
 
ACKNOWLEDGEMNT OF RECEIPT OF  

HEALTH INSURANCE MARKETPLACE COVERAGE OPTIONS & 
YOUR HEALTH COVERAGE 

 
 
 
 
 

I acknowledge that I received the new Health Insurance Marketplace Coverage Options and 
Your Health Coverage information.   
 
 
 
 
 
 
_________________________________________   _________________ 
Please Print Your Name      Date  
 
  
_________________________________________    
Employee’s Signature         
 
 
 
 
 
 
 
 
 
 
cc: Official Personnel File  


