
Benefits Cancellation Form 
Name: T# 

Please list the name(s) of the qualified dependent(s) whose coverage you are removing from your plan 
below. Check make sure to check off each plan you want changed. 

First and Last Name Phone Number

Signature Date

Effective Date

Upload form with supporting documentation to an HR submission folder.  Click on the number for link:  

  (1) Qualifying Event    (2) New Hire      (3) Open Enrollment

https://oberlin.app.box.com/f/ccca6b4874644e72bc29d18a0e4eca42
https://oberlin.app.box.com/f/1fc91753acf243a98541345d731895c4
https://oberlin.app.box.com/f/4cf30d9fda194cc2aa10b3270460b32b
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