Employee’s Election to Reject Coverage; and

Election to Waive the Rejection of Coverage for Excluded Persons
Pursuant to NRS 616B.656

Employee Name:

Social Security #:

Employer Name:

Employer Address:

NOTICE OF ELECTION TO REJECT COVERAGE

Employee Signature:

Date:

NOTICE OF ELECTION TO WAIVE THE REJECTION OF COVERAGE

Employee Signature:

Date:
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