Essential StaffCARE Plan 2 - CHANGE FORM 219301-EMP

Mail / Fax To; Plamed Administrators, Inc, Telephone (866} 798-0803 Unﬁd‘et‘wrilten by
PO Box 6702, Columbia, SC 29260 Fax (803) 264-0772 BCS Insurance Company
Qakbrook Terrace, II.
is form ONLY if y ' i i ur coverage or terminating coverage

)’_ Social Security Number ':L..é_t]__i:l_ _&_%. __g.Q Date of Birth ©21 /2 | Hz> Sex
Name IF;?{%/Q % A—% Z Home Phone 7,;26/ {;295 - L# 8’7—3
suect Addres’. [ 6370 (SR £ Asy )i Th 'ﬂ/awﬂ City ,)41) Yo Sae (0 zip ST/

Employer Hire Date & le /e
Add/Change Dependent Information
Dependent Name Social Securily Number Date of Birth Relationship Gender

DAddrcss Change DNamc Change DAdd Dependent(s) DCovcmgc Change DBcncﬁcim‘y Change DTerminate Coverage

Reason for Termination (only select one)

D TE- Termination of Employment DT4- Deceased DT’?— Non FMLA Leave of Absence DTU- Unknown
0'12- Termination due to Retirement  [}735- Loss of Dependent Status Ors- Divorce/l.egal Sceparation [Jrv- Voluntary Termination
1 T3- Termination due to Employee’s [0 T6- Reduction of Hours OTe- USERRA/Military O TSs- Termiration with

\/Iedlmre Entlllement

PLAN CHANGES ;'Select the chfu_._fg":q; you wish fo make for ¢iich benetit, "

Severance
B B T

Select Coverage Levei
You MUST select a coverage level before adding any benefits. Your coverage fevel will be identical for each benefit.

%Employec Only D Employee + 1 D Employee + Family DTerminate all Coverage
Medical/Rx'

Weekly Rates

l:l ENROLL |:| NO CHANGE $20.91 Employee Only $56.67 Employee + Family
@ CANCEL $42 .44 Employce + |
Dental Weekly Rates | Short-Term Disability ? Weekly Rates
EI ENROLL $ 6.17 Employee Only D ENROLL

CANCEL $12.34 Employee + 1 [:I CANCEL  $4.20 Employee Only

NO CHANGE $20.36 Employee + Family |:| NO CHANGE
Term Life

Weekly Rates

D ENROLL 40,60 Employee Only
D CANCEL $0.90 Employee + |
NO CHANGE $l 80 Employce + }‘allﬂly

Ufhis coverage is not available to residents of NH, HI, or PR. 287D is not available to persons who work in CA, HI, NJ, NY, or RI.
Add/Change Life/AD&D Beneficiary

Primary /4' Y2 l1414 /Mﬁf’r_/é' %ﬂ P Secondary
Relationship D/ﬂ/)fféﬁ’f Relationship

I hereby authorize my employer Lo deduct the required premium contributions from my payroll carnings. If cancelling coverage,
I understand that [ have been offered an o pm lunity Lo become covered under the Essentiat StaffCARE plan, and I have chosen NOT to

take advantage of this offer. | undc ls/t;n ‘}dedual 15 )la)’ contmue under my old elections until this form is received and processed
by PAI. Deductions wi /not re ded.

) Signature™™ s /// Dale 2//@/ /y//
Form: hSé\L}%ﬁ(Pﬂ/ 4 / -




