
COBRA Premium  
Subsidy Waiver Form

__   I would like to elect COBRA, but waive my COBRA 
premium subsidy. I understand that waiving the subsidy 
is irrevocable.  

 
_____________________________________________________
Employee signature     Date

Please have your employer notify Fallon Community Health Plan 
of your decision to waive the COBRA subsidy by forwarding a 
copy of this form to FCHP.
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