
Waiver of Medical Coverage  
Group Plans 

For Reliant MR to fill out (from insurance card): 

  Insurance Provider:__________________________________ 

  Name of Employer:__________________________________ 

  Name of Parent/Spouse:______________________________ 

  Expiration date of insurance:___________________________ 

Qualifying Reason 

____ Parent’s employer (W1) 

____ Spouse’s employer (W2) 

____ 9-12 month Intern (W3) 

____ Medicare (W4) 

____ Military or Veteran (W5) 

____ Reliant Spouse (W6) 
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