INITIAL NOTICE OF HIPAA SPECIAL ENROLLMENT RIGHTS 

SPECIAL ENROLLMENT RIGHTS
Loss of Other Coverage
If you decline enrollment for yourself or for an eligible dependent (including your spouse) while other health insurance or group health plan coverage is in effect, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose eligibility for that other coverage (or if the employer stops contributing towards your or your dependents’ other coverage).  However, you must request enrollment within 30 days after you or your dependents’ other coverage ends (or after the employer stops contributing toward the other coverage).

New Dependent by Marriage, Birth, Adoption or Placement for Adoption
In addition, if you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able to enroll yourself and your dependents.   However, you must request enrollment within 30 days after the marriage, birth, adoption or placement for adoption.

To request special enrollment or obtain more information, contact [insert the name, title, telephone number and any additional contact information of the appropriate plan representative].

Important Warning

If you decline enrollment for yourself or for an eligible dependent, you must complete the “Form for Employee to Decline Coverage.”  On the form, you are required to state that coverage under another group health plan or other health insurance coverage is the reason for declining enrollment, and you are asked to identify that coverage.  If you do not complete the form, you and your dependents will not be entitled to special enrollment rights upon a loss of other coverage as described above, but you will still have special enrollment rights when you have a new dependent by marriage, birth, adoption, or placement for adoption, as described above.  If you do not gain  special  enrollment  rights upon a loss of other coverage, you cannot enroll  yourself  or your dependents in the plan at any time other than the plan’s  annual  open  enrollment  period,  unless special enrollment rights apply  because of a new dependent by marriage, birth, adoption or placement for  adoption. 
FORM FOR EMPLOYEE TO DECLINE COVERAGE

I received and read a copy of the “Initial Notice of HIPAA Special Enrollment Rights” (the “Notice”) at or before the time I was initially offered enrollment in the Davenport Group Medical Plan (the “Plan”).  I am aware of the warning in the Notice that I will lose some special enrollment rights for myself and my dependents if I decline coverage because I or my dependents have other coverage, unless I give the Plan this written statement that the reason I am declining coverage is because I or my dependents have other coverage.

By signing this form, I decline coverage under the Plan for the people listed below.  My reason for declining coverage for these people is that they have other coverage under another group health plan or health insurance.  I have named the other coverage that is in effect for each person listed, along with the member number or subscriber number for each person.

List all the people whom you could cover under the Plan but are not covering because they have other coverage, including you and your spouse.  Use additional paper, if necessary. 

Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________

Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Name: _____________________ Other Coverage and Member/Subscriber No.: ______________________
Signature:  __________________________________

Print Your Name:  ____________________________

Date Signed:  ________________________________
