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HEALTH INSURANCE WAIVER FORM 
 
I hereby waive health insurance benefits (in which I am currently enrolled/eligible) with the Toms River Regional 
Schools Board of Education.  I understand that this includes medical, prescription, dental and vision coverage.  I 
hereby certify that I am currently married to or a dependent child of a Toms River Regional Schools Board of 
Education employee and will receive benefits as his/her dependent.   
 
I understand that I will not be compensated for such waiver however I will no longer have Ch. 78 deductions taken 
from my pay and utilized towards benefits. 
 
I also understand that I may only re-enroll into any eligible coverage during an Open Enrollment period, or upon 
proof of any qualifying event as defined by the health insurance provider. 

 
Employee Name _______________________________________________ DOB ______________________ 

   (Last)                          (First)                           (MI) 
 

Home Address ____________________________________ Home Number __________________________ 
 

____________________________________ Cell Number ____________________________ 
 

Personal Email Address  ___________________________ School/Work Location ____________________ 
 

Insured Spouse/Parent Name  _______________________ Effective Date of Waiver ___________________                                     
 

Current Contract Type:        Single        Emp/Spouse            Emp/Child(ren)        Family 
 

Please List all Persons who will be Covered under your Spouse’s/Parent’s insurance plan with TRRS:  
 

Name (Last, First, MI) Relation (Spouse/Child) Gender (M or F) DOB (Mo/Day/Year) 

       

    

    

        

        

        
 

I certify that the information presented on this form is true and correct. 
 
_____________________________________ _________________________________ ______________ 
Employee Name - Waiving Coverage (Print) Employee Signature    Date 

 
_________________________________ _________________________________ ______________ 
Insured Spouse/Parent Name (Print)  Insured Spouse/Parent Signature   Date 
 

Office Use Only:     

Rec’d TRBOE___________  Added to Spreadsheet___________   Payroll Notified____________   
Emp SS# ______________   Postion/Loc___________________   Unit ____________________   Salary__________________ 
Sp/Parent SS#__________   Position/Loc___________________  Unit_____________________  Salary__________________         
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