MedBel;\

Where peace of mind r
is your best benefit®

MedBen Group #:

| HEALTH and DEPENDENT CARE CHANGE REQUEST FORM

Name: SS#:

Address:

| PART 1: ELECTION / ADDRESS CHANGE REQUESTED (check applicable boxes)

Address Change:

Effective Date of New Address:

U Revocation of an Existing Election:
Effective**: , I wish to REVOKE my existing election under my Employer’s Flexible Spending Plan.

Type of Coverage being revoked: (my prior election for all other types of coverage remains in effect)
U Health Flexible Spending Plan
a Dependent Care Assistant Plan

U New Election:
Effective™™: , I hereby make a NEW election as specified on the attached Flexible Spending Plan
Enrollment Form.

| PART Il: THE CHANGE(S) IN ELECTION EVENT(S) ON WHICH MY REQUEST IS BASED IS/ARE: |

CHECK ALL APPLICABLE BOXES to indicate the Change in Election Event(s) that apply to your situation. Election changes
generally cannot be retroactive, and must be consistent with the Change in Election Event as described in Part lIl.

1 FMLA Leave: (Insurance Premiums and Health FSA premiums to be paid as follows while on leave)
O After-Tax, by sending in payments
 Pre-Tax, by prepayment
[ Other (as agreed with Administrator)

Q Changes in Status: (applies to Flexible Benefit Plan(s) listed above; for Health FSA benefits, may seek to increase or cancel, but not
reduce coverage)

U Change in Marital Status
W Marriage
L Divorce or Annulment
U Legal Separation
(1 Death of Spouse

U Change in Number of Tax Dependents
U Birth of a child
(| Adoption or placement for adoption
U Deathofa dependent

O cChange in Employment Status That Affects Eligibility (please check affected person)

U Termination of employment [ You [_] Spouse [_1 Dependent
U Ccommencement of employment [ You [_] Spouse [_]1 Dependent
O Part-time to full-time 41 You (L] Spouse [_] Dependent
U Full-time to part-time ] You (L] Spouse [_] Dependent
1 Strike or lock-out 41 You (L] Spouse [_] Dependent
(1 Return from unpaid leave of absence 1 You (] Spouse 1 Dependent
d Change in worksite [ You (] Spouse [_1 Dependent
L Other (salary to hourly, etc) [ You (L] Spouse [_1 Dependent

Provide Details:

U Change in Dependent’s Eligibility Under an Employer’s Plan
O Lost eligibility (such as age, student status, marital status)
U Gained eligibility (such as age, student status, marital status)
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O cChange in Residence Affecting Eligibility (please circle affected person)
[ You 1 Spouse [_1 Dependent

U Special Enroliment Rights under HIPAA (applies to Premium Payment Benefits ONLY)
U Loss of other group health plan coverage
(| Acquired new Spouse or Dependent (marriage, birth, adoption, placement for adoption)

U Certain Judgment, Decrees and Orders (applies to Premium Payment and Health FSAs ONLY)
Order resulting from divorce, legal separation, annulment, or change in custody requiring coverage for Dependent

L Medicare or Medicaid (applies to Premium Payment & Health FSAs ONLY; Health FSAs may seek to increase or cancel, but not
reduce coverage)

L Became eligible for Medicare or Medicaid
O Lost eligibility for Medicare or Medicaid

O cChange in Cost
U Significant cost increase in coverage
a Significant cost decrease in coverage

a Change in Coverage (applies to Premium Payment & Dependent Care FSA Plans ONLY)

(| Changed dependent care providers

a Significant curtailment of coverage

Q Addition or significant improvement of Plan option

O Loss of group health coverage under plan of governmental or educational institution
Change in coverage under another employer’s plan

U

PART lll: CONSISTENCY OF CHANGE IN ELECTION EVENT WITH MY REQUESTED ELECTION
CHANGE

(If change was only for address change, you do not need to complete this section)

Explain below how the election change(s) that you checked in PART | is/are consistent with the change(s) in election event(s)
that you checked in PART Il. You must explain why your requested change is necessary or appropriate as a result of the
event you checked in PART Il. The Administrator of the Plan has final discretion to determine whether the consistency
requirement has been satisfied.

PART IV: READ THIS STATEMENT AND AUTHORIZATION CAREFULLY

| understand that | may be required to provide the appropriate documentation for any of the changes that | have checked
above. The status and participation changes must comply with the Plan and the Administrator has sole discretion to make this
determination. If my change in participation is denied, | will have to appeal the decision within the timeframe specified in the
Summary Plan Description for the Plan.

If approved, | hereby elect the change(s) noted on the attached election form and attest that the change is made on
account of and is consistent with the change in election event.

Employee’s Signature (required) Date
Accepted and Agreed to:
Administrator’s Signature Date

PLEASE SUBMIT NEW ELECTION FORM WITH THIS CHANGE
(If change was only an address change, new election form is not necessary)

** In no event may the revocation/new election be effective prior to the first day of the month beginning after this form is completed and
returned to the Administrator, unless a new Dependent is being added to medical coverage pursuant to HIPAA Special Enrollment rights, in
which case the new election may be consistent with the new medical insurance election, as applicable.

Send this form along with your supporting documentation to: MedBen Specialty Services Unit, 1975 Tamarack Rd.,
P.O. Box 1096, Newark, OH 43058-1096.



