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Refusal of Coverage form

Complete this form if you, your spouse, domestic partner, or child dependent(s) are refusing this group health, dental, vision, and/or life 
insurance coverage offered through the employer. (The employer must retain a copy of this form to provide to Blue Shield upon request.) 
Please type or print. Use black ink. *Note: The employee’s Social Security number is required for all eligible employees.

Employee name Social Security number Date of birth

Employer (Group) name
Hire date

State of residence

Marital status  �Married     c Yes  c No     
Domestic partnership   c Yes  c No

Job title

Is the employee a full-time employee, working at least 30 hours per week for this employer?    c Yes  c No   Or  
Is the employee a part-time employee, working at least 20 hours per week for this employer?    c Yes  c No    

Declining coverage for:

I decline health plan coverage for:

c  Myself and all dependents.
c  My spouse/domestic partner only
c  My children only
c  My spouse/domestic partner and children only
c  �The following dependents only: 

________________________________________

If dental plan offered, I decline dental plan 
coverage for:

c  Myself and all dependents.
c  My spouse/domestic partner 
c  My children 
c  My spouse/domestic partner and children
c  The following dependents only: 
________________________________________

If vision plan offered, I decline vision plan 
coverage for:

c  Myself and all dependents
c  My spouse/domestic partner
c  My children
c  My spouse/domestic partner and children
c  The following dependents only: 
________________________________________

If life insurance plan offered, I decline life plan  
coverage for:

c  Myself

Reason employee is declining health coverage

OTHER EMPLOYER HEALTH COVERAGE
c  Enrolling as a dependent or an employee on this group health plan
c  Covered by this employer’s other health plan (through another carrier)
c  �Covered by another employer’s health plan, including COBRA or Cal-COBRA 

coverage, through your spouse/domestic partner, parent, or previous employer 

OTHER NON-EMPLOYER HEALTH COVERAGE
c  Covered by an individual/family health plan 
c  �Covered by Government program, including Medicare, Medi-Cal, Healthy 

Families Program, TRICARE, Indian Health Service, Tribal and Urban Indian Health 
Program, and Veterans Health Administration (VA)

c  OTHER REASONS

Reason employee is declining dental coverage

OTHER DENTAL COVERAGE
c  Enrolling as a dependent or an employee on this group dental plan
c  �Covered by another employer’s dental plan, including COBRA or Cal-COBRA 

dental coverage, through your spouse/domestic partner, parent, or previous 
employer

c  Covered by an individual/family dental plan

c  OTHER REASONS

Reason employee is declining vision coverage

OTHER VISION COVERAGE
c  Enrolling as a dependent or an employee on this group vision plan
c  �Covered by another employer’s vision plan, including COBRA or Cal-COBRA 

vision coverage, through your spouse/domestic partner, parent, or previous 
employer 

c  Covered by an individual/family vision plan

c  OTHER REASONS

Reason employee is declining life insurance coverage

OTHER LIFE INSURANCE COVERAGE
c  �Covered by another employer’s life insurance coverage through your spouse/

domestic partner, or parent 

OTHER REASONS
c  Cost of coverage
c  Do not need or do not want coverage

I acknowledge that the coverage available to me has been explained to me by my employer and I know that I have every right to enroll in this 
coverage and I have decided not to enroll myself and/or my dependent(s), if any. I now decline to enroll myself, my spouse/domestic partner, 
and/or my child dependent(s) in my employer’s group health plan. I have made this decision voluntarily, and no one has tried to influence me or 
put any pressure on me to decline coverage.

If I am declining enrollment for myself or my dependents because of other health coverage or because the employer stops contributing toward 
this coverage, I acknowledge that I may be able to enroll myself and my dependents in this plan if I request enrollment within 60 days after my or 
my dependents’ other coverage ends or after the employer stops contributing toward the other coverage. 

In addition, if I acquire a new dependent as the result of marriage/domestic partnership, birth, adoption or placement for adoption, I 
acknowledge that I, and my dependents, may request enrollment in my employer’s health plan by applying for that coverage within 60 days of 
the marriage/domestic partnership, birth, adoption, or placement for adoption. I also acknowledge that if I, or my dependents, become eligible 
for the Healthy Families or the Medi-Cal Premium Assistance programs, I or my dependents may request enrollment in my employer’s health plan 
by applying for coverage within 60 days of the notice of eligibility for these premium assistance programs.

If I have indicated above that the reason for declining coverage for myself or my dependent(s) is coverage under another employer health 
benefit plan, I acknowledge that if I or my dependent(s) involuntarily lose coverage under the other employer health benefit plan, I must request 
enrollment for myself and/or my dependent(s) in my employer health benefit plan within 60 days. Otherwise, I understand I may not enroll myself 
and/or my dependents in my employer’s health plan until the earlier of the end of my employer’s next open enrollment period or 12 months.

Signature of employee Date



Notices available online 

Nondiscrimination and Language Assistance Services 
Blue Shield complies with applicable state and federal civil rights laws. We also offer language 
assistance services at no additional cost. 

View our nondiscrimination notice and language assistance notice: blueshieldca.com/notices.  
You can also call for language assistance services: (866) 346-7198 (TTY: 711)

If you are unable to access the website above and would like to receive a copy of the 
nondiscrimination notice and language assistance notice, please call Customer Care at  
(888) 256-3650 (TTY: 711). 

Servicios de asistencia en idiomas y avisos de no discriminación
Blue Shield cumple con las leyes de derechos civiles federales y estatales aplicables. También, 
ofrecemos servicios de asistencia en idiomas sin costo adicional.

Vea nuestro aviso de no discriminación y nuestro aviso de asistencia en idiomas en  
blueshieldca.com/notices. Para obtener servicios de asistencia en idiomas, también  
puede llamar al (866) 346-7198 (TTY: 711).

Si no puede acceder al sitio web que aparece arriba y desea recibir una copia del aviso  
de no discriminación y del aviso de asistencia en idiomas, llame a Atención al Cliente al  
(888) 256-3650 (TTY: 711).

非歧視通知和語言協助服務
Blue Shield 遵守適用的州及聯邦政府的民權法。同時，我們免費提供語言協助服務。

如需檢視我司的非歧視通知和語言幫助通知，請造訪 blueshieldca.com/notices。您還可致電尋求語言協助服
務：(866) 346-7198 (TTY: 711)。

如果您無法造訪上述網站，且希望收到一份非歧視通知和語言幫助通知的副本，請致電客戶服務部，電話： 
(888) 256-3650 (TTY: 711)。
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