Desjardins

P.O. Box 4359 STN A
Toronto ON M5W 3M8

Request for Change(s) in

Financial Security™ Certificate Coverage
To ensure that appropriate coverage is provided, please submit all changes within 31 days of eligibility of coverage.
Please use reverse side to report multiple certificate changes for one division.
Name of Policyholder Policy No. Division No.
4. O Addition of Name of Employee Certificate Number
. Dependent Coverage
O Additions to
Dependent Coverage
O Changes to
Dependent Coverage
Relationship to insured. Date of Birth Dege:%?géesrt]?tus Otgz:lsgzténg * Date Acquired
Name of All Eligible Dependents Sex Complete only if not legal spouse or College, Univ. Health ~ Dental |\ = o v
Last Name, First Name and Initials M/F legally adopted or natural child Month Day Year X = Disabled Yes/No _ Yes/No ont ay ear

Spouse

Child
Child
Child
Child
* 1. For an eligible spouse, state date of [ marriage or O co-habitation
2. For eligible children, state date of dependency.
Date Signature of Employee

Termination of
Dependent Coverage

Name of Employee

Certificate Number

[(J1no longer have eligible dependents and request single coverage effective

|
Day

Month Year
[ 1 wish to terminate dependent(s) as indicated below.
Name of Dependent Date Terminated
Month Day Year
Date Signature of Employee
Termination of Name of Employee Certificate Number
Employee Coverage
] Termination of Employment Reason (if other than voluntary termination of employment) 'EI')ermination | | | |
ate | | |
[ other Month Day Year
Change of Old Name of Employee Certificate Number
4. Employee Name
New Name of Employee Reason
Change of Name of Employee Certificate Number
5. Salary
Effective
Date I I
New Gross Annual Salary $ Month Day Year
Change of Name of Employee Certificate Number
gl Class or Division
[J Class Old Class New Class ng:ti"e oo
] Division Old Division New Division Month Day Year
Reason
Date Telephone Number Signature of Authorized Official
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T L § Name of Employee Certificate Number
7. ermmatl_on o
Benefits
Effective
[J Please cancel health care plan because of spousal coverage. Date of
[J Please cancel dental plan because of spousal coverage. Spousal | | | | | | |
Coverage Month Day Year
Date Signature of Employee
Date of
[J Please cancel disability benefits because of temporary lay-off or leave of absence. Event | | | | | | |
Month Day Year
) Name of Employee Certificate Number
8 Reinstatement of
. Benefits
i Termination
[J Please add health care plan because of termination of spousal coverage. E:)I:;soef 2;%‘3::,: Date of | | | |
P o Spousal | | |
[J Please add dental plan because of termination of spousal coverage. former certificate) Cgverage Vionth Day Year
Date Signature of Employee
[JPlease add disability benefits because of return to work from New Gross Annual Salary Ej;f f | | | | | | |
temporary lay-off or leave of absence. $ Month Day Year
) ) Name of Employee Certificate Number
9 Change in Province
. of Residence
Date of
From To Event | | | | | | |
Month Day Year
Name of Employee Certificate Number
10. Other
Complete for multiple certificate changes for one division.
[Isalary Changes [] Termination of Employment [J cancellation or reinstatement of disability benefits because of temporary lay-off.
(Last Day Worked) For reinstatement of an employee, please state Gross Annual Salary.
Effective Date Temporary Lay-Off
e New Gross Termination of
Certificate Number Name of Employee Month| Day | Year Annual Salary Employment Cancel Reinstate
U U U
U U U
O O O
O O O
O O O
O O O
U U U
U U U
O O O
O O O
O O O
O O O
U U U
U U U

For a change of Beneficiary, please complete form 2000702A.

Date Telephone Number Signature of Authorized Official

Please return to Desjardins Financial Security Life Assurance Company




