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MEDICAL BENEFITS CHANGE FORM

I am changing coverage for:
Myself,
My spouse
My dependent(s)

f would like to:

Terminate coverage

Add/Change dependents covered

lunderstand that if | have a newly eligible dependent as a result of marriage, birth, adoption, or placement for
adoption, | may be able to enroll myself and my eligible dependent(s). However, | must request enrclliment
within 30 days after the marriage, birth, adoption, or placement for adoption.

If you are adding dependents to your plan please complete an enroliment form as well.
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1 MIUST select a coverage level before adding any benefits in Section C. Your coverage level for the all benefits in Section C
| be identical.
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REQUIRED SIGNATURE

areby authorize my employer to deduct thereqmredpremlum contributions from my payroll earﬁfhgs i canceiviviwr;é ch:é;}érage,
aderstand that | have been offered an opportunity to become covered under the Essential StafCARE plan, and | have chosen

JT to take advantage of this offer. | understand that deducti
1 processed by PAL Deductions will not be refunded.
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