
Mail to: MDM Insurance Services Inc.
P.O. Box #970
Guelph, Ontario
N1H 6N1

Fax to:     519-836-4909

 GROUP POLICY CHANGE FORM

  Company Name

  Group Policy No.      Division No.  

PLEASE PRINT

Full Name of Employee
Dependent 
Status for
Claims Payment

* Type of Change
Effective 
Date
Yr / Mo / Day

Monthly Salary * Remarks / Reasons

* If change in dependent status, please indicate reasons (i.e. marriage, birth of child, etc.) under remarks, and indicate effective date of marriage; date of birth

Signed by _______________________________________ Position _________________________________

Standard Change Form.wpd

Date ________________________ 
January 2022


