
Please complete this form if making a change to your current Life product selection.   

Your practice may choose one Group Term Life/AD&D product.  All Group Term Life/AD&D products 
require 100% employee participation, even if employee waives health insurance.   Group Term Life/
AD&D products are offered on a non-contributory basis (100% employer paid) except the Dual Flat 
Option which allows the employer to share the difference in cost between the two options with the 
employee.  Monthly rates for Group Term Life/AD&D are calculated at $0.11 per $1,000 of coverage 
selected.

If selecting a Dual Flat Option or Salaried Option for the first time, employees must complete an 
Enrollment Application and Change Form Addendum (Life Insurance) found at www.ncmsplan.com 
under Applications and Forms.

□ Decline Group Term Life/AD&D

Your practice may choose one Dependent Life product.

Dependent Life products are offered on a contributory-basis (cost may be shared by employee and 
employer) and participation is voluntary (employees may decline coverage if offered).  Monthly rates 
for Dependent Life are calculated at $0.15 per $1,000 of Spouse coverage selected.

□ Spouse, $5,000; Children ages 6 months to 19 years, $2,500; Children ages 14 days to 6 months, $250

□ Spouse, $10,000; Children ages 6 months to 19 years, $5,000; Children ages 14 days to 6 months, $500

□ Decline Dependent Life

If offering Dependent Life for the first time, please include a census of employees accepting coverage 
with employees’ Social Security numbers.  Practices renewing Dependent Life coverage do not need 
to submit a census.  

Employer Name:						    

Authorized Signature:						      	
		
Print Name:							       	 Date:				  

Dual Flat Option	 □ $15,000 & $25,000	 □ $15,000 & $30,000 	 □ $25,000 & $50,000	
			   □ $30,000 & $50,000 	 □ $30,000 & $75,000	 □ $50,000 & $75,000

Single Flat Option	 □ $15,000 	 □ $25,000	 □ $30,000	 □ $50,000	 □ $75,000
Salaried Option	 □ 1 x salary	 □ 2 x salary	 □ 3 x salary

TO BE COMPLETED BY GROUP

ADMINSTRATOR ONLY

Group No:

Effective Date:
Admin. Name:

EMPLOYEE NAME: LAST FIRST MIDDLE

DATE OF FULL-TIME EMPLOYMENT DATE OF BIRTH SOCIAL SECURITY NUMBER

GROUP NAME:

GROUP ADDRESS:

CHECK ONE ONLY:
  I am rejecting Employee Coverage.   I am rejecting Dependent/Spouse Coverage.

I certify that I have been given the opportunity to participate in the group health insurance plan offered by my employer
and have declined to participate.  I have declined to participate for the following reason (check one):

  Another plan offered by my employer   A government plan (type):
  My spouse's group coverage   COBRA or State Continuation
  An individual plan   Other (explain):
  I and/or my dependents are currently not covered by any other health benefit plan.

Names of any dependents rejecting coverage for this group plan:

Signature of Employee: Date:

In addition, if you have an 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" or any longer period that applies 
under the plan after the marriage, birth, adoption, or placement for adoption or foster care.

Notice of Rejection of Coverage must be received by North Carolina Medical Society Employee Benefit Plan within 30 days of the date that employee is first 
eligible for coverage.

Declination of Coverage

I understand that if I elect to apply for coverage for myself, my spouse, and/or my dependent children through this employer 
health benefit plan at a later time, the application may be subject to an extended waiting period for pre-existing conditions or I 
may be delayed until the employer's open enrollment period.

If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance or 
group health plan coverage, you may be able to enroll yourself and the 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" or any longer period that applies under the plan after your or your 
dependents' other coverage ends (or after the employer stops contributing toward the other coverage).

Important Notice of Special Enrollment
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