
 
 

 
 Form LG04                     
Revised 9/16                     LOCAL GOVERNMENT HEALTH INSURANCE PROGRAM 

2017 DECLINATION OF COVERAGE FORM 
 
SUBSCRIBER INFORMATION (Please print or type.) 
   Name  (First, Middle Initial, Last)  
  
 

    Sex  
  
 

    Date of Birth       

   Social Security Number              Contract Number     Home Telephone Number    
 
    

   Work Telephone Number   
 
   

    Mailing Address 
 
 

    City     State     Zip Code 

 
 I, ____________________________________________________________________, wish to decline coverage in the Local Government Health  
                                       (name of local government employee) 
  Insurance Program.  I affirm that I currently have other acceptable health insurance coverage* through _______________________________________ 
                                                                                                                                                                              (name of employer/company) 
 My other insurance carrier is: 
   NAME OF INSURANCE COMPANY: 
 
   ADDRESS: 
 
   CITY: 
 

   STATE:    ZIP CODE: 

   TELEPHONE NUMBER: 
 
* You must attach a current letter from employer/insurance carrier verifying coverage with the above-named carrier.   
  A copy of your insurance card IS NOT acceptable as proof of coverage. 

 
Employee Status:                    Full-time Employee 
 
NOTICE:    

Under the Health Insurance Portability and Accountability Act, the LGHIP must offer a special enrollment period in addition to open  
enrollment for those employees who experience a qualifying event such as loss of their other acceptable coverage or the  
addition of a dependent. However, since the LGHIP already requires that an employee enroll in the plan when they lose other  
acceptable coverage, special enrollment will only apply to the following qualifying events not related to loss of coverage: 
• the addition of a new dependent through birth, adoption or marriage or 
• a substantial change in their other acceptable coverage or 
• a substantial change in the cost of their other acceptable coverage. 
 
All employees who lose their other acceptable coverage, whether voluntarily or involuntarily must submit an enrollment form to  
the LGHIB with coverage effective as of the date coverage is lost.  
 
To be eligible for special enrollment an employee must submit a declination of coverage form with proof of other acceptable coverage. 
Persons requesting special enrollment must notify the LGHIB in writing within 30 days of the qualifying event.  
 
Notification must include:  
1. a letter requesting participation in the special enrollment; and 
2. a completed Enrollment form; and 
3. if proof of the qualifying event is not submitted with the letter requesting special enrollment and the completed enrollment form,  
 the proof listing the reason and date of loss for all individuals affected by loss of coverage (e.g., employment termination on  
 company letterhead) must be submitted within 60 days of the qualifying event. 
 

   Full-time Date of Hire: 
 

   Employee Signature: 

   Local Government Unit Name: 
    
   Account Number: 
 

   Date: 

   Signature of Insurance Clerk: 
 

LOCAL GOVERNMENT HEALTH INSURANCE BOARD 
POST OFFICE BOX 304900 

   MONTGOMERY, ALABAMA 36130-4900 
(334) 263-8326 | 1-866-836-9137 | FAX: (334) 517-9778 

FOR LGHIB USE ONLY 
 

 

Date: __________ 
 
Initials: ________ 
 

ACA Eligible 
(Must submit documentation) 

Elected Official  



Discrimination is Against the Law 
 

The Local Government Health Insurance Board (LGHIB) complies with applicable federal civil 
rights laws and does not discriminate on the basis of race, color, national origin, age, disability, 
or sex.  The LGHIB does not exclude people or treat them differently because of race, color, 
national origin, age, disability, or sex.  

 
The LGHIB: 

 
• Provides free aids and services to people with disabilities to communicate effectively with 

us, such as:  
o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic 

formats, other formats)  
• Provides free language services to people whose primary language is not English, such 

as:  
o Qualified interpreters 
o Information written in other languages 

 
If you need these services, contact 1-855-216-3144 or TTY: 711. 
 
If you believe that the LGHIB has failed to provide these services or discriminated in another way 
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with the 
Section 1557 Coordinator, 201 South Union Street, Montgomery, Alabama, 36104; Direct: (334) 
263-8402; Fax (334) 263-8711; Email: 1557Grievance@lghip.org. You can file a grievance by 
mail, fax, email or in person. If you need help filing a grievance, the Section 1557 Coordinator is 
available to help you.  
 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available 
at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:  
 
U.S. Department of Health and Human Services 
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD) 
 
 Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 

 
 
 
 
 
 
 
 

 
 
 



Multi-Language Interpreter Services 
 

Spanish: ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
Llame al 1-855-216-3144 (TTY: 711). 

 
Korean: 주의: 만약 당신이 말하는 스페인어, 당신은 당신의 처리 무료 언어 지원 서비스에 있다. 전화는 1-
855-216-3144 (TTY: 711). 

 

Chinese: 注意︰ 如果讲西班牙语，有免费的援助语言及其处置服务。调用 1-855-216-3144 (TTY: 711)。 
 

Vietnamese: Chú ý: Nếu bạn nói tiếng Tây Ban Nha, bạn có lúc xử lý ngôn ngữ miễn phí dịch vụ hỗ trợ 
của bạn. Gọi đến 1-855-216-3144 (TTY: 711). 

 
Arabic: ه ان إذا :تنبي دث ك بانية يتح ي ،الإس ص وف دماتها من التخل اعدة خ ة بالمس دعوة .اللغوي ى ال  3144-216-855-1 إل
(TTY: 711). 

 
German: Achtung: Wenn Sie Spanisch sprechen, müssen Sie Ihre kostenlose Hilfe Serviceleistungen zur 
Verfügung. Aufruf an die 1-855-216-3144 (TTY: 711). 

 
French: ATTENTION : Si vous parlez espagnol, vous avez à votre disposition linguistique gratuite 
assistance services. Appel à la 1-855-216-3144 (ATS : 711). 

 
Gujarati: ચુના: જો તમ ેજરાતી બોલતા હો, તો િ◌ ન: કુ ભાષા સહાય સેવાઓ તમારા માટ ઉપલ ધ છ. ફોન કરો 1-1-855-
216-3144 (TTY: 711). 

 
Tagalog: PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong 
sa wika nang walang bayad. Tumawag sa 1-855-216-3144 (TTY: 711). 

 
Hindi: ान द: यिद ेिनश बोलते ह, अपने िनपटान पर सेवाओ ंकी भाषाई सहायता िन: शु  है। 1-855-216-3144 कॉल 
(TTY: 711)। 

 
Laotian: ໂປດຊາບ: ຖ້າວ່າ ທ່ານເວ ◌້າພາສາ ລາວ, ານບໍລິການຊ່ວຍເຫ ◌ຼ◌ືອດ້ານພາສາ, ໂດຍບ່ໍເສັຽຄ່າ, ແມ່ນມີພ້ອມໃຫ້ທ່ານ. 
ໂທຣ 1-855-216-3144 (TTY: 711). 

 
Russian: ВНИМАНИЕ: Если вы говорите на испанском языке, вы имеете в вашем распоряжении 
бесплатные помощи услуги. Вызовите 1-855-216-3144 (TTY: 711). 

 
Portuguese: Atenção: Se fala espanhol, tem em seus serviços de eliminação de assistência linguística. 
Ligue para o 1-855-216-3144 (TTY: 711). 

 
Turkish: Dikkat: İspanyolca, elden çıkarma ücretsiz dil yardım hizmetlerinde varsa. Aramak için 1-855-216-
3144 (TTY: 711). 

 
Japanese: 注意: あなたがスペイン語を話す場合、あなたはあなたの処分無料言語アシスタンス 

サービスでありま. 1-855-216-3144 を呼び出す (TTY: 711) 
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