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 OPEN ENROLLMENT  

ONLINE ASSISTANT AUTHORIZATION FORM 

Employee Name: 

County:   

Current Mailing Address: 

City: Zip Code: 

Email: Phone: 

I, _________________________________________, authorize _______________________________________ to complete 
the online enrollment of benefits on my behalf and am aware and familiar with the ACKNOWLEDGEMENTS 
BELOW that are being checked throughout the Enrollment process. 

ACKNOWLEDGEMENTS 
 I AGREE THAT I HAVE REVIEWED THE BENEFIT OPTIONS AVAILABLE AND ACCEPT FULL RESPONSIBILITY FOR MY ELECTION CHOICES AND 

DECISIONS.  
 I HEREBY AUTHORIZE MY EMPLOYER TO MAKE ANY REQUIRED PAYROLL DEDUCTIONS FOR THIS COVERAGE. 
 ANNUAL NOTICES ATTESTATION - AS MANDATED BY THE FEDERAL AFFORDABLE CARE ACT (ACA), THE COUNTY MUST PROVIDE SUMMARIES 

OF BENEFITS & COVERAGE (SBCS), HIPAA PRIVACY RIGHTS AND MACO HCT PRIVACY PRACTICES TO ALL ELIGIBLE EMPLOYEES, ELIGIBLE 
ELECTED OFFICIALS, ENROLLED NON-MEDICARE ELIGIBLE RETIREES AND COBRA PARTICIPANTS. IN ADDITION, THE CHIP PROGRAM AND 
WHCRA ACT DOCUMENT ARE ALSO AVAILABLE.  YOU MUST SELECT THE BUTTON ATTESTING THAT YOU HAVE BEEN PROVIDED ACCESS TO 
THESE DOCUMENTS. 

 I CERTIFY THAT THE INFORMATION PROVIDED IS TRUE AND ACCURATE. 
 I UNDERSTAND THAT KNOWINGLY PROVIDING INACCURATE OR INCORRECT INFORMATION MAY BE CONSIDERED HEALTH CARE FRAUD.  
 IF WAIVING BENEFITS, I UNDERSTAND THAT THIS WAIVER OF COVERAGE MAY AFFECT THE ABILITY TO OBTAIN COVERAGE LATER EXCEPT 

DURING APPLICABLE “SPECIAL ENROLLMENT EVENTS” AND “OPEN ENROLLMENT”. 
 I UNDERSTAND THAT IF I DROP DENTAL OR VISION COVERAGE, I WILL NOT BE ABLE TO ENROLL FOR TWO YEARS. 

CHECK ONLY THE BOXES BELOW THAT ARE APPLICABLE: 
1. BENEFIT ELECTIONS 
 I want to keep my benefits the same as the previous plan year and I authorize the County or MACo HCT to 
make the same elections in the online tool on my behalf.  I am responsible for reviewing the summary of my 
benefits sent to me and notifying them before the close of open enrollment of any potential errors or issues. 
 I would like to make the following changes to my previous plan year benefits, and I authorize the County or 
MACo HCT to make the change in the online tool on my behalf:_____________________________________________ 
 

 
 

 
2. CONTINUING TO WAIVE ALL COVERAGE – I would like to continue to waive coverage because: 
 I have other coverage.  
 OR List other reason: _____________________________________________________________ 

3. DEMOGRAPHIC AND BENEFICIARY INFORMATION  
 My demographic and beneficiary information has not changed OR 
 List changes: ____________________________________________________________________ 

 
 

 MEMBER SIGNATURE:   ___________________________________________     DATE SIGNED:  ________________ 

**PLEASE SEND SIGNED COPY TO macohctenroll.org*** 
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