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Application or request for change of coverage of dependents

Subscriber (UNDP Service Contract Holder)
LAST NAME - FIRST NAME

E-mAIL

ADDRESS

UNDP ServICE CONTRACT ID N° DATE OF BIRTH (D-m-v) GENDER M F
ORGANISATION UNDP OTHER:

REGIONAL COUNTRY OFFICE
DATE OF ENTRY INTO DUTY
REQUEST ADDITIONS: ELIGIBLE FAMILY MEMBERS AS LISTED BELOW
END OF COVERAGE FOR ELIGIBLE FAMILY MEMBERS AS LISTED BELOW
ENTRY DATE OF ENROLLMENT

N.B. unmarried dependent child is insurable until the end of the year in which he/she turns 25.
Child is considered dependent if not in full time employment.

Eligible family members (only those who are eligible for the Cigna programme)

LAST NAME - FIRST NAME GENDER  RELATIONSHIP DATE OF BIRTH CHILD CHILD FULL-TIME ADD  DELETE
(sPOUSE, CHILD) (D-m-v) MARRIED? EMPLOYED?
No  Yes No  Yes
No YEs No  YEs
No ' YEs No  YEs
No  Yes No  Yes
No YEs No  YEs
No ' YEs No  YEs
No  Yes No  Yes

| hereby authorize UNDP to make deductions from my salary to cover contributions to premiums at the rate appropriate to the coverage requested, and |
certify that the information provided above is correct.

DATE SIGNATURE

PLEASE MAKE COPIES FOR INTERNAL DISTRIBUTION.





