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Benefit Change Form — Plan Year 10/01/07 - 09/30/08

Merit Resources Internal Use only:
Client # Division EE# M D S F H \ D F
Last Name: First Name:

Worksite Employer:

Employee Phone Number: Fax Number: Social Security Number:

Please Read Carefully Before Signing This Form:

| have indicated changes to my benefit elections below and | understand that these changes will remain in effect until the next annual election period
unless there is a change in my family status as defined by the Plan. | authorize Merit Resources to reduce my earnings by the amount of these elections
or take deductions for the after tax elections. | authorize the company to keep these elections in effect for any subsequent years unless | provide
specific written notification in accordance with plan enrollment provisions. Note: Reduction of earnings to pay for elected benefits on a before tax basis
may adversely effect future social security benefits. This is because social security tax is not paid on the employee cost of the selected benefit. Please
contact a Merit Resources representative if you wish deductions to be reduced from your earnings on an after-tax basis.

Signature: Date:

Reason for Change: Differing rules apply to what may or may not be changed during a Family Status Change. Benefit changes
must be consistent with the change. If you have any questions, please contact Merit Resources for more information. Additional
assistance can be found at the website http://www.changeofstatus.com/index.asp

[] Marriage (must submit copy of marriage license, marriage certificate or common law statement)

[] Divorce (must submit copy of divorce decree that has been filed with the court)

[ Birth (date) [] Adoption or Legal Guardianship (must submit copy of placement)
[] Full Time Student (must submit copy of letter from college registrar)

[] Death (must submit copy of death certificate)

[] Change status; Reason for Change ] Drop for other coverage; Sign and date above
[] Other; Explanation

MEDICAL INSURANCE:
Add employee and/or Change plan; Ato B, HMO to | Dependent changes; Add, Drop employee and all
dependents to Medical PPO, etc. drop, etc. dependents from Medical

Check one of the following:
[] Please complete enclosed form [] Other coverage
Q Other reason — please list

DENTAL INSURANCE:

Add employee and/or dependents to Dependent changes; Add, drop, etc. Drop employee and all dependents from
Dental Dental

_L1 Complete dependent information on page 2, if applicable Ll
FULLY INSURED VISION INSURANCE:
Add employee and/or dependents to Dependent changes; Add, drop, etc. Drop employee and all dependents from
Vision Vision

_I:l Complete dependent information on page 2, if applicable g
DISCOUNT VISION INSURANCE:
Add employee and/or dependents to Dependent changes; Add, drop, etc. Drop employee and all dependents from
plan coverage

_L1 Please contact Merit Resources and request the form L]
FLEXIBLE SPENDING ACCOUNTS: (Please specify amount of deduction per month)
Health Care Dependent Care Individual Premium Adoption Assistance
Monthly Maximum $333 Monthly Maximum $416 Monthly Maximum $886
+
s per month s per month s per month s per month
[] Drop plan [] Drop plan [] Drop plan [] Drop plan

FAX BACK TO: 515-334-0700 (don’t forget page 2)


http://www.changeofstatus.com/index.asp
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Benefit Change Form — Plan Year 10/01/07 - 09/30/08

Last Name:

Worksite Employer:

First Name:

HOSPITAL INDEMNITY COVERAGE:

Add employee and/or dependents to

plan

Dependent changes; Add, drop, etc.

_I:l Please contact Merit Resources and request the form
SHORT TERM DISABILITY INSURANCE: (pre-existing conditions do apply)

Drop employee and all dependents
from coverage

[l

Add or change plan

[] Select coverage level to the right:

[0 Maximum Weekly Benefit
[] Fixed Dollar Weekly Benefit $

Drop coverage

ENHANCED LONG TERM DISABILITY INSURANCE: (all requests are subject to medical underwriting)

Add or change plan

[] Please contact Merit Resources and request the form

Drop coverage

SUPPLEMENTAL LIFE INSURANCE: (all requests are subject to medical underwriting)

Add employee and/or dependents to

plan

Dependent changes; Add, drop, etc.

[] Please contact Merit Resources and request the form

Drop employee and all dependents
from coverage

Dependent info:

Last name
1

Social Security Number

Add to Medical  Drop from Medical

Last name
2

Social Security Number

Add to Medical  Drop from Medical

Last name
3

Social Security Number

Add to Medical  Drop from Medical

Last name
4

Social Security Number

Add to Medical  Drop from Medical

First Name
Gender

Relationship to employee

Add to Dental Drop from Dental

First Name
Gender

Relationship to employee

Add to Dental Drop from Dental

First Name
Gender

Relationship to employee

Add to Dental Drop from Dental

First Name
Gender

Relationship to employee

Add to Dental Drop from Dental

FAX BACK TO: 515-334-0700

Date of Birth
/ /

Add to Vision Drop from Vision

Date of Birth
/ /

Add to Vision Drop from Vision

Date of Birth
/ /

Add to Vision Drop from Vision

Date of Birth
/ /

Add to Vision Drop from Vision



	Signature: ______________________________________ Date: _____________ 

