
 

     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

I wish to make the changes indicated for the following eligible family members: 
 

 
 
      Name (Last, First, Initial)  Sex  Date of Birth 
 
 

    Employee _______________________        M  F     ____/____/____ 

 

   Spouse     _______________________        M  F     ____/____/____ 

 

    Child         _______________________        M  F     ____/____/____ 

 

    Child        _______________________        M  F     ____/____/____ 

 

    Child         _______________________        M  F     ____/____/____ 

 

    Child         _______________________        M  F     ____/____/____ 

 
 
 
The changes submitted on this form should be effective as of __________________________________________, 20_____________ 
 
 

      ______________________________ 
      Signature 
 
 

      _________________      
      Date 

_______________________________________
_________________ 

CHANGE/CANCELLATION FORM 
 

Please Circle: 
 

Employer/Group 
 
 
Member Name  
 
 
Social Security Number 

101 Parklane Blvd., Suite 301 
Sugar Land, TX  77478 
Phone (866)-912-7131 
Fax (832)-415-0381 

          _______________________________________ 
 COMPLETE THIS SECTION ONLY IF       Address  
 THE INFORMATION HAS CHANGED 

SINCE ENROLLING WITH FCL DENTAL     _______________________________________ 
           City/State/Zip Code  
 
 _______________      (______) _______________________________ 
 DDS Change         Home Phone 
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_______________________________________
_________________ 


