature:
______________________________________

Date:



______________________________________

8/04/2009

