
 
 
 

WAIVER OF DENTAL INSURANCE COVERAGE 
 
 

_________________________________ has elected to waive group dental coverage through 
Name of employee 
 
_________________________________ because of current dental coverage through a  
Name of employer   
 
spouse/parent’s dental plan. 
 
 
 
 
♦ Name of spouse/parent: ______________________________________________ 
 
 
♦ Dental Carrier: _________________________________________________________ 
 
 
 
Signature: _____________________________________________ 
 
Date: ________________________ 
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