
CAREINGTON International
Employee Cancel / Change Form

Name___________________________________  SS #_________________________

Group Name____________________________________ Member #_____________

************************************************************************

_______ Cancel Coverage:

I wish to cancel my coverage effective ___________.

_______ Change coverage:

Effective ___________, I wish to change my coverage

From: To:
Employee Only Employee Only
Employee + One        Employee + One
Employee + Family Employee + Family

List Added/Canceled Dependents:

Name_______________________________ Birthdate_____________
Name_______________________________ Birthdate_____________
Name_______________________________ Birthdate_____________
Name_______________________________ Birthdate_____________
Name_______________________________ Birthdate_____________

_______Address Change:

_________________________________________
_________________________________________
_________________________________________

_______Name Change:

Change my name from_______________ to__________________

Employee Signature_______________________________  Date________________


