FEHB Termination Election for Employees on Extended Military Active Duty

(Use this form only if you originally elected to continue FEHB coverage and now wish to terminate your coverage)

Mail or fax this form to BEST at the following address or fax number:

HQ AFPC/DPCMB

550 C Street West Ste 57

Randolph AFB TX 78150-4759

FAX:  DSN 665-2936 or Commercial 210-565-2936

Health Benefits:
I initially elected to continue my FEHB coverage during this period of LWOP.  I now elect to terminate my FEHB coverage.  The effective date of the termination will be the end of the pay period in which BEST receives this election.  I would like my FEHB coverage reinstated upon my return to duty.

(Please initial) ______ I am not currently participating in premium conversion.  (I understand that if I am currently participating in premium conversion, I may not terminate now – I must wait for an open season or a qualifying life event.)

Printed Name _____________________________________

SIGNATURE:  ____________________________________  Date:  _________________

Date of Birth:  _________________________  SSN:  _______________________

Home Address:
_____________________________________

_____________________________________

