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BOULDER VALLEY SCHOOL DISTRICT 
WAIVER OF MEDICAL/DENTAL COVERAGE 

CERTIFICATION FORM 
 

 
I have elected to waive medical/dental (circle one of both) coverage.  This waiver will 
continue until further notice.  If I choose to return to the medical/dental plan, I must re-
enroll during the next benefit enrollment period.  Unless a qualifying even has occurred, I 
understand that I may not enroll my family until the open enrollment period. 
 
 
 
This is to certify that I have medical coverage through: 
 
(Name of insurance carrier) 
 
 
I understand that I will have no medical coverage through any other Boulder Valley 
School District RE-2 plan 
 
Effective: ______________________________________________ 
 
 
 
Employee Signature:  __________________________________________ 
 
 
Date:  ______________________________ 
 
 
Printed Name:  ________________________________________________ 
 
 
Social Security Number:  _________________________________________ 
 
 


