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VERMONT PUBLIC

OPT-OUT OPTION OF HEALTH & DENTAL INSURANCE

I,                                                          


   , am eligible but elect to waive coverage under the Vermont Public health and dental insurances effective January 1, 2026.

I understand and agree that in consideration of my decision to waive the Vermont Public health and dental insurances, Vermont Public will provide me with the following payment, either as one lump sum or in equally distributed installments consistent with the biweekly payroll: 

· $1,800 lump sum (annual) or $69.23 per biweekly payroll if eligible for single coverage*
· $3,000 lump sum (annual) or $115.38 per biweekly payroll if eligible for two-person coverage*
· $5,000 lump sum (annual) or $192.30 per biweekly payroll if eligible for family coverage*

*per employer policy, this amount is subject to a prorata adjustment (ie. employees joining the organization or waiving coverage during the plan year)

Payment(s) will begin the first payroll date following my eligibility date for enrollment in the plan contingent on receipt of my signed form, completed HC2 form and proof of health coverage from another source delivered to hr@vermontpublic.org. 
I elect to receive:

· One lump sum payment

· Biweekly payroll installments 
I further understand and agree that by accepting the opt-out payments, I will be unable to restore the Vermont Public health and/or dental insurances until the next annual open enrollment, unless a qualifying life event occurs. 

I understand that the provisions of this opt-out option are subject to conditions beyond the control of Vermont Public and therefore subject to change. 

On this ________day of________________, 20____, I acknowledge that I fully understand the requirements and provisions of the health and dental insurance opt-out option.  

_____________________________

                ____________________________

 Signature of Employee




Print Name
______________________________

                ____________________________
Human Resources



 
Date received
· Waive health and dental benefit enrollments
· Complete Opt Out Form – confirm coverage levels and lump sum or biweekly option

· Complete HC2 form

· Provide proof of other health insurance coverage
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