EMPLOYEE ELECTION TO CANCEL HEALTH INSURANCE
EMPLOYEE NAME:____________________________________________
SSN:______________________ DATE OF BIRTH:___________________

ADDRESS:____________________________________________________
TEL:_________________ DEPARTMENT NAME:____________________
HEALTH PLAN ID#:______________________GROUP#______________

I am requesting cancellation of my health insurance plan under the Maine State Employees Health Insurance Program for the following reason:

_____ Change in hours – Full time to Part time within the past 60 days.

_____ Commencement of other health insurance coverage within the past 60 days.

_____ My contribution level has increased within the past 60 days and I do not wish to pay the additional     
premium.

_____ Annual Enrollment
_____Other
By signing this document:

· I understand that if I plan to retire from the State of Maine or any of its Ancillary Group Employers covered by the Maine State Employees Health Insurance Program and wish to have health insurance benefits as a retiree, I must be enrolled for one full year immediately prior to retirement; AND 

· Any State or employer contribution towards that benefit depends upon my first employment date and the number of years I was enrolled as an employee in the health insurance plan.

___________________________________________  DATE______________

Signature
Mail or Fax completed form to Employee Health & Benefits

114 State House Station, Augusta, Maine 04333

Fax: 207-287-6796   Tel: 800-422-4503 or 207-287-6780

                                                                       EH&B Use Only:  Eff Date___________                                                                                                                                            
Form 909                                                                                                                  PR______  EBS______ CO______









