
(Change will not be processed without Certificateholder’s signature)

Certificateholder’s Signature _ __________________________________________________ 	D ate____________________
Or Parent/Legal Guardian of Certificateholder if under 18 years of age

Spouse’s Signature _ _________________________________________________________ 	D ate____________________

Agent’s Signature ____________________________ 	A gent Ph. #__________________ 	A gt. #_ _________	D ate________

GPH 11183 [Rev. 2/05]				W    hite - Health Services File Copy				Y    ellow - Agent	

Certificateholder’s Name (Please Print)	 Certificate No.	

* Servicemark used under license from the California Farm Bureau Federation.
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❐  CANCEL ALL COVERAGE	 Effective date of cancellation: 	 MONTH	DAY	YEAR  	

			   1

❐  CHANGE EXISTING COVERAGE	 Effective date of change: 	 MONTH	DAY	YEAR  	

	 		  1

	 TYPE OF CHANGE	 CHANGE

■	Name (Print):	F rom:	T o:

■	Address:	 NEW ADDRESS:       ■  billing       ■  Residence       ■  BOTH	  ■  PHONE #

	 (Street/City/State/Zip)	  
 

■	Marital Status To:	 ■  Single	 ■  Married	D ate of marriage or divorce:	 Month	D ay	Y ear

		  (If divorce, both Insured & spouse must sign FORM)
	 			 

■	Premium Mode To:	 ■ Semiannual	 	 	 ■ Quarterly
	 (Indicate month due)	 ■	 Electronic Funds Transfer (Include a signed EFT authorization form, & voided check.)

		  ■ Monthly Billing ($5.00/month fee will be added)	 ■ Monthly Repetitive Credit Card 

■	Plan Change 	 Change	 ■ 	From Plan 	 to Plan  
		  plan:		  (cannot use this form to increase coverage) 
			   ■	 From Medicare Supplement Plan          to Medicare Supplement Plan 
		  	 	 (cannot use this form to increase coverage) 
			   ■	 Other

		  Increase	 ■	 From $ __________ to $ __________ 
		  deductible:	 	 (only increases allowed on this form)

■	Beneficiary:	 From:	 (Name)		T  o:	 (Name)	

			   (Relationship)______________________ 		  (Relationship) 

 

	

■	Dependent Coverage:	 			   Dependent’s	RELATIONSHIP	D  ate of Birth	SO CIAL

		  		R  eason	N ame (Print)	TO  INSURED	 Mo.	D ay	Y r.	SE CURITY No.

		  ■	

		  ■	

	 	 ■	

■	 Add Newborn/Adopted Child 

	 (within 30 days of birth or adoption)

Remarks

Application for Change
Farm Bureau Members’ Health Insurance Program

(Month Due)
	

(Month Due)

(Contact your agent 
to verify if this 
form is appropriate  
for the change  
requested.)

And/or dependent if age 18 or over

(requires signature 
of spouse and/or 
dependent child if 
18 or over.)

Underwritten by Nationwide Life Insurance Company

 for Repetitive Credit Card Premium Payment Form.)
(Include a Auth.

Address

Date of Birth	SSN #


