KELLY & ASSOCIATES INSURANCE GROUP, INC.
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E-mail: enrollmentfax@kaig.com - www.kaig.com
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KELLY & ASSOCIATES INSURANCE GROUP, INC.
WAIVER OF INSURANCE COVERAGE

Medical/Dental/Vision/Medicaid & State Children’s Health Insurance Program
(SCHIP) - Notice of Special Enrollment Period

If you are declining enrollment for yourself and/or your eligible dependent(s) because of
other health/dental/vision insurance coverage and if you lose that coverage, you may in
the future be able to enroll yourself and/or your eligible dependent(s) in this plan,
provided that you request enrollment within 30 days after your other coverage ends. If
you are declining coverage for yourself and/or your eligible dependent(s) for any other
reason, you cannot join the plan later unless you have a new dependent as a result of
marriage, birth, adoption, placement for adoption, loss of Medicaid or SCHIP coverage,
eligibility for Medicaid or SCHIP coverage, or during open enrollment period, if applicable.
You may then be able to enroll yourself and your eligible dependent(s), provided that you
request enrollment within 30 days after the marriage, birth, adoption, or placement for
adoption, or within 60 days for Medicaid and SCHIP.

If you decline coverage for yourself and/or your eligible dependent(s) because of other
health/dental/vision coverage or if you fail to request plan enrollment within 30 days after
your (and/or your eligible dependent’'s) other coverage ends, you will not be eligible to
enroll yourself, or your eligible dependent(s) during the special enrollment period
discussed above and you will need to wait until the next open enrollment period to enroll
in the plan's health/dental/vision coverage.

Non-Medical

If you are voluntarily declining non-medical coverage provided by your employer, you
may choose to enroll at a later date depending upon the coverage now being waived. With
the late enrollment your cost may be higher, a health questionnaire may be required and
the effective date of your coverage may be delayed or denied. If coverage is non-
contributory (employer pays entire cost) waivers are not permitted.

Note: Under Section 125, you may make changes to your pre-tax benefit plans only if you
experience a qualified event. The change you request must be consistent with the event.
The following are the IRS minimum Qualified Events:

1. Marriage, divorce, or legal separation,

2. Birth or adoption of a child,

3. Death of a spouse or child,

4. Change in residence or work location that affects benefits eligibility for you or your
covered dependent(s),

5. Your child(ren) meets (or fails to meet) the plan’s eligibility rules (for example,
student status changes),

6. You or one of your covered dependents gain or lose other benefits coverage due to
a change in employment status (for example, beginning or ending a job),

7. Loss or eligibility for Medicaid or SCHIP Coverage.

Notice: Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such
person to criminal and civil penalties.

page 2 of 2



