
Individual Plans Utah Change Form

P.O. Box 30192
Salt Lake City, UT 84130-0192
800-538-5038/Fax 801-442-0608
selecthealth.org

I-CHANGE 01-01-15

Subscriber’s Name  Subscriber ID#  Date of Birth  
      (loCateD oN ID CarD)

A. subscrIber InformAtIon

g. sIgnAture

By signing, you agree to the changes requested above and acknowledge that your monthly premium may change. To terminate coverage, please mark a 
box in section “F” above before signing. 

Subscriber Signature  Date 

f. dIscontInue medIcAl benefIts

q I hereby request the discontinuance of medical benefits received under Contract by SelectHealth. I understand that the discontinuance will be effective 
on the last day of the month following receipt and approval of this request by SelectHealth. Furthermore, I understand that no cancellation will be made 
on a retroactive basis.

  If you would like a termination date other than the end of the month, write it in the space below. We require 14 days notice to terminate your plan. 

  Date 

q I wish to discontinue my medical benefits because I am leaving for active military service.

b. subscrIber InformAtIon chAnges

 Marital
Name Changed From  Status Change q legally Married  q Divorced  q Death

Name Changed to  effective Date of Marital Change 

New address  Unit/apt.# 

City  State  ZIP  New Ph# ( )

See reverSe SiDe of form for inStructionS anD aDDitional information.

d. termInAte dePendents

fIrst And lAst nAme termInAtIon dAte
mm/dd/yy

reAson

q coverage through other parent (divorce) q government coverage q individual coverage 
q other 

q coverage through other parent (divorce) q government coverage q individual coverage 
q other

fIrst And lAst nAme termInAtIon dAte 
mm/dd/yy

reAson

q annulment q death q divorce q government coverage q employer group coverage 
q coverage on parent’s plan

Spouse’s Signature  Date 

chIldren (see reverse sIde for AddItIonAl InformAtIon)

sPouse (see reverse sIde for AddItIonAl InformAtIon)

By signing this form, I acknowledge that I will no longer have healthcare coverage through SelectHealth.

e. benefIt chAnges

If you would lIke to mAke benefIt chAnges, PleAse mArk the box below And submIt An APPlIcAtIon form. to fInd An 
APPlIcAtIon, vIsIt selectheAlth.org. All chAnges Are subject to selectheAlth APProvAl.

q Application Form Attached

c. Add elIgIble dePendent chIldren

fIrst And lAst nAme sex 
m/f

relAtIonshIP dAte of bIrth
mm/dd/yy

q natural    q adopted

q natural    q adopted

newborns, AdoPted chIldren, or chIldren PlAced for AdoPtIon wIthIn 60 dAys of bIrth or AdoPtIon (see reverse sIde for 
AddItIonAl InformAtIon)



I-CHANGE 01-01-15

change form Instructions

uSe the following guiDelineS to complete your change requeSt. 

P.o. Box 30192

Salt lake City, Ut 84130-0192

800-538-5038

selecthealth.org

sectIon A. subscrIber InformAtIon
Complete this section using the policyholder’s full name and Subscriber ID. You can find this number on your ID Card. If you 
purchased your plan through the Health Insurance Marketplace, certain changes may be made through the Marketplace. For 
more information, contact your SelectHealth-appointed agent or call Individual Sales at 855-442-0220.

sectIon b. subscrIber InformAtIon chAnges
this section is only required for name, marital status, address, or phone number changes.

sectIon c. Add elIgIble dePendent chIldren
Use this section only to add eligible dependents as outlined in your Contract. For more information for adding dependents 
outside of open enrollment, call Individual Sales at 855-442-0220.

sectIon d. termInAte dePendents
Use this section to remove your spouse or dependent children. authorized removal of dependents may be done at any time 
during the year as long as SelectHealth is notified in advance. Unless you are terminating your entire policy, you may only 
terminate individual family members from the policy as outlined in your contract. For more information, call Individual Sales 
at 855-442-0220.

sectIon e. benefIt chAnges
Changes can only be made during open enrollment or for a special enrollment. For more information about making benefit 
changes, refer to your Contract.

sectIon f. dIscontInue medIcAl benefIts
Complete this section if you wish to terminate your policy.

sectIon g. sIgnAture
only the subscriber’s signature is acceptable. Unsigned change forms cannot be processed and will cause a delay in fulfilling 
your request.
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