_] The University of Vermont

Human Resource Services

—

1
i

Waiver of Dental Coverage

EmplID:

Name: . _
Last First Birth Date:
Hire Date:
Work Phone: !
Effective Date:

O Check here if your spouse or civil union partner is an employee of UVM

Name of Spouse:

@ Check here if you are empioyed by and have medical coverage through UVYMMC

Name and Age of Other Dependents:

| understand that | will not be allowed to change this election until the next annual open enroliment
unless there is a change in my family status as defined by the IRS and described in the FSA Summary

Plan Description. Any future change request tied to a chanae ipn family status must be made within

20 days of losing dental coverage with my insurance carrier.

Date:

Sworn Signature:
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