
Benefits Cancellation Form 
Name: __________________________ T#____________________________ 

Below list the name(s) of family member(s) whose coverage you are cancelling. 

First and Last Name(s) 
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Employee Signature __________________________________  Date: __________________ 

Effective Date _____________________________ 

For Office Use Only: PDADEDN_____ PDABCOV_____ Web Entry Date:___________ 

*RETIREE'S/SURVIVING SPOUSE OF RETIREE: Contact Unum to cancel your Optional Life/AD&D 
coverage and/or Long Term Care. For Health insurance, you may contact HR or Medical Mutual and 
SilverScript (if you are age 65 or older). 




