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PUBLIC SERVICE GROUP INSURANCE FUND
APPLICATION FOR CHANGES IN LIFE INSURANCE CLASS

PERSONAL INFORMATION (to be answered in full by employee, please print or type)

Name of Employee _______________________________________________________________________________________
(Last Name) (Given Names in Full)

Employee Number ___________________________________________ Date of Birth ____/____/____
  YY   MM   DD

I hereby elect to have my Life Insurance Class changed to (place an “X” in the appropriate space):
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