REVOCATION/CHANGE FORM
DELTA STATE UNIVERSITY

FLEXIBLE BENEFIT CAFETERIA PLAN

Revocation of Benefit Election and Compensation Reduction

	Name:
	
	Social Security No.
	

	

	Address:
	

	

	Effective 
	
	*, I hereby revoke/change my benefit election and 

	compensation reduction agreement under the Flexible Benefit Cafeteria Plan with respect to the following coverage(s).


	Benefit
	
	Current Election
	
	New Election

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



I certify that I have incurred the following change in family status:

	
	Marriage
	Date:
	
	Name Change:
	

	
	Divorce
	Date:
	
	Name Change:
	

	
	Birth or adoption of a child
	Date:
	
	

	
	Death of a spouse and/or dependent
	Date:
	
	

	
	Start or termination of spouse’s employment
	Date:
	
	

	
	Change between full-time and part-time status by employee or spouse

	
	
	Date:
	
	From:
	
	To:
	

	
	Unpaid leave of absence by employee or spouse
	Date:
	
	

	
	Other (Please explain)
	
	



My benefit election and compensation reduction agreement shall remain in effect as to my benefit coverages, if any, which are not listed above.

	
	Date:
	

	Employee’s Signature

	

	Accepted and agree to by:
	Delta State University

	

	
	Date:
	

	Employer’s Signature



*This revocation may not be effective prior to the beginning of the Plan Year unless it is made because of a change in family status as defined in the Cafeteria Plan.

