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	MEMBERSHIP AND RECORD CHANGE FORM

	
	DIRECTIONS: Complete, print, sign & return the application to the Office of Human Resources.

	Soc. Security No.
     
	Subscriber’s Name (last, first, mi.)

     

	Alliance Health Life Number

     
	Subscriber’s Current Address (street, city, state, zip code)

     

	Phone Number

     
	Group Name

Lawrence Technological University
	Group Number



	REQUEST FOR MEMBERSHIP CHANGE

	ADD MEMBERS TO POLICY (ADDITIONS)

	
	Date of Event
	Last Name
	First Name
	Sex
	Social Security No.
	Date of Birth

	
	MM/DD/YYYY
	
	
	M
	F
	
	MM/DD/YYYY

	 FORMCHECKBOX 
 Marriage To
	
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	

	 FORMCHECKBOX 
 Birth of Child
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Step Child
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Child by Legal Adoption
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Child by Legal 

     Guardianship/Ward
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Principle Support of Child
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Other (i.e. open enrollment,  

     lost of coverage, etc.)
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Additional Information



	

	REMOVE MEMBERS FROM POLICY (DELETIONS)

	
	Date of Event
	Last Name
	First Name
	Sex
	Social Security No.
	Alliance No.

	
	MM/DD/YYYY
	
	
	M
	F
	
	

	 FORMCHECKBOX 
 Death of Dependent
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Divorce From
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Marriage of Minor/Dependent
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	 FORMCHECKBOX 
 Other (i.e. open enrollment, 

     lost of coverage, etc.)
	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	Additional Information



	

	AFTER THE CHANGES (ADDITIONS/DELETIONS) I WILL HAVE THE FOLLOWING MEMBERS LISTED ON MY POLICY

	Last Name, First Name 
                          
	Last Name, First Name 
                          
	Last Name, First Name 
                          
	Last Name, First Name 
                          

	Last Name, First Name 
                          
	Last Name, First Name 
                          
	Last Name, First Name 
                          
	Last Name, First Name 
                          

	REQUEST FOR RECORD CHANGE 

	Change of Name  
                                    
	 Last Name, First Name, MI     
                                                                                                                                                                               
	Alliance Number
     

	Death of Subscriber                    Occurred on:

      
	MM/DD/YYYY
	   FORMCHECKBOX 
       I hereby request cancellation of my coverage for myself and all dependents. 

	
	     
	

	  FORMCHECKBOX 
     Send Duplicate I.D. Cards                                                                  FORMCHECKBOX 
       Send duplicate copies of Alliance Policy and riders.



	I CERTIFY THAT THE ABOVE INFORMATION IS CORRECT TO MY KNOWLEDGE AND BELIEF

	Signature


	Mo.


	Day


	Yr.


	Witness Signature
	Mo.


	Day


	Yr.
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