
 Change Request    
 

Group Name: ______________________________________             Group Number:______________ 

Employee Name: ____________________________________________ 

Social Security Number: ____________________________________________ 

Type of Change: _____________________  Effective Date: _______________ 

New Address: 

Street: __________________________________________ City: __________ State: ______ Zip: _____ 

Beneficiary Change 

Name     Relationship                   % of benefit 

   

   

   

   

 

Name Change:  Old Name: _________________________   New Name: __________________________ 

Reason for Change: __________________________________________________ 

Cancel Coverage: 

Employee: ___________________ Spouse: ___________________ Dependent: ________________ 

 

Signature: _______________________________________________________________ 

Date: ______________________ 

 
Please return completed forms to: 

North American Insurance Trust 
C/O Thomas E. Mestmaker Insurance & Associates 

P.O. Box 2302 
Bakersfield, CA 93303 

661.325.6090 Fax 
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