BAI CHANGE IN ENROLLMENT INFORMATION FORM

[ ] Medical

[ ] Dental

[ ] vision

Employees Last Name

First Name

Middle Initial[lJ Male [Social Sec. #

O Female

IAddress

City

State

Zip

Date Of Birth

O Name Change To:

THE FOLLOWING CHANGES ARE REQUESTED

O Address Change To:

U Other Changes:

Effective Date:

O cCoverage Change To: O single O Dependent

O Add New Dependents

Name(s) Soc. Sec. # Relationship Date Of Effective
Birth Date

U Remove Dependents:

Name(s) Soc. Sec. # Effective Date

Date

Name of Employer

Signature Of Employee

EMPLOYER'S STATEMENT

Division

Benefit Administrators, Inc.
1250 Tower Lane « P.O. Box 6279
Erie, PA 16512

Employer-Authorized Signature and Title




