
Medical Benefits - CHANGE / TERMINATION FORM
EMPLOYEE INFORMATION
Last Name First Name Initial Social Security Number

REASON FOR REQUESTED CHANGE
   1. Addition of Dependent Coverage Date of Marriage, Birth, Adoption Employee Only Comprehensive Option

Spouse Natural Child Employee + One Basic Option
Adopted Child Stepchild                 /                       / Employee + Family COB Option

   2. Termination of ALL Dependent Coverage - Reason Effective Date NETWORK SELECTED Catastrophic Option
                /                       / Blue Cross - CA La Nueva Frontera Option

Arizona Foundation - AZ Comprehensive + Frontera Option
   3. Termination of Named Dependent(s) Effective Date

Spouse Child(ren) EMPLOYER USE ONLY

Name(s)                 /                       / Name of EMPLOYER (District)
Reason(s)

   4. Change Plan Option (Open Enrollment Only) Effective Date Employment Date
From: To:                 /                       /

   5. Change Status Effective Date Employment Status
Retiree COBRA                 /                       / Full Time Retiree COBRA (attach form)

   6. Termination of Life Insurance Effective Date Part Time Disabled
Basic Life AD&D Dependent Life                 /                       /

   7. Reinstate Coverage Effective Date EJP OFFICE USE ONLY
ALL Employee Dependent                 /                       / Date Received: ___________________________________________________

   8. Cancel ALL Coverage Effective Date Date Processed: __________________________________________________
Termination of Employment Leave/Lay Off                 /                       / Processor: ______________________________________________________

   9. Other Changes
Name Address

Employee Signature Date
Name

X
Address

City Zip Country

Use this space to list eligible dependent changes. Last name required if different from employee's
Spouse's Name Date of Birth Sex SSN

              /                     / M F
Dependent's Name Date of Birth Sex SSN Relationship

              /                     / M F Son Daughter Other
Dependent's Name Date of Birth Sex SSN Relationship

              /                     / M F Son Daughter Other

COVERAGE SELECTEDEMPLOYEE ELECTION

EMPLOYEE MUST SIGN HERE

angie.diaz
Typewritten Text

angie.diaz
Typewritten Text

angie.diaz
Typewritten Text

angie.diaz
Typewritten Text
------------

angie.diaz
Typewritten Text
---------------

angie.diaz
Typewritten Text


	Last Name First Name Initial: 
	Social Security Number: 
	2 Termination of ALL Dependent Coverage  Reason: 
	Name of EMPLOYER District: Imperial Community College District / Imperial Valley College
	Name: 
	Address: 
	Spouses Name: 
	Dependents Name: 
	Relationship  Son  Daughter Other: 
	Dependents Name_2: 
	SSN_3: 
	Relationship  Son  Daughter Other_2: 
	Text28: 
	Text29: 
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	First Health: 
	Check Box38: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Text46: 
	Text47: 
	From: 
	to: 
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Text60: 
	Text61: 
	Text62: 
	SSN_2: 
	SSN_1: 
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 


