
 
REQUEST FOR CHANGE 

WORKER BENEFIT PLANS 
 

 

 

 LUTHERAN CHURCH-CANADA 
WORKER BENEFIT PLANS 
3074 Portage Avenue 
Winnipeg, MB R3K 0Y2 

 
 
 

*Important:  You must notify the Worker Benefit Plans office within 31 days of any changes (ie. terminations, worker status 
changes, salary changes, addition of dependents, etc.).  Retroactive Adjustments can not be made for more than 31 days. 
 
1.  MEMBER INFORMATION 

 
 
If address change only, please check _______              Member Certificate Number 
  

___REV. ___MRS. ___DR.     ___ ___ ___ ___ ___ ___ ___ ___ ___ 
 
___MR.  ___MISS ___MS 
              
________________________________________________________________________________________
MEMBER’S NAME  Last  First   Initial  Previous Name if Applicable 
 
________________________________________________________________________________________ 
MEMBER’S ADDRESS Number  Street   City  Province   Postal Code 
 

________________________________________________________________________________________ 
   Email       Phone number 
 

_______________________________________________________________________________________ 
EMPLOYER NAME & ADDRESS 
 

 
2.  MARITAL CHANGES & SPOUSE INFORMATION 
 
Check Marital Status: ___Married ___Widowed ___Divorced ___Legally Separated ________________ 
            *Effective Date 
 

If married, complete the following:  Spouse’s Name __________________________________________________ 
       First    Initial  Last      Previous Last Name 

 
Spouse’s date of birth: (mm/dd/yy) ____________________    
 
 
3.  CHANGE IN SALARY 
 
If an employee’s salary increases or decreases, benefits and premiums will be affected.  Prompt reporting of salary 
changes is, therefore, advised.   
 
Basic Annual Salary Home Provided 

(30%) 
Cash Housing 
Allowance Paid 

Cash Utility 
Allowance Paid 

Total Annual 
Compensation 

Hours per week 

 
$ 

 
$ 

 
$ 

 
$ 

 
$ 

 
 

 
 
*Effective Date:  ______________________* 



 
4.  CHILDREN INFORMATION 
 
Please list eligible children applicable under a, b, c, or d below. 
 
A child is your natural, adopted or stepchild who 
 

a) is unmarried; 
 
b) is not employed on a full-time basis; 

 
c) is not eligible for insurance as an employee under this or any other group policy; 

 
And 

 
d) is either under 19 years or age, or, if a full-time student at an accredited school, college or university, under 26 years of age. 

 
Note:  
- A child who is incapacitated due to a mental or physical disability on the date he reaches the age when he would otherwise cease to be an 
eligible dependent, will continue to be an eligible dependent. A child is considered incapacitated if he is incapable of engaging in any 
substantially gainful activity and is dependent on you for support, maintenance and care, due to a mental or physical disability.  Worker 
Benefit Plans may require written proof of the dependent’s condition. 
 
- A stepchild must be living with the employee to be an eligible dependent. 

 
Name of Dependent 
LAST                    FIRST 

Sex  
M/F 

Date of  
Birth 
mm/dd/yy 

If adopted or stepchild, 
enter status and date 
effective 

If disabled enter 
date disabled 

If in college enter 
date of full time 
student status 

   Status: 
 
Date: 

  

 
 
5.  REQUEST TO TERMINATE DEPENDENT COVERAGE 
 
Name Relationship Reason for Termination *Effective Date 

 
 

   

 
 
 

6.  TERMINATION OR TRANSFER OF WORKER 
 
 
___  Terminated _______________________  Reason:________________________________________ 
    * Effective Date 
 

___  Transferred to: __________________________________   *Effective Date:  _________________________ 
   
 

7.  AUTHORIZATION 
 
The information entered on this form for me is current and correct to the best of my knowledge.  I authorize my employer to obtain any portion of the cost 
required by me, according to the Plan provisions, for my participation in any of the Worker Benefit Plans, and to remit such portion along with the portion 
required of my employer. 

 
________________________________________   _________________________________ 
 Signature of Worker          Date 

 
The employment information entered on this form is current and correct to the best of my knowledge.  We agree to obtain from the worker any portion of 
the cost required from the worker, according to the Plan provisions, for the worker’s participation in any of the Worker Benefit Plans, and to remit such 
portion along with the portion required by us as an employer. 
 

________________________________________   _________________________________ 
 Signature of Employer Representative        Date 


