
Request for Change 
Instructions: 

Employee: Comp:ete form zmd sign as required below. 
Return this form to your employer. 

Employer: Process the changels), as necessary. 
Place the original in the employee's permanent file. 

Account# 

Policy Changes 

:J Change address to: (Include zip code) 

:J Issue duplicate policy/certificate 

Coverage Reduction 

ING..il> 
EMPLOYEE BENEFITS 

P{} 

Policy. Certificate # 

!nj:t~·:mL.'t..' Cumpun:, 
Jli::nc,;po/:.'>, .\lu:ncsn:,; 55.:..:'1 

:J Reduce employee coverage from "'------to effective (month, day, year) 

'] Reduce spouse coverage from y ______ to effective (month, day, year) 

:J Reduce children's coverage from "'------to $ ______ effective (month, day, year) 

Coverage Cancellations 

.'] Cancel policy/certificate effective (month, day, year) 

'J Cancel spouse coverage effective (month, day, year) 

:J Cancel children's coverage effective (month, day, year) 

Youngest child reached maximum age (see policy) (month, day, year) _______ (Attach a copy of birth certificate). 

FOR EMPLOYER/PLAN ADMINISTRATOR USE 

by 

3783111 E-Ship: i 24197 (9. 04) 


