Barrow County
CHANGE of Coverage Request


_______



               






 Employee Name



   Requested Eff. Date of Change
      

Medical Change Requested:
Add Medical
                  

                Circle One
Add Dep to Medical        

                          100%
Drop Medical                   

                     80%
Drop Dep from Medical  



Dental Change Requested:

Add Dental
                  

                Circle One
Add Dep to Dental          

                          HIGH
Drop Dental                     

                          LOW
Drop Dep from Dental    



Vision Change Requested:

Add Vision
                  


Add Dep to Vision          



Drop Vision                     



Drop Dep from Vision    



Other Change Requested:

Address Change             


Vol Life Amount            

    EOI Completed___Y___N
STD Amount                   



LTD Amount       
     



Other

       
     


Name of Dependent:





        D.O.B:




Name of Dependent:





        D.O.B:




Name of Dependent:





        D.O.B:




New Address:












     

Notes:           
                                                                                   



                                                                                                          

     
                                                                                                              
                                                                                                                                                  
Reason/ Qualifying Event:
Loss of Coverage             


 



Marriage
                  


Divorce
                  


Open Enrollment            


Other 

                  



 





  
          



  
          .
       Employee Signature   




     Authorizing Signature for









               Barrow County








                                                                         

            Date




                          

Date


