
Change 
Request Form 

 

 
Health Plan Plus  
For members of the Oklahoma Lumbermen’s Association 
2801 Lincoln Blvd., Suite 237 
Oklahoma City, Oklahoma 73105 
Ph: (800) 256-9229 (405) 602-5384   Fax: (405) 602-5332 
 
 
 
                
Employer Name Group Number 
 
                
Last Name First MI Social Security Number 
 
                
Address Apt No. City State Zip Code 
 
                
Home Telephone Work Telephone E-mail Address 
 
 
 

 
 Change my address/phone as indicated above.         Change my name as shown above.  My former name was      

 
     
    For COBRA Eligible Groups:       Offer COBRA?         Yes         No ARRA Eligible?         Yes         No 
 
 Terminate all Medical coverage effective      Reason         

 Terminate all Dental coverage effective      Reason         

 Reinstate all coverage effective      Reason         

 
 

 
 
Reason for Adding:      New Marriage           Birth       Adoption or Placement of Adoption      Lost Other Coverage       Other:___________  
 
Effective Date of Change :     

SPOUSE     

Spouse’s Full Name Date of Marriage Date of Birth Social Security Number Desired Coverage: 
 

      Medical  
 

     Dental 
Employed By Previously covered by other Insurance? * 

              Yes          No 

If Yes, Name of Plan 

DEPENDENTS      
Dependent’s Full Name Relationship Sex Date of Birth Social Security Number Desired Coverage: 

 
      Medical  

 
     Dental 

Previously covered by other Insurance?* 

              Yes          No 

If Yes, Name of Plan Is Dependent a Full-time Student?              Yes         No 

If Yes, provide name of institution: 
Dependent’s Full Name Relationship Sex Date of Birth Social Security Number Desired Coverage: 

 
      Medical  

 
     Dental 

Previously covered by other Insurance?* 

               Yes          No 

If Yes, Name of Plan Is Dependent a Full-time Student?              Yes         No 

If Yes, provide name of institution: 
Dependent’s Full Name Relationship Sex Date of Birth Social Security Number Desired Coverage: 

 
      Medical  

 
     Dental 

Previously covered by other Insurance?* 

               Yes          No 

If Yes, Name of Plan Is Dependent a Full-time Student?              Yes         No 

If Yes, provide name of institution: 
* If you have indicated your dependent(s) were covered under another plan, please provide a Certificate of Creditable Coverage from the prior carrier.  If you have 

any questions regarding this information, please contact our office. 
 
 
 
 

Dependent’s Name The dependent is: 

     Deceased                                       
     Divorced                                        
     Married                                          

 
      Covered by other plan 
      No longer a full-time student 
      Exceeds minimum age 
      Other:______________ 

Desired Coverage: 
 

      Medical  
 

     Dental 
Relationship Effective date of change 

Dependent’s Name The dependent is: 

      Deceased                                       
      Divorced                                        
      Married                                          

 
      Covered by other plan 
      No longer a full-time student 
      Exceeds minimum age 
      Other:______________ 

Desired Coverage: 
 

      Medical  
 

     Dental 
Relationship Effective date of change 

I understand that coverage will not become effective until approved: 
  
 
                 
Employee Signature    Date   Employer Verification / Authorized Signature            Date 

CHANGE OF PERSONAL INFORMATION 

CHANGE OF COVERAGE 
 

ADDING DEPENDENTS 
 

DROPPING DEPENDENTS 
 

initiator:Karen@oklumber.org;wfState:distributed;wfType:email;workflowId:76b50eb057552846a2feb699bf41170a



STATEMENT OF HEALTH 
 
Answer the health questions below for each person applying for coverage.  Failure to provide complete 
information could delay the processing of your enrollment.  Attach additional pages as needed. 
 
1.   Have you or your spouse or any dependent had surgery or been advised to have surgery, been hospitalized or have had 
      hospitalization recommended for the past five (5) years?               Yes          No 
 

NAME OF 
PERSON 

NATURE OF ILLNESS/INJURY, 
SYMPTOMS, TREATMENT, OR DIAGNOSIS DATE 

RESULTS, FINDINGS OR REMAINING 
EFFECTS 

NAMES & ADDRESSES OF 
PHYSICIANS OR HOSPITAL 

     

     

     

     
 
2.   Are you or your spouse or any dependent: 

 A. Pregnant:      Yes         No   If yes identify estimated delivery date _______________________________________________  

 B. Disabled:       Yes         No   If yes identify name and disabling condition ___________________________________________  

 C. Smokers or use any tobacco products:         Yes         No  If yes identify name(s) _____________________________________ 

3.   List all prescribed medications for each person to be covered for the last 3 years: 
 

NAME OF PERSON MEDICATION DOSAGE FREQUENCY DATES ONGOING? 

      

      

      

      
 
AUTHORIZATION TO RELEASE MEDICAL INFORMATION:  I authorize any physician, medical practitioner, hospital, clinic, Veteran’s Administration 
facility, other medical or medically-related facility, insurance or reinsuring company, the Medical Information Bureau, Inc., or Consumer Reporting 
Agency having information available as to diagnosis, treatment and prognosis with respect to any physical or mental condition and/or treatment of me 
or my dependents and any other non-medical information of me or my dependents to give to the Plan or their legal representative any and all such 
information.  I understand that such information may include information about infectious, communicable or contagious disease, which 
may include, but not be limited to, diseases such as Hepatitis, Syphilis, Gonorrhea or the Human Immunodeficiency Virus also know 
as Acquired Immune Deficiency Syndrome (AIDS).  I understand the information obtained by use of the authorization will be used by the Plan to 
determine eligibility for insurance and eligibility for benefits under an existing Plan.  Any information obtained will not be released by the Plan to any 
person or organization except to reinsuring companies , the Medical Information Bureau, Inc., or other persons or organizations performing business or 
legal services in connection with my application or claim or as may be otherwise lawfully required or as I may further authorize.  I know that I may 
request to receive a copy of this authorization.  I agree that a photographic copy of this authorization shall be valid as the original.  I agree that this 
authorization shall be valid until the Plan receives a written request for revocation. 

I understand that coverage will not become effective until approved: 
  
 
                              
Employee Signature   Date    Employer Authorized Signature   Date  

 
 
 

DECLINATION OF COVERAGE STATEMENT 
If you are declining enrollment for yourself or your dependents (including your spouse) because of other health insurance coverage, you may in the future be able to 
enroll yourself or your dependents in this plan, provided that you request enrollment within 30 days after your other coverage ends.  Otherwise, the Open Enrollment 
period is December of each year at which time employees and their dependents may be added to the plan without any qualifying events.   In addition, if you have a new 
dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your dependents, provided that you request 
enrollment within 30 days after the marriage, birth, adoption or placement for adoption. 

 
I have been offered the benefits of the OLA Health Plan Plus,          
but I elect not to be covered under the plan.   Employee Signature (If Declining Coverage)   Date 
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