


PLEASE PRINT:

	DATE:
	     

	NAME:
	     

	SOCIAL SECURITY #:
	     

	CANCEL COVERAGE FOR
	     
	PLAN

	                                                               (Dental, Vision or Long term Disability)

	EFFECTIVE DATE OF CANCELLATION:
	     

	(Effective date will be June 30, 2010 for Vision and Dental Plans)

	SIGNATURE:
	



THIS FORM CAN ONLY BE USED TO CANCEL THE FOLLOWING OPTIONS:





LSU System VISION PLAN


LSU System DENTAL PLANS


The Hartford – LONG TERM DISABILITY PLAN











Open Enrollment








