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Pre-Tax Policy Cancellation Form

(Fill oul ety 10 request change in participation during the plan year to 8 pre-tax policy.)

Full name: 0 Terminating Benefits

Group account no,: I 'wish to cancel the following policies:
(List each policy number to be canceled.)

Employer:

Instructions
This form is for your cmployer to document your Change in Status cvent, and to nofify Aflac of your infent to canccl a
pre-taxcd policy bascd on a qualified Change in Status.
*  Check the appropriatc box to indicate a Change in Status or a Change in Cost or Covcrage that may qualify you to
cancel your coverage for the plan year,
«  Fill out a ncw Salary Redircetion Form (M-0019) to indicale the change(s) you wish to make as a result of the
qualificd Change in Status,

Clhilnge in Status

[} Change in marital status
O Divorce or annulment O Death of spouse 1 Legal separation

[J Change in number of tax dependents
Death of dependent

£ Change in employment status that affects eligibility
A change in employment status must divectly impact eligibility to quality as a valid Change in Sratus,
Some examples of a possible employment change could be terminating employment, changing from
full-time fo part-time, returzing from an unpaid leave of absence, beginning an unpaid ieave of
absence, or changing worksites.

[l Change in spouse or dependent’s eligibility under employer’s plan
Loss of efigibility (age, student status, marital status)

('.*hm!ge in CIO%E or doverage

[J Addition or elimination of bencfit package option under your/your dependent’s employer’s plan,

[_] Change in coverage or open enroliment of spouse or dependent under other employer’s plan.

Please explain the eveni(s) marked above and describe how the requested benefivelection change is
consistent with the event(s),

1 urdersiand that 1 may be required to provide apprepriate documentation: for any of the changes thet | have checked above. The status
and participation changes must comply with my employer’s plen, and the Plan Administralor Bas the sole discrelion 1o make (his
determination. If my chenge in participation is denicd, | will have 60 days to eppeal the decision.

! hereby elect the participation change(s) noted on the redirection form attached, and attest that the change is mede on aceount of and
conforms with the Change in Status or Change in Cost or Coverage event.

Empioyee's signature: Date:

Accepted and agreed Lo by Date:
(Pan Administratos/Employer Signature - REQUIRED)
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