Primary Tribal Member’s Name

Social Security Number

OSA Declination of Health Coverage

I hereby certify that my eligible dependents (Spouse, and or Tribal Children) and I have been given the opportunity to participate in the group health plan provided by Nasomah Health Group.

After thorough consideration, I have decided not to enroll myself and/or my dependents, as indicated below, in the coverage. (Please check all that apply.)

I decline to enroll                 myself                  my Spouse               my Eligible Child(ren)
I understand that I must participate in the plan in order for my dependents to participate in the plan.  I waive all claims to benefits payable for the declined coverages under the plan.

Please check the reason for refusal of medical coverage and fill in the blanks below:


Tribal Member Coverage
Dependent Coverage

	 I am covered by another employer health benefit plan (for example, coverage provided through a spouse’s plan sponsor/employer).


	
	 They are covered by another employer health benefit plan (for example, coverage provided through a spouse’s plan sponsor/employer).



	 I have individual coverage.


	
	 They have individual coverage.



	 Other reason (explain):




	
	 Other reason (explain):







	Name and group number of other medical plan:


	
	Name and group number of other medical plan:



	Type of coverage (HMO, PPO, etc.):


	
	Type of coverage (HMO, PPO, etc.):




I understand that special provisions apply if my eligible dependents or I wish to participate in this plan at some future date (e.g. I and/or my dependents enroll for coverage only during the annual open enrollment set by my plan sponsor).  However, these provisions will not apply to health coverage provided that I/we apply within 31 days of the termination of coverage under another employer’s health plan.

I declare that all the above information is correct to the best of my knowledge and belief, and that no material information has been withheld or omitted.

Signature

Date

