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THE PILOTS ASSOCIATION FOR THE BAY AND RIVER DELAWARE 
2025 EMPLOYEE ENROLLMENT/WAIVER FORM 

Complete Enrollment Form with your 2025 plan elections. Please sign the authorize elections OR the waiver of Coverage section. 

EMPLOYEE INFORMATION 
NAME:  FIRST        MIDDLE        LAST SOCIAL SECURITY NO. 

STREET ADDRESS CITY 

STATE ZIP CODE 

SALARY DATE OF BIRTH 

POSITION TITLE DATE OF HIRE 

EMAIL ADDRESS 

MEDICAL- For annual salaries under $50,000, excluding overtime 
Medical Plan Options (check only one) Medical Level of Coverage (check only one) 

� I elect to Waive Medical Coverage 

MEDICAL – For annual salaries between $50,000 and $99,999, excluding overtime 

� I elect to Waive Medical Coverage 

MEDICAL – For annual salaries over $100,000 
Medical Plan Options (check only one) Medical Level of Coverage (check only one) 

� I elect to Waive Medical Coverage 
* Enrolling in this plan automatically entitles you to the Health Reimbursement Account (HRA)

� *Independence Blue Cross HSA $3000/$30-$60/$500 � Employee Only - $157.69 / Monthly 
� EE + Spouse - $362.83 / Monthly 
� EE + Child/ren - $281.16 / Monthly 
� Family - $462.65 / Monthly 

Medical Plan Options (check only one) Medical Level of Coverage (check only one) 
� * Independence Blue Cross HSA $3000/$30-$60/$500 � Employee Only - $176.60 / Monthly

� EE + Spouse - $406.38 / Monthly 
� EE + Child/ren - $314.89 / Monthly 
� Family - $518.17 / Monthly 

� * Independence Blue Cross HSA $3000/$30-$60/$500 � Employee Only - $189.22 / Monthly 
� EE + Spouse - $435.40 / Monthly 
� EE + Child/ren - $337.38/ Monthly �
 Family - $555.17 / Monthly 



2 

DENTAL 

Dental 
� Unum – PPO Dental  � Employee Only - $8.92 / Monthly 

� EE + Spouse - $23.54 / Monthly 
� EE + Child/ren - $23.54 / Monthly 
� Family - $23.54 / Monthly 

� I elect to Waive Dental Coverage 
VISION 

� EyeMed – Vision � Employee Only - $7.64 / Monthly 
� EE + Spouse - $14.52 / Monthly 
� EE + Child/ren - $15.28 / Monthly 
� Family - $22.46 / Monthly 

� I elect to Waive Vision Coverage 

ALLSTATE IDENTITY PROTECTION PRO+ 
Identity Protection 

� Allstate Identity Protection � Employee Only - $9.95 / Monthly 
� Family - $17.95 / Monthly 

� I elect to Waive Identity Protection Coverage 

EMPLOYEE and DEPENDENT INFORMATION FOR MEDICAL, DENTAL AND VISION 

Name of each 
Dependent to be 

covered 

Relation to 
employee (self, 
spouse, child) 

Sex 
(M/F) 

Date of 
Birth Social Security 

Covered 
for 

Medical 
(Y/N) 

Covered 
for 

Dental 
(Y/N) 

Covered 
for 

Vision 
(Y/N) 

Employee:  
1  
2  
3  
4  
5  
If additional dependents, please add another sheet 
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AUTHORIZE ELECTIONS 

� By checking the box and signing below, I acknowledge that I understand the terms and conditions of the benefit(s) and 
any payments to which I have agreed. I give my express consent authorizing the company to take deductions from my 
paycheck to pay for the costs of the benefit(s) listed above. I acknowledge that these deductions are for my benefit.  

� By checking the box and signing below, I hereby acknowledge that this election is irrevocable; in other words, I cannot 
change my election, whether to increase, add, decrease or remove benefits, except at open enrollment or in case of 
certain qualifying life events.  

� By checking the box and signing below, I hereby authorize the Benefits Department to send necessary personal 
information to my selected insurance carriers to initiate and support coverage. 

EMPLOYEE NAME:   ________________________________________ 

EMPLOYEE SIGNATURE:   ___________________________________   DATE: _________________ 
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WAIVER OF COVERAGE 

Having met the eligibility requirements, you are being offered the opportunity to enroll in health coverage offered by 
The Pilots’ Association for the Bay and River Delaware. You have the right to decline, or waive coverage. If you do waive 
coverage for yourself, you may not cover dependents under the Employer’s health plan.  

Note that if you waive coverage considered affordable and minimum essential under the Patient Protection and 
Affordable Care Act (ACA), you will not qualify for government credits and subsidies to purchase individual health 
insurance on the Marketplace.  

The decision to waive coverage has consequences for you. For example: 
• If you waive coverage, you cannot enroll in The Pilots’ Association for the Bay and River Delaware’s health plan

until the next open enrollment, unless you experience a qualified change in status. Examples include if you are
covered under another plan, but that coverage is lost, or if you gain a new dependent through birth, adoption,
or marriage. However, you must request to enroll in your plan within 30 days of the qualified change in status. If
you miss the 30-day enrollment deadline, you must wait until open enrollment.

_______________________________________________ 
Name of Employee  

I acknowledge that the Employer has offered me affordable minimum essential coverage, as defined under the ACA, for 
the period from 1/1/2025 to 12/31/2025. I have read the above and I understand the consequences of my waiver of 
coverage.  

_______________________________________________   ____________ 
Signature of Employee           Date 

As a representative of the Employer, I received this Waiver of Coverage from the above employee on 

___________ (Date).  

_______________________________________________ 
Signature of the Employer Representative 
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