
Send completed tbrms to:
PHP Insurance Company, PO Box 853936,
tuchardson, rx.7s085-3e36 Change FOfm
Or Fax to: (517) 364-8416
ATTN: Enrollment Denartment

* PffiP !nsurs"cnce Cca:rpamy

Employee must sign this lbrm fbr anything other than a termination of employment.

A- Emplovee information (as it appears on ID Card)
Last -/' !

Name |oefht
First
Name .-\r lr-fr rz')

Social Security
Number

Date of
Birth / /

B. Hrnnlovee Chsnees ::ii)i

Change Address to:

Change Narne frorn: to:

C. Change in Coverage
l. Additions:

XAdd Medical Coveragc ! Add Denral Coreragc
Qy*ifying evcnt reason:

fl nirrtr ! Rdoprion ! N4arriage

n Loss ofother coverage D Other (specify):

Effective Date of
Addition:SrlrlA

2. Terminations:
f] Al[ coverage I Medical

I Dental

f_l For employee and all
covered dependents

! For dependents listed
below

Reason:

Ll lermrnatron Ll ueatn Ll No\\ Inelrglole

! Divorce E Dissatisfied E Other (specify):

Effective Date of
Termination:*

Reason3. Changes:
l-l Chanse to COBRA coverase l-l Chanee from Class to Class

Effective Date of change
/t

Pttrtiitramiiymem*rstoueadued/de|eledundertbisdolicy.P|caseattaehgdditjona|formifneeded.
irot be elisible if,othe.r medlcal rover&se is availabh to them throush their emolove r. i

First Name M.l. Last Name
Social Securitv

Number
Date of
Brrth Gender Rel ationshin

Medrcal Insurance available iiorn
his/her employer?

AlAdd

IChange Jusf rn
,iu t

E, |o,,*ag
3 tlttt& lv1 Sen

LlAdd
!Delete
IChange

uAdd
nDelete
!Change

D. Coordination of Benefits (Failure to comnlete this sectiou may result in delays in enroLlmenf orclaim paymenfs)
On the da'

ENo f
your coverage begins, will any family members above be covered by other medical, dental or Medicare insurance?

Yes Ifyes,pleasecompletethisscctionandattachacopvofthecard. Pleaseuseextrapaperifmorethanoneadditionalpolicywillbeinforce.
Coverage type:
D Medical Insurance n Dental lnsurance n Medicare

Policy Holder
Date of Birth I I

Name of
Policv Holder

Insurance Company
Nan-re & Phone number

Policy
Number

Policy Holder's
F.mnlover

Nledicare
Policy Number

Please list everyone covered by other insurance Coverage
Dates / /

Medicare Part A
Effective date

II
Reason lor Medicare: I End Stage Renal Disease

[Disability ! Over age 65 ! Over age 65 and rvorking
Medicare Part B
Effective Date

Medicare Parl C
Ef{bctive Date

II

Medicare Part D
Effective Date

I/
E. Employee Sigu-ature (this torm must be simed bv the employee untess cancelinA coverage duc to employee termination)

by Us on this application

5 17.364.8500.

Enplol'ee Signature Dar e S r gned ---------/------l

F,'F]or I mnlover l-se Onlv - must be comoleted in order to process
Group
Name

Group
Number

Sub Group
Number

Class

Number
Effective
Date

Date Signed:
7

E,mployer Representative Printed Name :

Employer Representative Signature (required

n * By checking this box, I certift that the

J/t

affected individual notified of the loss of coverage prior to the tetmination datewas

/ r"t

For questlons regarding this form, please e-mail - pbo.enrollment@nbomm.ors or call lhe PHP Enrollment Dspartment al (514 SeLqi?q

Medical corcrrgc rs a producl ol PlP Lrsuroncc con4rrn\ l)eDkl Lrsurucc Ls r tn)duct.ll)ella l).Dkl Ph.t N&chlgan


