	Family Status/Benefit Change Request

And Medical Membership Registration
In ballpoint pen, print the information requested below:
	L

	About You
	Name (last, first, mi)
	Birthdate
	Social Security Number

	
	
	

	
	Home mailing address

	City
	State
	Zip Code

	
	 
	

	
	Employee Number
	Work telephone
	Home telephone number

	
	
	(             )                 –
	(             )                 –

	Type of Family Status Change
	The change must be consistent with the circumstances of you family status change.  Check the appropriate circle below and indicate the date in the section provided.

	
	Spousal
	Children
	You

	
	
Marriage.


Divorce, legal separation, or death of a spouse.


Loss of coverage due to a change in spouse's employment status.


Gain of coverage due to spouse's open enrollment election & spouse participating in a benefit program with a non-calendar-year plan year.
	
Birth or adoption.


Gain of legal guardianship and/or stepchild arrangement.


Gain of student status between ages 19 and 25 (age 26 for Utah HMO's).


Death of child or loss of unborn child.


Loss of student status.


Loss of legal guardianship and/or stepchild arrangement.


Exceeds age for eligibility (19th birthday; 25th birthday if a full-time student).


Marriage of child.
	
Moving into or out of an HMO service area.


Moving out of a non-PPO area into a PPO area.


Moving out of a PPO area into a non-PPO area.


Any other relocation.


Workforce reduction affecting you.

	Change Date
	Date of family status change (month, day, year):            
	If your option change involves the addition or deletion of dependents, or the election of a plan, also complete the back of this form.

	Change Requested
	Click one circle and one box, if applicable, in each section that applies.
	

	
	Option
	
	Family Members Covered

	Medical
	    
I do not wish to change my medical option.

    
I wish to change my medical option to: 
	
I do not wish to change my family members covered.


I wish to change my family members covered to: 

	
	    No Coverage
	       Definity Opt 1
	        Tricare                                                  Supplement (For Retired Military Only)
	
	
	
	

	 
	    Aetna PPO
	       Definity Opt 2
	
	Just Self
	Self &

Spouse only
	Self &

children only
	Self, spouse, 

& children

	
	    Altius
	        UHC
	       
	  
	     
	  
	  

	   Dental
	
 I elect no coverage.


 I do not wish to change my family members covered. 
I wish to change my family members covered to:
	          

       L-3 Dental

       DMO
	Just Self
	Self &

Spouse only
	Self &

children only
	Self, spouse, 

& children

	
	
	
	  
	  
	  
	  

	
	
	DMO requires PCD election on back

	   Long-Term

   Disability
	
I do not wish to add long-term disability coverage.


I wish to add long-term disability coverage.  I understand this change will not become effective until proof of good health has been submitted and approved.

	   Optional
	Health Care 
	Day Care Account

	
	(Available only with a qualified Family Status Change.  Qualified events are listed in your FSA SPD, page 3, or contact your Benefits representative.)

	   Reimbursement

   Account
	     I wish to stop future Health Care Reimbursement account contributions.

     I wish to change my future Health Care Reimbursement Account contributions,  so the per-pay-period total is $__________________. 
	
I wish to stop future Day Care Reimbursement account contributions.


I wish to change my future Day Care Reimbursement Account contributions, so the per-pay-period total is $__________________.

	Certification 

& Signature
	I authorize the changes I have made and any necessary deductions from my pay.  If applicable, I certify that I currently have other medical coverage as indicated above and therefore elect to waive coverage through L-3 Communications for myself and my eligible dependents.  I understand that elections and deductions authorized here will take effect in accordance with the L-3 Communications Flexible Benefits program provisions.

(1) I understand those services described in the Plan Group Agreement, that I am entitled to receive and agree to choose a participating physician for primary care if required by the Plan.  (2) I authorize the Plan or its designee to access my medical records or those of my dependents for purposes of utilization review, quality assurance, claims processing, financial audit, or purposes reasonably related to the performance of the Plan Group Agreement.  (3) I understand that should a controversy arise with the Plan or one of their providers, whether involving a claim in contract or otherwise, the same shall be settled with the Plan through formal written grievance and/or arbitration, as provided for in the group Agreement.  (4) I understand that the misuse of the Plan membership card or projection of membership, for myself and my dependents when no longer eligible, constitutes fraud and may be grounds for dismissal from L-3 Communications.

	
	Sign here
	Date

	Administrative Use Only
	Reviewed by (print name and sign)
	Date received
	Effective date
	Date processed
	Initial

	Complete the required information about your dependents and/or choice of provider on reverse side.  Retain a copy of each page for you records. Return form to Benefits Department.


