
 

 

I acknowledge that I have received the paperwork for the health insurance marketplace coverage options. 

 

 

____________________________________________ 

Print Name 

 

____________________________________________ 

Signature 

 

_________________________ 

Date 

 

 

 

____________________________________________ 

Witness Name 

 

____________________________________________ 

Witness Signature 

 

_________________________ 

Date 

 

 


