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PURDUE UNIVERSITY  
Change in Family Status Certification Form

This affects core benefits only and does not affect voluntary benefits such as dental. 

	 Section 1. ABOUT YOU 

A. Employee Name: 	 	 C. Campus Phone Number: 	

B. PUID Number: 	 	

Section 2. REASON FOR THE CHANGE IN BENEFITS (must relate to the benefit changes requested)

Reason for the Change Date Reason for the Change Date

 Marriage 	  Reduction in Hours of Employment (CUL) 	

 Beginning/End of Same-Sex Domestic Partner Relationship 	  Judgment/Decree/Court Order for Coverage of Children 	

 Birth of a Child 	  Involuntary Loss of Outside Coverage 	

 Legal Adoption/Placement in Employee’s Home 
(provide copy of court documents) 	

 Significant Change in Cost/Coverage 
*Does not apply to Health Care FSA 	

 Arrival or departure of Family Members to/from the U.S.A. 	  Beginning/End of Unpaid Leave 	

 Dependent Becomes Eligible for Coverage 	  Open Enrollment at Spouse’s Employer 	

 Death of Spouse/Child 	  Loss of Spouse’s Employment & Benefits 	

 Divorce/Annulment 
(provide copy of court documents) 	

 Eligible/Ineligible for Medicare/Medicaid
	

 Dependent No Longer Eligible; please provide reason: 

	 	
 Begin Spouse’s Employment/Benefits at  

(Check One): Purdue  Elsewhere  	
Section 3. MAKE CHANGES TO THESE BENEFIT PLANS

A. Medical: Mark one or more of the actions below to adjust your medical coverage. 
1.  Add coverage for me. Please indicate the plan AND level of coverage desired.

PL
A

N

 Purdue Choice Fund

C
O

V
ER

A
G

E 
LE

V
EL

 You Alone

 Purdue Incentive  You & Children

 Purdue Copay  You & Spouse

 You & Family

2. �Add Dependents*: H = husband, W = wife, P = same-sex domestic partner, S = son, D = daughter 
�When you add a dependent to your coverage, you must provide verification that the person you are adding is an eligible 
dependent. Please refer to the Dependent Eligibility information. 

Name
Social Security # 

(Required by law)
Relationship

Birth Date
H W P S D

Dependent 1 	 	      	

Dependent 2 	 	      	

Dependent 3 	 	      	

Dependent 4 	 	      	

3.  Discontinue enrollment for my dependents and me (if applicable)

4.  Continue my enrollment, but drop the following dependents*

Name Address, if different from yours

1 	 	

2 	 	

3 	 	

4 	 	
*More dependents than space? List additional dependents and information about them on a separate sheet.

Human Resource Services CFS 
http://www2.itap.purdue.edu/BS/Business_Forms/

https://www2.itap.purdue.edu/bs/Business_Forms/
http://www.purdue.edu/hr/Benefits/eligible_dependents.html


�

B. Short Term Disability: (This coverage is available to biweekly employees only)
	  Option 1 – No Coverage	  Option 2 – Short Term Disability Coverage Elected (Weeks 4 – 13)

C. �Dependent Care Flexible Spending Account:
	� Designate the amount you now wish to contribute each pay period : 	 * 

(enter “0” if you wish to stop contributions) 

	 Effective date of new amount: 	  

	 * �For Dependent Day Care: If this results in annual amount greater than $2,500, I certify that, if married, I will file a joint 
return this year.

D. Accidental Death and Dismemberment
	� 1. To drop coverage: Indicate zero in the amount field if you want to drop coverage. 

2. �To add coverage: Mark the category (Employee, Spouse, Child(ren) and indicate coverage amount.  

Coverage is available in $10,000 increments. 

� Employee Coverage Amount	 	   
	 (maximum is $1,000,000) 

 Spouse Coverage Amount	 	   
	 (maximum is equal to the employee’s coverage or $300,000; whichever is less) 

 Child(ren) Coverage Amount	 	   
	 (maximum is $50,000)

E. Term Life Insurance: 
	� With a qualifying change in family status, you may increase your additional employee term life insurance by one 

salary level and your spouse/SSDP term life by one $10,000 increment without providing Evidence of Insurability (EOI). 
Requested increases at these guaranteed levels will become effective immediately; amounts over the guaranteed levels 
require approval by Minnesota Life before becoming effective.

	 Additional Employee Term Life Insurance
	  Drop coverage	  Lower coverage	  Increase coverage

	 Amount of coverage desired: 1-8 times annual salary, up to $2 million.
	  1x	  2x	  3x	  4x	  5x	  6x	  7x	  8x

	 Spouse/SSDP Term Life Insurance
	  Drop coverage	  Lower coverage	  Increase coverage

	 Amount of coverage desired: $10,000 increments up to $200,000. $ 	

	 Child(ren) Term Life
	  Drop coverage	  $10,000 coverage	  $20,000 coverage

	 Section 4. YOUR CERTIFICATION AND APPROVAL:

I authorize the selections I have made as well as the payment required for those selections. I understand that these 
selections are effective from the date of my family status change through the rest of the plan year and may not be 
changed during the remainder of the year unless I have another change in family status. I certify that, if I have dropped 
coverage for myself or my dependents, outside coverage has been obtained. I also certify that the dependent coverage 
information is accurate.

Signature: 	 	

Faculty/Staff Member Signature Date

IMPORTANT: The request for change in coverage must be submitted to Staff Benefits within 31 days of the change in family 
status event. Otherwise, you will forfeit rights to continue coverage through COBRA, if applicable, and you must wait until 
open enrollment to make the change in coverage.

Please submit this form to: HRS, Staff Benefits, Freehafer Hall or 401 S. Grant Street, West Lafayette, IN 47907-2024
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