h T tax Form To: OR  Mail To:
- = EONI;IA)LE& V\MElg ;1: {805} 987-7491 Golder Wesl Dentai & vision
PO Box 5066

Oxnard CA 93031-5066

EMPLOYEE CHANGE OF STATUS FORM

To be completed by Employee

Instructions: _}
' Complete Section | and any cther aponcable sechon(s) sign and date  Mail or fax this form clong with ony necessary supporting documentatior ic the |
addiess or nunber lisiea cbove !
It you are changing /our nome piease enier #Our onor name i Sechion | and your new name in Sechon 2 along with the reason for the nome change |

fvou are enrolled in the DHMO pian and aie us
only need to compiete Seclion | and Hil n names and orovider nympers
monih i order ic become effective the first of the folloaing month
io 3 prowiders of each tvpe per iamily)

w N

ng this form fo change or selec! a network pravider for yoursell and/or currently enrolled dependenrts yoy i
'nsechon 3 Please note that provider changes must be recevad by the 20" of the
Each family member may selec! their own dentis' ortrodontist and vision provider (up |

1. Employee Information
: Sociai Secunty/ID Ne ] Ltast Name ]— First Ngme 1ol .' Effective Dare of Change
| | j : I
l_ | ! : : 1 | / /
| Groug No | Business Phone

Name of Employer

Santa Barbara City College

L ANA000] ¢ o5, ees-o0sen

2. Change Name/Address/Phone

[ New Name | Reason for Name Charge _;

| . & Marriage T Divorce 0 Other = |

— ! i

| New Street Address City/State/2ip { New Phone No i

| |

{ | [ ¢ ! !
3. Add/Delete Dependent Coverage or Chcnge!Select DHMO Providers (if employee is enrolled in the DHMO plan)

[ T T N T T S

H | Date of Birth .

Add/Delete | Last Name First Name MI | Gender MM/DD/YY Dentist# [ Ortho# | Vision #
Self [ |[

I Spcuse/Cemeshc Partner _ I i 1
= Add : O Male ! I J | |
 Delete | — Female | ) [ ] |

| = Adg o ! | = mate [ I: f |

| | f

| = peiste | ; ! | O female i | 1

[ Cr f !

| 5 Ade ! it I ! o sgle | | | !

| | 1 !

| = Delere | ] | | Grfemale | | [ ! i

| TChie ! ‘ 1 f —

|' = Ada j ' [ i J O mole | | ‘

! o Delete | | | | = femce | [ | :

i 1}

i If adding spouse or domestic partner olease give regson’ 3 vigrmage O Doresic Poriner Reaisrranc {J Court Order Daie of gvear — I |

! [0 Brth/Adosnon of Crid O (oss of Cther Coverage [ Other IPlecse Explain) e L |

I
Doz 21 Even i H

I adding cependent chidiren] oease give regson I marmage L &l ]

O Otner fPlegse Exoiaint __ e e e

Note: If dependent child is over the age of 19 o Dependent Verification Form will need to be completed and must accompany this form

If deleting depencert covercge olease g
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4. Terminate Coverage While Actively Employed

ram actively employed ana eligible for benefits thraugh My emplover named i Sechon |

ceverage for any enrollea deoenrdents will terminate or the

sericds ard/or reduced benefii or my coverage oo
request fo terminate coverage is received.

fwish fo terminaie the foilowing coveragels) | undersiand that
sarre date | unaerstond fhat it aisk lo re enol ot o later gate | mMay De sublect (¢ watirg
uidbe denec Note: Coverage will be terminated on the last day of the month in which a completed

Plecse ‘ermirgie *he folicvrng <overagels) I Reasor for tarminafion

Z Dentolmar — oW Coveres ynder my spouss < SMOI0 /21-550SOET QIGN
ssor Plar 90GE or Jision Advontoge E Otrer picose explawmy si - . -

X /
Signature of Employee Date (MM/DD/YY)




