
INSURANCE  AND SERVICES, INC.

Instructions
This form is to be used to report changes in employee status.  Enter 
below only those items which have changed.  Enter the date of event on the left 
side and the new information in the appropriate space.  Please use the comments or 
questions section for additional information.  You must sign and date the form.

All CHANGES must be reported to ibis.Retain copy for your files.

bank name					     city			   routing/billing #

Employee name (Last, First, Middle Initial)						      Social security number

Iowa Bankers Benefit Plan
Health/Dental Change Form

8800 NW 62nd Ave.
PO Box 6210
Johnston, IA  50131-6210
1-800-258-1415
(515) 286-4369 fax

www.bankers-ins.com

coverages: Requested Effective Date	              Check One		          Action or Instructions

health			               Single    EE/CH    EE/SP    Family

dental	                     	             Single    EE/CH    EE/SP    Family

EE/CH: eMPLOYEE/CHILD(REN)  EE/SP:EMPLOYEE/SPOUSE or Family coverage: additions/deletions for all plans list under part D and/or part E

Date of Death:

employment status: 	 Full-time	  Part Time
Termination Date:

‘cobra status’ forms are attached               Forthcoming
Retirement Date:

Continue Retiree Health      Yes       No    Continue Retiree Dental      Yes       No

date of
eventA.

B.

C.

D.

E.

F.

G.

		  Legally Separated Date:			                      Death of Spouse

Marital status 	 Unmarried Date	         Married Date		E  mployee’s previous Last name:

spouse: 	Name							S       ocial Security #

Sex:       Male          Female	D isabled:        Yes          No	D ate of Birth:

Employed:       Yes        No	O ther Insurance:        Yes          No   (If yes, please fill out other insurance in Part F.)

add 
remove

other insurance: 
Person			     Employer			       Carrier			            ID #

Medicare Number		               Part A Effective Date			P   art B Effective Date

address: Street:

	   City:					S     tate:			   Zip Code:

Comments or questions:

Date Signed:	                  Employee Signature:					     Phone No.:

children: (For students, give school name in comments section.  If disabled, give Medicare effective dates and date of disability.)
Name (Last, First, Middle)				     SSN	           Date of Birth	           Sex	        Student	  Disabled

M         F

M         F

M         F

M         F

add 
remove
change

add 
remove

FOR OFFICE USE ONLY:
Date processed: ______________________________  Assigned Effective Date: ______________________

Is your health/dental premium pre-taxed        oYes        oNo

Reason for removing dependant___________________________________________________________________________________________________________

*137* *137*
Revised on September, 2010
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