INSERT EMPLOYER NAME / LOCATION / PARISH CODE

2026 Waiver of Medical or Dental Coverage to receive Benefit Waiver Allowance
This form must be completed and satisfactory evidence of other, non-ACA, insurance must be provided when an employee 
wishes to waive medical and/or dental insurance coverage and receive the Benefits Waiver Allowance. 
Please complete in full

Employee Name (last, first): 






Effective Date (1st of mo):

, 2026 
Social Security # (full SS for new enrollee, only last 4 needed for existing ees):







Proof of other coverage is required to receive corresponding allowance through payroll as taxable income, not salary.
· 2026 medical insurance benefit waiver allowance: $XXX/mo ($XX,XXX.XX annualized)

· 2026 dental insurance benefit waiver allowance:  $XXX/mo ($XX,XXX.XX annualized)
List all eligible persons for whom coverage is waived:  During my initial (or annual) enrollment period I decline to enroll myself and my eligible dependent(s), as listed below, for medical and or dental coverage under the plans offered through Diocese of California 
	Name(s)

include self and all dependents
	Relationship to Employee
	Decline Medical
Check box below if waiving
	Decline Dental
Check box below if waiving

	BWA

Amount to be added PER PAYCHECK
(mo / 2 or annul / 24)

	
	SELF
	
	
	$XXX

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Conditions of re-enrollment:  I certify that I understand that I or any dependents listed by me on this form later wishing to receive group medical or dental coverage under the plans offered by the Diocese of California may be considered a late enrollee.  Should I later choose to rescind this waiver and seek to enroll myself and or my eligible dependents, the plan(s) may impose an exclusion from coverage until the next open enrollment period, and the dental plan may require evidence of good dental health.  However, I and or my eligible dependent(s) will not be considered a late enrollee if I can demonstrate that one of the three following circumstances apply:
I and and/or any eligible dependent(s) were covered under another group plan as an employee or dependent when first eligible to enroll for coverage under the Diocese of California’s plan and such group coverage is lost or will be lost as a result of:

1) change in marital status

2) change in number of dependents

3) change in employment status

4) change in residence that causes a loss of coverage

5) dependent meeting or ceasing to meet the plan's definition of dependent

In such cases I understand I must request coverage under the Diocese of California’s plan within 30 days after the termination of such other group coverage (or cessation of contribution by the other employer)

or

I. I elect for myself and or any eligible dependent(s) a different group medical plan (as may be offered by the Diocese of California) during an open enrollment period.

or

II. A court has ordered that medical coverage be provided for my spouse or dependent child(ren) and I request such coverage within 30 days after issuance of the court order.

Taxable income; not salary:  I understand that the benefits waiver allowance paid to me is taxable income, is not part of my regular salary, and is not guaranteed to be available in future years.
I certify to the accuracy of the information presented herein:

Employee signature & date: 

Employer signature & date:
Keep original documents in personnel file on site. 

Return a copy of the completed form to Sarah Crawford, Benefits Coordinator


By email: sarahc@diocal.org
-DIOCAL WAIVER OF COVERAGE W BENEFITS WAIVER ALLOWANCE TEMPLATE
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