
PacifiCare* 
 INSTRUCTIONS FOR CHANGE REQUEST FORM 

 

PCare Instructions for Change Request Form 032008               www.BenefitsStore.com         CA Ins. License No.:  0680704 
      Benefit Questions?  Call: (800) 446-2663           Change Form Questions?   Call:  (888) 226-8373 
  Fax:  (925) 725-0191 
 

DEADLINE TO CHANGE PLANS IS APRIL 20, 2008 
 
NOTE:  If you do not want to change your current plan, you do not need to complete this form. 

  Just pay your current billing statement. 
  

(Remember to attach your business card and this form to your change form.) 
MEMBERSHIP Please complete the following information in Black Ink and include this form 
INFORMATION with your change form if the change form is not legible it can not be processed: 
 

MEMBER NAME             ________________________________________ 
LOCAL ASSOC. NAME  ________________________________________ 
MEMBERSHIP #              ________________________________________ 
E-MAIL ADDRESS          ________________________________________ 
 

SELECTING        [  ]  $10 PCP Co-Pay HMO*        
YOUR PLAN:            [  ]  $20 PCP Co-Pay HMO*                                                             
          [  ]  $20 PCP Co-Pay - $1500 Deductible HMO*               
        [  ]  $35 PPO Co-Pay - $1000 Deductible PPO  
            *PCP – Primary Care Physician              
 
CHANGING:  [    ]  Add/ Delete Dependent    [    ]  Change Dependent Status 

   [    ]  Name Change                   [    ]  Change of Address     
 

COMPLETING USE BLACK INK AND COMPLETE ALL APPLICABLE SECTIONS  
CHANGE FORM:             (DO NOT COMPLETE THE EMPLOYER SECTION)  

   
REVIEW                    Review the change form for accuracy, sign and date.  Return the change form to 
APPLICATION:          us with your first month’s premium (made payable to The Benefits Store Trust   

                                Account.)                           
Change Request Forms without the first month’s premium will not be processed. 

  
EFFECTIVE DATE     Change forms are accepted (must be received in our office) no later than 
OF COVERAGE     April 20, 2008.  New Plan Coverage will be effective May 1, 2008. 

 
U.S. MAIL:      OVERNIGHT DELIVERY  ONLY 
ATTN: OPEN ENROLLMENT          ATTN:  OPEN ENROLLMENT    
Benefits Store, Inc.     Benefits Store, Inc. 
PO Box 68, Orinda, CA   94563-0068  85 High Eagle Road, Alamo, CA   94507-2009 

 
CHANGE FORM Allow 12 business days for processing of your change form, transmission to  
PROCESSING PacifiCare and data entry before your change will appear in PacifiCare’s database. 
 
BILLING QUES. E-Mail: Billing@BenefitsStore.com  
*This program is a special benefit for members of local Realtor® Associations within California.  Refer to the 
Enrollment Materials and Benefit Booklet for a complete description of the plans.  Be advised that your local 
Association, The Benefits Store, Inc. and their agents do not control premiums or coverage provided by these 
plans.   Association members participating in these plans do so voluntarily.  
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