

FORM FOR DECLINING HEALTH CARE COVERAGE

I, (print name)  _______________________________, knowing that I am entitled to health care coverage through PMSI. As part of my employee benefit package, decline such coverage.  I currently have health care coverage through (print name of health care organization)  __________________________.  A copy of proof of coverage is attached to this form.
I understand by declining coverage through PMSI I will receive additional compensation of $25 a month (paid quarterly).

___________________________________

__________________________________

Signature





Date

