Intermountain District Church of the Nazarene

REQUEST TO ENROLL OR WAIVE GROUP INSURANCE COVERAGE
All full-time employees (those compensated for 30 or more hours per week) must complete this form.

Employee’s Name 




__
______  Church 



______
TO ENROLL:  I have been introduced to the District’s group insurance plans and request enrollment as checked below: 

   Type of Insurance - Medical/Life Only


Coverage for -  Employee Only
Medical/Life and Dental



 Employee & Spouse
                                      Dental Only                                                               Employee &   __  _   Child(ren)  
                                                                                                                         Family         
PROVISION FOR ENROLLEES

When you have a newly acquired dependent(s) [i.e., marriage, birth, adoption, or placement for adoption], it is considered a “Qualifying Event” and you may enroll said dependent(s) IF you request enrollment within 60 days following the Qualifying Event.
TO WAIVE:  I have been introduced to the District’s group insurance and at the present time decline enrollment for myself and any eligible dependents in the following plans (check all that apply):


Medical/Life Only


Medical/Life and Dental

Dental Only

SPECIAL ENROLLMENT RIGHTS

Medical – I understand that by not applying for medical/life coverage, I waive the right to such coverage for myself and any eligible dependent(s) at the present time.  IF I want to join the District’s health plan at a later date, I would do so as a “Late Enrollee” and coverage would not become effective until the next anniversary date of the plan, at which time IF I and my dependent(s) have been without medical coverage for more than 63 days, pre-existing conditions will not be eligible for coverage for the first 12 months.
I also understand that the provisions of a “Late Enrollee” would apply IF I currently have an individual health plan and at a later date voluntarily leave this individual plan to enroll in the District’s Plan.  

Furthermore, I understand that if I have other health insurance coverage and lose it involuntarily, I may request enrollment for myself and my dependent(s) in the District’s plan IF I do so within sixty (60) days of termination of prior coverage.

Dental – I understand that I and my eligible dependents may choose at a later date to enroll in the District’s dental plan on the first day of any month following submission of an application, which will result in a 24-month waiting period for major services (Class 3) due to waiving the plan at this time.

Employee’s Signature 







     Date 





Employer’s Signature 







     Date 








                (Intermountain District Superintendent)

This form must be completed within 15 days from the date full-time employment commences.

Please return this form and completed application(s) & first month’s premium to:
Intermountain District Office - 807 S. Canyon St. – Nampa, ID 83686
