
Please complete the information requested below and forward with a completed UPAY 850 form(s) to Healthcare Human Resources, Wilshire Center, 10920 Wilshire Blvd. Mail Code 166446. A separate request form is required for each type of enrollment.  The employee should mail the questionnaire to the appropriate insurance carrier.

	Date:

     

	Employee Name:

     
	Employee ID:

     

	Department:

     
	Department Representative:

     

	Date form(s) received from employee:

     

	Date Questionnaire sent to insurance carrier:

     


	TYPE OF ENROLLMENT



	LIBERTY MUTUAL



	 FORMCHECKBOX 
 Add Disability Insurance:

 FORMCHECKBOX 
 7-Day  FORMCHECKBOX 
 30-Day  FORMCHECKBOX 
 90-Day  FORMCHECKBOX 
 180-Day
	 FORMCHECKBOX 
 Decrease Disability waiting period from:

      Day to       Day

	PRUDENTIAL



	 FORMCHECKBOX 
 Add Life Insurance:

 FORMCHECKBOX 
 1X   FORMCHECKBOX 
 2X   FORMCHECKBOX 
 3X   FORMCHECKBOX 
 4X   FORMCHECKBOX 
 Flat Life
	 FORMCHECKBOX 
 Increase amount of Life Insurance from:

      X Annual Salary to       X Annual Salary

	 FORMCHECKBOX 
  Add Dependent Life Insurance:

 FORMCHECKBOX 
 Basic   FORMCHECKBOX 
 Expanded   FORMCHECKBOX 
 Spouse   FORMCHECKBOX 
 Both   FORMCHECKBOX 
  Child (ren)

	HEALTHCARE HUMAN RESOURCES USE ONLY

	Date received response from insurance carrier:

 FORMCHECKBOX 
 Approved       FORMCHECKBOX 
 Denied      FORMCHECKBOX 
 Closed

	Effective Date of Coverage:


	Date Entered in EDB:




STATEMENT OF HEALTH REQUEST
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