
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

North Carolina Medical Society
Employee Benefit Plan
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Quote Request Form

Please type or print.  Asterik (*) denotes required information.  Quotes presented will be based on rates effective as of the Coverage Effective Date.  

A.  EMPLOYER INFORMATION
EMPLOYER NAME* (Provide complete legal name)							       SPECIALTY*	

LOCATION ADDRESS*		             				    CITY		    	 STATE	              	 ZIP CODE	        	 COUNTY*

MAILING ADDRESS (If different than Location Address)			   CITY		    	 STATE	              	 ZIP CODE	        	 COUNTY

PHONE NUMBER*		  FAX NUMBER 		  E-MAIL		  CONTACT PERSON*			   TITLE			  □DR.  □MR.  □MS.

COVERAGE EFFECTIVE DATE*			   CURRENT CARRIER			   RENEWAL DATE		  REFERRAL SOURCE

B.  HEALTH PRODUCTS

□PPO 500-80    □PPO 750-80    □PPO 1000-80   □PPO 1500-80

□PPO 2000-80  □PPO 2500-60  □PPO 3500-80   □PPO 5000-60

□HDHP 1500-100	□HDHP 2700-80 □HDHP 2700-100

□HRA 2500-100	 □HRA 2700-80     □HRA 2700-100

Select the health product(s) you would like quoted.  

The NCMS Plan offers other employee benefit programs with a variety of options.  Please indicate whether you would like more infor-
mation about these products:  Life/AD&D Insurance  □YES   □NO	 Dental Insurance  □YES   □NO  

C.  CENSUS INFORMATION (duplicate and attach additional sheets if necessary)
EMPLOYEE NAME*

(First and Last) DATE OF BIRTH* COVERAGE TYPE*
(Check all that apply)

Submitted by:									         	 Date:				  
(Authorized Representative of MMIC Agency, Inc.)

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     

□Employee   □Spouse    □Child    □Children     
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