Medicare Waiver Letter

The text below should be typed on your congregation’s letterhead, signed by an officer, and emailed to insuranceplans@uua.org. WE MUST HAVE YOUR LETTER ON FILE BEFORE MEDICARE CAN BE THE PRIMARY PAYOR FOR YOUR EMPLOYEES WHO ELECT A MEDICARE SUPPLEMENT PLAN. 


 


Employer Name:____________________________________________________

Employer Address: __________________________________________________

__________________________________________________________________

We certify that we have not had 20 or more employees on each working day in 20 or more calendar weeks in the current or preceding calendar year. 

We employ ____________employees.

Employer Identification Number (EIN) ___________________________________
Employer Tax Identification Number (TIN) __________________________________

 
_______________________________________________________________________
Employer Representative Name:  

_________________________________________________________
Signature of Employer Representative:                               Date:

FOR UUA USE ONLY:

Submitter’s Representative Name: ____________________________________

Signature of Submitter’s Representative ________________________________

Date: _______________________





