
MEDICAL OPTIONS OFFERED 

Full time Employees only 
All coverage starts after 90 days. You will be contacted by Office Manager 

 
 

 

____ MEDICAL COVERAGE 
                                
 

____    DECLINE COVERAGE 
 
If No, Please state who you are covered with. Example: 
Spouse, Parents, and Name of Insurance Company.  
 
____________________________________________ 

 
 
   x_____________________________  _________ 
                   Employee      Date 


