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WAIVER OF MEDICAL AND/OR

PRESCRIPTION DRUG COVERAGE

Ohio Police & Fire Pension Fund
140 East Town Street
Columbus, OH 43215

Phone: 888–864–8363
Fax: (614) 628–1777

www.op–f.org

Use this form to waive medical and/or prescription drug benefits for yourself or your dependents. The termination will take
effect the first of the month for which pension benefits are currently being processed. Please note that all terminations are
subject to the limited re–enrollment opportunities listed below.

Enrollment in the OP&F Health Care Plan is not mandatory and medical and/or prescription drug coverage can be waived at
any time for either benefit recipients or their dependents (subject to certain, very limited conditions).

To waive medical and/or prescription drug coverage, the benefit recipient should submit this form to OP&F. Terminations will
take effect the last day of the month if written requests are received prior to the 15th of that month. If written requests are
received after the 15th of the month, coverage will terminate on the last day of the following month (with certain exceptions).

Benefit recipients who have previously waived or cancelled medical and prescription drug coverage, and who qualify for
re–enrollment as a result of one of the following circumstances should contact OP&F within 60 days of the qualifying event
to request a Health Care Enrollment Form. Otherwise, you will have waived your right to re–enroll until you meet the
re–enrollment criteria at a later point in time.

• Three years after the benefit recipient’s OP&F retirement, or commencement of benefits, if the benefit recipient retired
through OP&F on or after January 1, 2004;

• With proof of change in family status (i.e. marriage, death, divorce);
• With proof of loss of group coverage; or
• At the time of Medicare eligibility.

OP&F will not reinstate coverage retroactively if coverage is waived and later reinstated.

Name: First, MI, Last, Suffix (Jr., III, etc.)

Street / P.O. Box

City, State, ZIP Code County

Home telephone Alternate telephone E–mail address

Marital Status (do not mark single if you are divorced) Marriage Date / Divorce Date 

Police Officer
Fire Fighter

Social Security Number

Date of Birth

Single Married Widowed Divorced

Section A — Member Information



Page 2 of 2FINAL 2/23/2007. Previous versions obsolete.
Deliver to: Member Services/Health Care

Waiver of Medical and/or Prescription Drug Coverage
Copyright ©2007 by the Ohio Police & Fire Pension Fund, All Rights Reserved

Section B — Waiving medical and/or prescription drug coverage

Complete this section to waive medical and/or prescription drug coverage for yourself and/or your dependents. Please note
that if you, the benefit recipient, terminate coverage, then all dependents of the benefit recipient will automatically be waived
as well. Dependent only coverage is subject to certain restrictions, please contact OP&F for further information.

Section C — Reason for waiving

Section D — Signature and acknowledgement

By my signature, I authorize OP&F to waive my dependents’ coverage or my coverage (if applicable) as indicated in the
foregoing sections of this form. I have read the enrollment guidelines listed on this form and understand that I will have very
limited opportunities to re–enroll my dependents (or myself) in these plans. I further understand and acknowledge that
OP&F will not reinstate this coverage retroactively if I later re-enroll.

Member’s Signature Date of Signature

Indicate your reason for waiving medical and/or prescription drug coverage for yourself or your dependents listed in Section B.

Full time student status

Other insurance (effective date: _________________________)

Please attach documentation showing proof of new coverage effective date.

Medicare Part D (effective date: _________________________)

Divorce

Other: ________________________________________________________________________________________

Full Name Social Security Number Relationship Date of birth
Waive medical and/or
prescription drugs

SELF Waive medical
Waive prescription

Waive medical
Waive prescription

Waive medical
Waive prescription

Waive medical
Waive prescription

Waive medical
Waive prescription

Waive medical
Waive prescription


