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Human Resources & Payroll Department

LIFE EVENT CHANGE FORM
________________________________
________________________
_____/_____/_____

 Employee’s Name
Social Security Number
Effective Date

Change my MEDICAL COVERAGE election to:                              Include name, social security



____  No coverage

                                      number, and date of birth

____  Single coverage
 FORMCHECKBOX 
 Pre-tax   FORMCHECKBOX 
 After tax                      for new dependents covered:

____  Family Coverage
 FORMCHECKBOX 
 Pre-tax   FORMCHECKBOX 
 After tax                       __________________________

                  
                                       __________________________

Change my DENTAL COVERAGE election to:                                 __________________________


____  No coverage
                                       

____  Single coverage
 FORMCHECKBOX 
 Pre-tax   FORMCHECKBOX 
 After tax                      

____  Family Coverage
 FORMCHECKBOX 
 Pre-tax   FORMCHECKBOX 
 After tax                      
Change my LIFE INSURANCE election to:


____  Basic
                                       

____  1x


____  2x

Change my LONG-TERM DISABILITY INSURANCE election to:


____  Pre-tax
                                       

____  After tax
Change my FLEX SPENDING ACCOUNT – HEALTHCARE election to:


$_________________  per pay period 

Change my FLEX SPENDING ACCOUNT – DEPENDENT CARE election to:


$_________________  per pay period



This request is being made due to the following change in my life status:

[image: image1.png]

____  Marriage, date ____/____/____ Name Change _______________


____  Divorce, date ____/____/____


____  Legal Separation ____/____/____


____  Birth or adoption of child, date ____/____/____  Child’s name _______________


____  Change or loss of spouse’s health coverage, date ____/____/____


____  Child Losing Dependent Status, date ____/____/____


____  Other, please indicate: ________________________________________________



Form MUST be submitted within 31 days of the event to the Office of Human Resources or changes will not be made.
_________________________________________________     ________________________

Signature                                                                                       Date
	HR/PR Use Only:                                                                              
 FORMCHECKBOX 
 PR Entered    (Date:        

 FORMTEXT 
     )                                                                         BANNER ID#:     ____________________  
 FORMCHECKBOX 
 HR Notified Vendor  (Date:        

 FORMTEXT 
     )

Notified COBRA    FORMCHECKBOX 
 Y (Date:        

 FORMTEXT 
     )       FORMCHECKBOX 
 N/A


(Attach Copy of New Social Security Card)








