Benefit Change Form for Racine County
This form should be used to Add Family Members to or Delete Family Members from Benefit Coverage.

Submit this form to the Human Resources Department, 730 Wisconsin Ave Racine WI  53403

within 30 days of the qualifying event to Add members to benefits and 60 days of the qualifying event to Delete members from benefits.

   Employee Information:
	Last Name, First Name   Middle Initial

Birth Date
Employee #                        Department


Coverage Information:  Indicate if the change is to add or terminate coverage and the appropriate reason below. Check the appropriate box for coverage(s) affected. You must also indicate the effective date.
   FORMCHECKBOX 
 ADD (check appropriate reason below)


 FORMCHECKBOX 
  DELETE (check appropriate reason below)

   






              





 
  
 FORMCHECKBOX 
 Marriage



 

 FORMCHECKBOX 
 Death
  
 FORMCHECKBOX 
 Medical Support Order

   

 FORMCHECKBOX 
 Divorce or Legal Separation
  
 FORMCHECKBOX 
 Birth



   

 FORMCHECKBOX 
 Dependent Ineligible

  
 FORMCHECKBOX 
 Adoption/Guardianship

   

 FORMCHECKBOX 
 End of Medical Support Order (must attach court documentation) 
       
 (must attach court documentation)

  
 FORMCHECKBOX 
 Loss of Other Medical Coverage


 FORMCHECKBOX 
 Other (give explanation)_______________________

         
     (must attach documentation of loss)

Effective Date:    _____________ (Event Date)
            Coverage to be added or deleted:  FORMCHECKBOX 
 Health  FORMCHECKBOX 
 Dental   FORMCHECKBOX 
 Life

List Dependents to be Added or Deleted Below
          
Last Name, First/Initial
 Relationship
 Student   Sex
      Birth Date        Social Security #

                                                                                              (Y/N)
--------------------------------------------------------------------------------------------------------------------------------------------------------------------


Dependent

-------------------------------------------------------------------------------------------------------------------------------------------------------------------



Dependent

-------------------------------------------------------------------------------------------------------------------------------------------------------------------


Dependent

-------------------------------------------------------------------------------------------------------------------------------------------------------------------


Dependent

-------------------------------------------------------------------------------------------------------------------------------------------------------------------


Dependent

If deleting ineligible dependent(s) from insurance, you must provide his/her current address below for COBRA  law purposes:
Name _____________________________________________________________________________________

Address ___________________________________________________________________________________
City, State, Zip ___________________________________________________Phone #___________________
Employee Signature: __________________________________               Date: ___________            
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