
UT2010 MSCF 11/10

Group Information
Company Name: Group #: Sub-Group #:

Social Security/ID Number Name of Subscriber Cancellation Date* Reason*

Employer/Agent Authorization Signature: _____________________________________________________________________________________________

Employer/Agent Name: ________________________________________________________  Title: _____________________________________________

Effective Date: Comments:

*Valid cancelation reason and date must be included with all listed subscribers for change to be effective. Valid reasons for cancelation are; Termination, Loss/Gain of other 
coverage, Open Enrollment, Full to Part time & Death.
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