 DIOCESE OF ST. PETERSBURG 

Application for Termination of Self or Self and Spouse/Dependents Coverage




Medical Insurance 

Dental Insurance






Vision insurance 


I, __________________________________, am a participant in the Self-Insured Health Insurance Progam and or the Dental/Vision Program of the Diocese of St. Petersburg.  I hereby request to remove self and/or dependent coverage for members of my family for the following reasons:  (Requests must be submitted within 30 days of the qualifying event)
______________________________________________________________________________________

______________________________________________________________________________________





                    (complete in detail)

I make this statement and request that coverage as indicated above be stopped for my dependents as listed below as of ____________________(effective date mo/day/year):

        NAME


    DATE OF BIRTH
            RELATIONSHIP 
___________________________
  ___________________
________________________

___________________________
  ___________________
________________________

___________________________
  ___________________
________________________

___________________________
  ___________________
________________________

___________________________
  ___________________
________________________

· I understand that the removal of a family member will effect my premium and I will ensure that a copy of this form is given to the bookkeeper at my entity.

· I understand that changes during the plan year could have an effect on my deductible and my out of pocket maximums.  
___________________________________

____________________________________

                 PLACE OF EMPLOYMENT

                              * SIGNATURE OF EMPLOYEE

_____________________________________________
______________________________

*SIGNATURE OF PASTOR, PRINCIPAL OR ADMINISTRATOR


*DATE

  * NOT VALID UNLESS SIGNED AND DATED BY PARTICIPANT, PASTOR, PRINCIPAL OR ADMINISTRATOR
