Long Island Cares Inc.



Dental Insurance Waiver
Employee Name                     



SS#





I was given the opportunity to enroll in Healthplex Group Dental Insurance offered by my employer and I am refusing dental coverage due to:
If yes, please indicate:

Policyholder’s Name ________________________Carrier Name___________________
Unless a qualifying event occurs, I understand, I must wait until the next open enrollment period.

Signature of Employee



Date

Signature of Witness




Date
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