
Healthcare and Dental Waiver Acknowledgment
Proof of Other Coverage Form

Instructions

Complete this form if you are waiving healthcare and/or dental coverage or waiving coverage for your dependents
because other coverage is in place. Upload this form in Workday before completing enrollment.

Team Member Information

Team Member Name

Employee ID

What Are You Requesting?

Select all that apply: Waive coverage for myself Waive coverage for my dependents

Coverage affected: Healthcare Dental

Other Coverage Information

Provider Name

Policy Number

Dependents Being Waived

Complete if waiving coverage for your dependents due to other coverage.

Dependent Name Provider Name Policy Number

Acknowledgment

I understand healthcare and/or dental coverage can only be waived if other coverage is in place.
If I lose other coverage, I must apply within 31 days or may be required to provide Evidence of Insurability.
I understand this may impact future enrollment and require approval through Canada Life.

Signature

By typing my name below, I acknowledge and agree to the statements in this form.

Type Full Name

Date
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