The Diocese of Rockville Centre MEDICAL / DENTAL ELECTIONS
Office of Human Resources CHANGE REQUEST FORM

PARTICIPATING EMPLOYER INFORMATION

Name of Participating Employer City/Town Org #

INDIVIDUAL’S PERSONAL INFORMATION

Last Name First Name M.I.
SSN Date of Birth Gender

Home Address — Line 1 Home Address — Line 2

City State ZIP Home Telephone

Changes to your medical and/or dental coverage elections — other than during the annual open enrollment
period — are permitted only if you have a Qualified Family Status Event and submit the documentation to
support such a change. Information on changing your coverage elections as well as a list of what is regarded
as a Qualified Family Status Event is provided on the reverse side of this form.

REQUESTED CHANGE(S)
Begin Coverage(s): Medical Dental

End Coverage(s): Medical Dental Effective Date

Add (A) / Remove (R) the following individual(s) to / from the indicated plan(s)

Medical Dental Reason
Name SSN Date of Birth Relationship * (A/R) (A/R) Code **

* S — Spouse D - Daughter S-Son

** 1- Birth or adoption (Attach copy of certificate of birth or adoption.) 5- Dependent over age or married (Attach copy of certificate of marriage.)
2- Marriage (Attach copy of certificate of marriage.) 6- Death (Attach copy of certificate of death.)
3- Divorce or legal separation (Attach copy of decree.) 7- Enforcement of a Qualified Medical Child Support Order (Attach copy of
4- Change in employment. (Attach copy of termination and HIPAA Order.)

letters or proof of new coverage.)

VERIFICATIONS
Date Date
Signature of Participating Employer’s Authorized Individual Signature of Employee

Date Received Approved / By HBO Updated / By Confirmation Released / By




When You Can Make Changes to Your Medical and/or Dental Benefit Elections

You can change your benefits and/or levels of coverage during the annual open enrollment period.

Outside the annual open enrollment period, except in certain cases involving a significant reduction in
health coverage or a significant increase in the cost of health coverage under the Benefits of Caring health
program, you may change your elections during the program year only if:

. you experience a “qualified family status event” as defined under the program and

« your change in benefit election is consistent with that “qualified family status event”.

Qualified Family Status Events include:

« birth or adoption of a child,

« marriage,

. divorce or legal separation,

« change in a dependent’s eligibility (for example, if a dependent reaches the age limit or gets married),
death of a spouse or dependent child,

« change in employment that affects benefit coverage for you, your spouse or a dependent child.

Changing Your Elections

If you have a Qualified Family Status Event and are seeking to change your benefit elections, you must:
« notify your employer, and

« complete and return this Medical / Dental Elections Change Request Form to the Plan Administrator,
along with appropriate proof of the status change (e.g., a marriage certificate, birth certificate,
adoption decree or death certificate) within 30 days of the date of the actual event. For example,
within 30 days of the date of birth or within 30 days of the loss of benefits by your spouse.

If you do not provide the appropriate documentation to the Plan Administrator within 30 days, you will
not be able to make any benefit election changes until the next open enrollment period.

Please note that the benefit change you make must be consistent with your status change. For example, if
you get married, you may add your spouse to your medical coverage, but you may not change your
medical plan choice until the next open enrollment period.



