L & M Underground, Inc.
Employee Group Health Waiver

EMPLOYEE/DEPENDENT WAIVER OF COVERAGE

Complete this section ONLY if you are not enrolling yourself or your spouse/partner or dependents. Waiver must be completed for all of your dependents to be
eligible for enrollment on this plan in the event of changing circumstances. | understand that | am eligible to apply for group health coverage through my employer
| do NOT want, and hereby waive, group health coverage for:

_ Birth Date
Mame (Last, First, MI) [Mo/Day/Year]

Employee

Spouse/Partner

Dependent 1

Dependent 2

Dependent 3

| am walving group health coverage for myself and/or the dependents listed above because (check all that apply, copy of ID card may be required):

Il I am covered under my spouse/partner’s group policy.

D My spouse/partner is covered under another plan (including this plan, if spouse/partner is also an employee).
|:| My dependents are covered under another plan.

Il | wish to continue other coverage obtained through an Individual Plan or Medicare

Il Other (Please explain):

WAIVER: | certify that | have been given the opportunity to apply for group health coverage and decline to enroll as indicated above, on behalf of myself, my
spouse/partner and my dependent child{ren). | understand that by signing this waiver, |, my spouse/partner, and my dependent child(ren) forfeit the right
to coverage. | was not pressured, forced or unfairly induced by my employer, the agent or the carrier(s) into waiving or declining the group health coverage.
If in the future | apply for coverage, |, my spouse/partner, or any of my dependent child{ren) may be treated as a late enrollee and subject to postponement
of coverage for up to 12 manths.

| understand that if | am declining enrollment for myself, my spouse/partner, or my dependent child(ren) because of other health coverage, | may, in the
future, be able to enroll myself, my spouse/partner, or my dependent child{ren) in this plan, as required by law, provided that | request enrollment within
30 days after my other health coverage ends or a qualifying event occurs. If | do not request enroliment within 30 days of the above events, | understand that
| may not be able to enroll for coverage until my company’s Open Enroliment period. | understand that| can obtain information related to my enrollment
eligibility from my employer or small group health carrier.

Signature of Employee: Date Signed:




