The Guardiamr  Norheast Regional Office
&PHS g?ealtl_zcare P.0. Box 26050
{utions”  Lehigh Valley, PA 18002-6050

SMALL EMPLOYER HEALTH BENEFITS WAIVER OF COVERAGE

Group Policy No.
Policyholder Name:
Employee Name: Sacial Security #

Last First Mid
Maria Staws:  (Jsingle  (OMamied  (Jwidowed:  (Joworced
Date of Employment: ‘ Date of Bx:.rtn:

| was given the opportunity to enroll in this plan of group health benefits offered by my employer and
insured by The Guardian or Physicians Health Services of New Jersey, Inc. | refuse the following:

-

O Empioyee, Spouse, and Child(ren) coverage -

D Spouse coverage
O Child(ren) coverage
Reason for refusal (Piease check all appropriate baxes.)

O other group coverage sponsared by my employer

D other group coverage sponsored by my spouse's employer
D other group coverage sponsored by another organization
O ‘other reasons (please explain)

Please provide name of carrier and policy number:

| understand that if | later wish to enroll for any of the coverage(s) refused, | will be required to submit an
Enrollment Form and coverage may be subject to a preexisting conditions exclusion.

Signature of Employee Date

Signature of Witness Date

Sampp. 10-12:64 21.208.13
NJWAIVER 498



