
STATUS CHANGE FORM

SUBSCRIBER / EMPLOYEE NAME (LAST, FIRST, MIDDLE INITIAL)

(THE SUBSCRIBER/EMPLOYEE WILL BE NOTIFIED ONCE A DETERMINATION HAS BEEN MADE AS TO WHETHER THE CHILD DOES OR DOES
NOT QUALIFY FOR COVERAGE UNDER THE PLAN.)

SUBSCRIBER / EMPLOYEE 

3/05

•• Please be aware of COBRA requirements
to be followed in dropping coverage.

CONTINUANCE OF CHILD UNDER DISABLE STATUS?
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