OPEN ENROLLMENTor 2012 Plan Year.

) PO Box 7068
TERM | NAT|ON Eugene, OR 97401-0068

OF DEPENDENT e (541) 684-5583 e (866) 999-5583

Fax (541) 225-3642

COVERAGE ﬁg[&%sgl_u{g§ www.pacificsource.com

* Use this form if you wish to remove dependents from your Health Plan.

GROUP NAME GROUP NO.

CITY OF SPRINGFIELD G0020720

EMPLOYEE NAME PACIFICSOURCE ID NO.

Effective (date) I wish to terminate PacificSource group health coverage for my family member(s) listed
below:

NAME - LAST FIRST INITIAL REASON

NAME - LAST FIRST INITIAL REASON

NAME - LAST FIRST INITIAL REASON

NAME - LAST FIRST INITIAL REASON

NAME - LAST FIRST INITIAL REASON

| understand that, should | wish to re-enroll these family members at a later date, they could be subject to waiting periods for
coverage.

Employee Signature Date

DependentTermination_Form_1008
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* Use this form if you wish to remove dependents from your Health Plan.
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