GROUP MEMBERSHIP CHANGE FORM. -- CLASSIFIED
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List names below of dependents to be added or dropped from your medical coverage.

Complete the information below for all family and/or spouse additions or medical office selections and/or changes. Check the disabled box only if the condition prohibits the member from working or performing daily activities. Please indicate if family miembes is covered by another health insurance
plan by checking the Other lealth coverage box. Camplete the Prior Coverage section below, if applicable.

If adding dependents you must provide: Marriage Certificate, Birth Certificate(s) or proof of legal
adoption to validate each dependent you are applying to add te your medical coverage.
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PRIOR COVER

If, immediately prior to becoming efigible for this plan, you or your eligible dependents were cavered under any public or private heaith care coverage, please complete the section below to receive credit for that coverage.
According to Federal Law, your employer or former carrier must provide you with a certificate that shows evidence of yaur prior coverage. We reserve the right to request a copy of this certificate.
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