
Bluecross Blues hield 
of Florida 
Health Options. 
Hsanh Optiow and d0 Parml. Blue Cross and Blue Shield 
at flodda, are tndspendem Llcenseer ot me Blue Cmaa 
BM BIW Shield Assaclation. 

Important information regarding your 
Notice of Special Enrollment Rights 
You must be given a written description of special enrollment rights by the date you are offered the opportunity to 
enroll. Notice of Special Enrollment Rights must be given to an employee who declines group health coverage 
during histher initial eligibility period. You should return a signed copy of this notice to your employer if you decline 
coverage because you have other health coverage. 

If you decline enrollment for yourself or your dependents (including your spouse) because of other health insurance 
coverage, you may in the future be able to enroll yourself and your dependents in a health care plan offered by your 
employer, provided that you request enrollment, by submission of an individual application to Blue Cross and Blue 
Shield of Florida, Inc. (BCBSF) and/or Health Options, Inc, (HOI), within 30 days after the other coverage ends, 
unless the coverage under which you or your dependent was enrolled was Medicaid or a Children's Health 
lnsurance Plan (CHIP), in which case you have 60 days from the date you lose coverage to request enrollment in 
your employer's health plan. 

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you 
may enroll yourself and your dependents, prov~ded that you request enrollment by submission of an individual 
applicat~on to BCBSF/HOI, within 30 days after the marriage, birth, adoption, or placement for adoption. 

The effective date of coverage for an individual and/or dependents as a result of marriage, birth, adoption, or 
placement for adoption is the date of the event. 

Additionally, you have Special Enrollment Rights if you or your dependent becomes eligible for the optional State 
premium assistance program, if available in your State. You must request enrollment in your employer's group 
health plan within 60 days of the date you become eligible for the State premium assistance program. 

If you and/or your dependents decline enrollment because you have coverage under another group health plan or 
other health Insurance coverage, you are required to complete the statement below and return it to your Group 
Administrator. If you fail to do so, you may not be entitled to special enrollment in your employer's group health 
plan when your other coverage terminates. 

Please understand that you will not be entitled to special enrollment if loss of eligibility for coverage is the 
result of termination of coverage for failure to pay premiums on a timely basis or for cause. Voluntary 
Termination of Coverage does not constitute loss of eligibility of coverage. 

NOTE: For purposes of clarification, cause is defined as making a fraudulent claim or an intentional 
misrepresentation of a material fact in connection with the plan. Loss of eligibility for coverage is defined as loss of 
coverage as a result of legal separation, divorce, death, termination of employment, reduction in the number of 
hours of employment, the discontinuance of any contributions toward the health coverage plan by the employer, or 
you lose coverage under Medicaid or a Children's Health lnsurance Plan (CHIP). 

I hereby certify that I am declining enrollment in my employer's group health plan f o a  myself 
and/or dependents because I or they currently-ather health care coverage; or 

I hereby certify that I am declining enrollment in my employer's group health plan and I do not currently have 
other health care coverage. 

Printed name Date 

Signature Socral Security Number 

Group name Group # 


