EQUITABLE PLAN SERVICES

EPS |

Req ueSt fOI‘ Se rVice Employee/Dependent

Terminations

and Other Changes
Employer’s Name Area Code & Phone Number ( )
Insured Employee’s Name SS#
Group Number
Terminations  Change will be effective first of month following EPS’s receipt of the request.
of Employee
Name of E mployee SS# Termination Date
Name of E mployee SS# Termination Date
Name of E mployee SS# Termination Date
Name of E mployee SS# Termination Date
Name of E mployee SS# Termination Date
Name of E mployee SS# Termination Date
Signature of C ompany Officer
Termination of Change will be effective first of month following EPS ’s receipt of the request.

Dependent Coverage

Signature of Employee
Terminating Depen dent
Coverage Date

Employee From
Name Change

To

Signature of Employee
Requesting Name Change Date

Change of Subject to the terms of the Group Policy(ies). | hereby request that the Beneficiary on my Group Life
Beneficiary and Accidental Death insurance be changed to the following, in lieu of any prior beneficiary
designations applicable thereof, which are hereby revoked.

PRIMARY BENEFICIARY: ( To receive pr oceeds if living at my death)

Relationship to Me

CONTINGENT BENEFICIARY : (To receive proceeds if living at my death if PRIMARY BENEFICIARY is not then living)

Relationship to Me

/ /
Signature of Employee Date Witness

MAIL ALL CORRESPONDENCE TO: For additional information,

P O BOX 720460 please call EPS, INC.
OKLAHOMA CIT Y, OK 73172-0460 E P S (405)755-2929




