
HEALTH INFORMATION CHANGE FORM
rvd) A

Last Name First Name Initial Policy No.:

Name of Employer (lf a group plan) Cert. No. (lf a group plan)

sEx MARITAL STATUS DATE OF BIRTH

D Male
tr Female

D Single n Divorced tr Manied
tr Separated ! Common Law tr Widow(er)

DD MM

OFFICE USE ONLY

tr Declined:
Date:

! Approved
Date:

Effeclive dale of Change:

Remarks:

FAMILY MEMBERS TO BE ADDED OR REMOVED
CHANGE OESIRED

(Please comolete aDoropriate section below)

FULL NAME
DATE OF BIRTH

RELATIONSHIP l. Change Coverage to: n Silver D Gold

2. Change Hospital Room Class to E 1'' E 2no E 3'o

l. tr Add Family Member

1. E Remove family Member Date:

5 n Change ofAddress

3 E Change ofAgenUBroker

7 E Change of Beneficiary

8. n Change of Employee/lnsured/Dependent's Name

9. D Terminate the above Individual Policy

10. ! Reinstate the above Individual Policv

MM

f adding a spouse, give date of marriage and provide copy of marriage certificate
'DD/MMI/YW):

f child being added was adopted, give date of adoption and provide
egal documentation:
DD/MM/YYYY}:

f removing a family member, give reason:

f adding dependent child please provide birth certificate:

)ate Occurred: DD MM YYYY

]HANGE OF ADDRESS (please state new address here):

}HANGE OF AGENT/BROKER TO:

JI,IAN(jE UF I'ENtsFICIARY
hereby designate the below beneficiary (ies) under the certificate and revoke the appointment of any existing beneflciary. I reserve the right, without

Last Name First Name Relationship to Employee

SENEFICIARY WITNESS - (Required if beneficiaries are listed)

, Name: irgnature:

L Name: irgnature:

OHANGE OF trEMPLOYEE !PRIMARY INSURED OR DDEPENDENT NAME TO:

Last Name First Name Middle Name

Reason: ! Other (specify and attach supporting documenls)

Signature of Insured Signature of Employer Dale


