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SECURIAN" Membership Maintenance Form

PART A - EMPLOYEE INFORMATION

Employee’s Las! Firsl Middie Initial Social Security Number
Name: / /
Gender: Mals  Female Marital Single Married Widowed Divarced Lepally Separaled Date of Birth (Month-Day-Year)

O O staws: [ [ O ] [ / /

Emp[oyee’s Address Home Phone Number Work Fhone Number
Address:

D Check ¥ Cily State Zip Code

New Address
PART B - CHANGE REQUEST - Check All Categories That Apply — Provide information Requeshed By Category

[ Name Change 0 Terminate Employee and All Dependent Coverage
Former Name: Date of Termination: ! !

New Name: Date Coverage Ends: ! /

[0 Change Employee Group/Subgroup (Move individual to [ Change Plan Option at Open Enrollment (Applies only if

diffsrent group/subgroup number including COBRA subgroup} Group offers multiple Plan Options)
From: To: | elect to participate in the following Plan:
Effective Date of Change: W, / O PlanA - O PlanB [J Planc [J] Planb

Qualifying Event Code Coverage Type Change Request Category Date of Qualifying Event ! Effective Date of Change
Employee Only / / / /
Ermployse & Spouse ' ! ! ' ! {
Employee & Dependant Child{ran) / / ! !
Family / ! ! !
PART C - DEPENDENT INFORMATION - Addmg or Droppmg Dependents May Require a Coverage Type Change in Part B
Relationship First Name, Middie Initial, Last Name ’ Date of Birth | Full Time
Add Drop| To Employes | {Inciude Last Name Only if Different From Employee’s) | Gender | Month/Day/Year | Student? | Unmarried?)
Spouse M|F i / :
Dependent Child M| F / !
Dependent Child M| F f ! Y N Y N

PART D - EMPLOYEE SIGNATURE - See instructions for additional information.

| choose io make changes as indicated on this form and autherize payroll deduction, if applicable. If Part E is completed, | have slected to continue
coverage under this plan dug ta the qualifying event indicated above and | understand that in order to retaln my coverage continuation, | must mest the

required payment obligations and/or other conditions a2 may be required.

Employee Signature: Date:
PAR DERA ployee ‘Note omplete O onroliing o OBRA bene ploye D a8y require baroup Qe
Select One: [ Group Billed ] Direct Billed
Select Qualifying Event Numbet: 3 Employee Total Disability 5 Employee Eligible For Medicare
1 Employee Termination or Reduction of Work Hours 4 Divorce or Legal Separation 6 Dependent No Longer Eligible
2 Employee Death
Coverage Continuation Applies To: Event Number | Date of Qualifying Event | Social Se.
[T Employee & All Dependents Currently Enrolled ! /
1 Employee Only ! {
[ Spouss Only ! { - -
(] Dependent{s) Only — List Names in Part C ! ! - -
[0 Employee & Spouse ! !
[ Employes & Dependent Child(ren)-List Names in Part C ! {
{PARTF.— GROUP INFORMATION - THIS;PART TO:BE:COMPLETED:BY EMPLOYER. . .
Group Name:r Brunswick School Dept Group & Subgroup Numbers: 5093 -0103
Group Representative’s Signature! Date: Phone Number: ( 207} 21391900

+ Send Original Copy to Securian Dental + Ratain Copy For Your Records+ E72a Securian 03/31/08




