
ffi OO NOTWRIIT INTI]I5 5PACE

EMPLOYEE
CHANGE FORM

Aen€f r plai io be.hanq.d

D Dental D Extended Health tr BC Life tr Other

tr Hourly trWeekly tr Biweekly C Monthly tr Annuallys

Terh nateirom po .y number

PART 2 - EMPLOYEE CHANGE: Check all relevant boxes and provide requested information

PART 3 - DEPENDENT CHANGE: Check all relevant boxes and provide requested information

Elfe(tve date of €mployee .ha.qe (m m d{i,yy,

Employe€'elorhername
E Name change

E Address change

tr Salary change

D Division change

DTransfer employee

tr Add CtChange ETerminate E Name chanqe

tr Class/Payroll change

tr Employment type change D Fulltime salary E Part-time 5alary D Full-time hourly E Part-time hourly D Retired El Hour bank E Other:

o<up,roi lrcquned ior das .han9e)

lf adding a spouse: E Date of marriage (mm-dd-yyyy) tr Date of cohabitation (mm-dd-yyyy)

Nameof memb€rwnh other in5uran.e.ompany

Eff e.r ve dare (mm-dd-yyyy)

Name of olher ins!ran.e.ompany Eenel ( covered urderthe orher plan

B EHC tr Dental

ls the plan stillactive? DYes tr No - termination date (mm-dd-yyyy)

Please provide the informataon requested
in the table below.

Does your spouse/child have a government
health/medical plan in any province or territory, e.g. MSp?

FIRST NAME LAST NAME BIRTH DATE sEx

I hereby declare that all the information provided in this application is true and complete. I consent to the personal information provided above being
retained, used and disclosed in accordance with Pacific Blue Cross/BC Life! privacy policy.

The privacy policy is available online at www.pac.bluecross.ca or by calling Pacific Blue Cross/BC Life at 604 419'2OOO.

MIDDLE
INITIAL

SEE REQUIRED INFORMATION
INSTRUCTION5 ON PAGE 2

trM trF trYes trNo

trM trF trYes trNo

trIM trF trYes trNo

trM trF trYes trNo

trM CF trYes nNo

PART 4 _ EMPLOYEE AND EMPLOYER/PLAN ADMINISTRATOR SIGNATURES

x
Employer/Pl.n admhirraior! nqnarurc

x

PARTI _ MEMBER INFORMATION

Name ot.onpa yr'orqanrzat on

ETerminate employee

lfyou or any ofyour dependents were covered under another plan within the la5t 6 months, please indicate the following:


