UnionCentral Request for Change

Participant Name

Social Security No.

Employer ESP No. _

__| CHANGE OF ADDRESS

Oid Address
Street

City

State Zip

Effective Date

Certificate No.

New Address
Street

City
State Zip

'] CHANGE PARTICIPANT'S NAME

New Name _

Effective Date

| CHANGE OF PAYMENT STATUS

Participant will [ | cease/ L] resume making payments as of the following Effective Date.

Please Note: Use form UC 2909 for Change of Beneficiary.
[ ] CHANGE OF CONTRIBUTION

Effective § . Future contributions should be deducted by Employer as follows:

Type of Contribution

% of Salary

Elective Deferrals

%

%

Date ~_ Signature
Plan Name __ Signature
Date e

(Participant)

(Plan Administrator or Trustee)

The Union Central Life Insurance Company

1st Copy - Union Central Home Office, 2nd Copy - Employer, 3rd Copy - Employee

UC 2241 8-2002 (Electronic) (3 copies)



