
Change 5-06 
JSJ Insurance & Financial Group Inc. 

    
  
 195 King Street 
 Suite 208 
 St. Catharines, ON 
 L2R 3J6 
 905-688-3224 
 905-688-4397 fax 

 
EMPLOYEE CHANGE FORM 

 
Please print clearly and complete both pages of form.  Please complete SECTIONS A & F for all changes. 

 
SECTION A:  Employer / Plan Sponsor Section  

 
 
Company Name:        Policy No:      
 
Last Name:       First Name:         
 
Certificate No:       Effective Date of Change:     
 
  
Type of Change: (check all that apply) 
 
New Employee – please complete an Employee Application 

! Employee Name Change (complete Section B) 
! Employee Address Change  (complete Section C) 
! Coverage Status Change/Termination (addition/termination of dependent coverage) (complete Section D) 
! Refusal of benefits (complete Section E) 

 
 

SECTION B:  Employee Name Change 
 
 
New Name:        
 

 
SECTION C:  Employee Address Change  

 
 
Address:              
 
City:        Province:    Postal Code:     
 

 
SECTION D:  Change in Coverage Status (adding/deleting dependent) 

 
 
COVERAGE STATUS CHANGE FOR:  ! Health  ! Dental  
(check all that apply) 
Current Coverage:  !  Single  ! Family  ! Waived  
 
Changing Coverage to: !  Single  ! Family  ! Waived ! Terminated 
 
ADDITION OF BENEFITS   Please complete dependent information: 
 
  

Last Name 
 

First Name 
 

Sex 
 

Date of Birth 
dd/mm/yyyy 

 
Spouse 

   
! M    ! F 

 

 
Child 1 

   
! M    ! F 

 

 
Child 2 

   
! M    ! F 

 

 
Child 3 

   
! M    ! F 

 

 
Child 4 

   
! M    ! F 
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Employee Change Form Page 2 of 2 
 
Please indicate below if any of your dependents are full time students over age 21 
 
Name of Over Age Student  College/University Attended  Enrolled From  Enrolled To 
 
             
 
             
 
 
Please indicate the name of any disabled dependents:        
 
Reason for Additions (Check one only) 
 
!  Marriage   Date of marriage:      
 
! Common-law relationship  Date commenced:      
 
! Spouse’s coverage cancelled Cancellation date:      
 
! Other (please provide details)       
 
    Effective date:     
 
 
TERMINATION OF DEPENDENT COVERAGE 
 

! I wish to terminate ALL coverage for ALL dependents 
 
Or list the coverage to be terminated: 
  

Last Name 
 

First Name 
 

Sex 
 

Date of Birth 
dd/mm/yyyy 

 
Spouse 

   
! M    ! F 

 

 
Child 1 

   
! M    ! F 

 

 
Child 2 

   
! M    ! F 

 

 
Child 3 

   
! M    ! F 

 

 
Child 4 

   
! M    ! F 

 

 
 

 
SECTION E:  Refusal of Benefits 

 
 
If you and/or your dependents are presently insured for Health Care and/or Dental benefits under your spouse’s group 
policy you may refuse coverage under this contract by completing the appropriate areas. 
 
My spouse has coverage through         (insurance company) under policy no    
 

Health Coverage Dental Coverage  
 

# I refuse insurance on myself and dependents !    I refuse insurance on myself and dependents  
# I refuse insurance on my dependents  !    I refuse insurance on my dependents 
  

 
SECTION F:  Authorization  

 
 
By enrolling in this plan I am authorizing the applicable insurance carriers, agents and service providers to use and 
exchange information collected in this form to underwrite, administer and adjudicate claims.  I also authorize my plan 
sponsor to use this same information for benefits administration and to make any necessary payroll deductions, which 
may be required. 
 
Employee / Participant Signature:        Date:     
 
 
Plan Sponsor Authorization:         Date:      


