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HEALTH CARE

A UTH O RTITY

Local Public Body Employees
PREMIUM ONLY PLAN (POP)
NOTICE OF WAIVER

I, , wish to “waive” participation in the Premium Only Plan (POP)
for the benefits plan year of January 1 through December 31,20

I understand by signing this waiver, my benefits will be deducted from my pay as an after-tax deduction. |
further understand that my enrollment into this program is on a yearly basis and will be up for renewal on
January 1st of the coming new year and will not be automatically carried over.

Employee Name (print) Agency Name and Number

Employee Signature Date

Form must be submitted to your Human Resources or Payroll Contact
for processing.

Late submission of the POP Waiver will not be granted.

PHYSICAL ADDRESS: HEALTH CARE AUTHORITY, 1474 RODEO ROAD, SANTA FE, NM 87505
MAILING ADDRESS: PO BOX 2348, SANTA FE, NEW MEXICO 87504-2348
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