
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 group plan (W1)    ____ Medicare (W4) 

____ Spouse’s employer group plan(W2)    ____ Military or Veteran (W5) 

____ 9-12 month Intern (W3)                                   ____ Reliant Spouse (W6) 

Rev 10/27/2016 

Effective date for waiver of coverage:  _____/______/______ (Coverage will terminate on the date this form is received if a future 

date is not indicated.) 

**The Affordable Care Act requires a paid-through date if medical coverage will be terminated. This may affect the actual date the 

employee’s medical coverage is terminated.  Provide the last day for which the employee contributed towards medical costs if 

applicable ______/______/______. 


