
FORM DNIND (10/2004) 

1946 Greenspring Drive  Timonium, MD  21093 
Phone: (410) 847-9060    Fax: (410) 337-5360    Toll-Free: (888) 833-8464

INDEMNITY 
CHANGE IN COVERAGE FORM 

GROUP NUMBER: ________________________    EFFECTIVE DATE OF CHANGE:________________

Employee’s Last Name: __________________________   First Name: ___________________________   MI: ____ 

I.D. # or SS #: _______________________________________ 

CHANGE OF ADDRESS: 
Old Address:  ___________________________________     New Address:________________________________ 

  ___________________________________      ________________________________ 

Phone Number: _________________________________     Phone Number: ______________________________ 

CHANGE IN DEPENDENT COVERAGE: 

NAME SEX BIRTH DATE RELATIONSHIP ADD DROP 

      

      

      

Briefly Describe Reason for Change: _______________________________________________________________ 

Comments: ___________________________________________________________________________________ 

       ___________________________________________________________________________________ 

****    YOUR CHANGE MAY TAKE UP TO 30 DAYS TO PROCESS    **** 

Member’s Signature: ________________________________________________ Date: _________________ 

"Plans to Make You Smile - Now and Into the Future"


