
 

 
DENTAL  CHANGE  FORM 

Benefit Administrator’s Inc. (BAI) 
 

 
 

Last Name                                              First Name                                           MI 

 
 

  Male 
  Female 

 

Social Security Number 

 

Address                                                                    City                                 State              Zip Code 

 
 

Date of Birth 

 
The following changes are requested: 
 
Name Change To: 

 
________________________________________________ 

 
Address Change To: 

 
________________________________________________ 

 
Other Changes: 

 
________________________________________________ 

 
Effective Date of Change: 
 

 
______________ 

 
Coverage Change:    Single    Dependent 

  
 

Add New Dependent/s: 

 

Name/s 
 

 

Social Security Number 
 

 

Relationship 
 

 

Date of Birth 
 

 

Effective Date 
 

     

     

     

     

     

 
 

Remove Dependent/s: 

 

Name/s 
 

 

Social Security Number 
 

 

Effective Date 
 

   

   

   

   

   

 
 
______________________________________ ___________________ 
   

  Employee Signature        Date 
 
 
__________________________________________ _____________________ 
 

  Authorized Employer Signature and Title      Date 
 
 
Gannon University                   Benefit Administrator’s, Inc. 
109 University Square                  1250 Tower Lane, P.O. Box 6279 
Erie, PA  16541-0001                  Erie, PA  16505 

BAI CF 02/06/08 


	DENTAL  CHANGE  FORM

