
 

Marathon County 

Health Plan Cancellation 
 
I _______________________________________ Department:_____________________________  
                          (print name)  
Am enrolled in the following Health Benefit Plan:  Single______   EE+1______   Family______ 
 
This is to certify that I wish to cancel Health insurance benefits for the following persons:   
_______ Myself and all covered Dependents 
_______ Dependents only (list names: __________________________________________) 
 
I am cancelling the above persons coverage because: (check all that apply) 
 

_______ Enrolled in other available health plan benefits 
_______ Premiums 
_______ Other - Reason:  ______________________________________ 
 
Cancel coverage indicated above effective:________________________ 
 

Health Reimbursement Account (HRA) Cancellation of Coverage 
 

I understand the employer contributions made to my HRA are contingent on my active enrollment 
status and contributions are based on the plan I am currently enrolled in (single, EE + 1, or family) and 
are subject to change mid-year if my enrollment status changes. I understand that employer 
contributions will not be made to my HRA if I cancel my health insurance with Marathon County 
 

IMPORTANT:  Please Read Before Authorizing Cancellation of Coverage 
 

I understand there is an annual “Open Enrollment” for Marathon County’s Health Benefit Plan.  I 
understand I or any eligible dependent may only re-enroll under Marathon County’s Health Benefit 
Plan during the annual Open Enrollment or if I am an active employee who is eligible for insurance 
benefits and if I or an eligible dependent incur one of the following mandated qualified events:  
 

 Divorce or legal separation 

 Involuntary loss of other health coverage 

 Termination of employment 

 Death 

 COBRA is exhausted 
 

I further understand that I must furnish proof that such qualified event occurred and that I must 
provide written request of such enrollment within 30 days of the qualified event date to be eligible for 
Special Enrollment rights provided under the Marathon County’s Health Benefit Plan. 
 
 

____________________________________  ______________________ 
                     Employee’s Signature                                          Date  
 
Return this form to: Marathon County Employee Resources 
   500 Forest Street 
   Wausau, WI  54403 
 

IMPORTANT:  If canceling coverage for dependent/s, please provide their current  
                        mailing address so a mandatory COBRA notice can be mailed to them. 
 
Dependent Name:  __________________________________ 

Current mailing address: __________________________________ 

    __________________________________ 

 


