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Employee/Retiree — Senior Plans Termination Form
Group Plans

Important: This form must be received by GuideStone no later than the 25th of the month prior to the desired termination date.

Employee/Retiree information

Employee first name: ____________________________________________________  MI: ______ Last name: __________________________________________

Employee address: _____________________________________________________________________________________________________________________

City: _______________________________________________________________________________ State: ___________ ZIP Code:_________________________

Social Security number (last four digits):_____________________________

Telephone number: (________) ______________________________

Employer information

Employer name:________________________________________________________________________________________________________________________  

Employer address: _____________________________________________________________________________________________________________________

City: _______________________________________________________________________________ State: ___________ ZIP Code:_________________________  

Employer number: ______________________________________________________  Email:_________________________________________________________

Please terminate the following coverage on: _______/_______/_______  Care Plans can only be terminated the last day of the month.

	 Check one	 Coverage option — Please check

   Senior Plan	    For myself	    For spouse	    For dependent:______________________________________

   Senior Plus  Plan	    For myself	    For spouse	    For dependent: ______________________________________

   Care Basic Plan	    For myself	    For spouse	    For dependent:______________________________________

   Care Plus Plan	    For myself	    For spouse	    For dependent: ______________________________________

Authorized signatures

Employee signature:_______________________________________________________________________________________  Date: _______/_______/________

Employer authorized representative signature: _ ________________________________________________________________ Date: _______/_______/________

Completed form may be faxed to:   214-720-2105

GUIDESTONE use only

Processed by: _____________________________________________________________________________________________  Date: _______/_______/________

*9470*
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