Change in Status Election Form

Section 125 Premium Only Plan

Employer Name:










Employee Name:










Social Security Number:









As a participant in the Premium Only Plan, I am entitled to revoke my prior benefit election and enter into a new election in the vent of certain changes in status.

I understand that the change in my benefit election must be necessitated by and consistent with the change in status and that the change must be acceptable under the Regulations issued by the Department of Treasury.

I certify that I have incurred the following change in status:

 FORMCHECKBOX 

Marriage

 FORMCHECKBOX 

Divorce, Legal Separation, or Annulment

 FORMCHECKBOX 

Birth, or adoption, or placement for adoption of a child

 FORMCHECKBOX 

Death of my spouse and/or dependent

 FORMCHECKBOX 

Termination or commencement of employment by my spouse or dependent

 FORMCHECKBOX 

I, my spouse, or dependent have had a change in employment status, including a strike or lockout, which affected eligibility for benefits.

 FORMCHECKBOX 

A change in the residence or worksite of myself, my spouse, or dependent that affected eligibility for benefits

 FORMCHECKBOX 

My dependent satisfies or ceases to satisfy the requirements for coverages due to attainment of age, student status, or any similar circumstance.

 FORMCHECKBOX 

A cost or coverage change in benefits that affected eligibility for myself, my spouse, or dependent

 FORMCHECKBOX 

I have medical, dental or vision coverage elsewhere.

 FORMCHECKBOX 

I elect to terminate group benefits effective ___________ because I’m enrolling in 







          (date) 

      the State Marketplace Exchange (Obamacare).

 FORMCHECKBOX 

I have experienced a reduction of hours below 30 hours a week mid-plan year.

The change happened 

       and will 

     ___          my insurance premiums 





    (date)
           (increase/decrease)

starting on 


.


     ( paycheck date)

By:








Date:





        Employee’s signature

Accepted and agreed to by the Employer’s Authorized Representative

By:








Date:





        Administrator’s signature
