
  
 
 
 
 
 
 
 
 

To change your contact information, please complete this form and return it to the address below,  
or fax it to 515-365-1520 

 
NEA Insurance Operations 

 P.O. Box 9389 
 Des Moines, IA 50306-9389 
 
Please refer to your last premium notice or your Schedule of Benefits for your certificate number. 
 

(Please print all information in blue or black ink) 
 

Participant/Member Name: ___________________________________________________________________________ 
 

 Change applies to all active certificates (if change is for specific plans only, indicate certificate numbers below). 
 
1. Certificate Number: _8_ _0_ _2_ ___ ___ - ___ ___ ___ ___ ___ ___ ___ 
 

Previous Contact Information 

Phone: (____) ____ - _______ 

Email Address: __________________________________ 

Address: _______________________________________ 

               _______________________________________ 

City: ___________________________________________ 

State/Province: __________________________________  

Zip/Postal Code: _________________________________ 

Country: ________________________________________ 

New Contact Information 

Phone: (____) ____ - _______ 

Email Address: __________________________________ 

Address: _______________________________________ 

               _______________________________________ 

City: ___________________________________________ 

State/Province: __________________________________  

Zip/Postal Code: _________________________________ 

Country: ________________________________________ 
 
 
2. Certificate Number: _8_ _0_ _2_ ___ ___ - ___ ___ ___ ___ ___ ___ ___ 
 

Previous Contact Information 

Phone: (____) ____ - _______ 

Email Address: __________________________________ 

Address: _______________________________________ 

               _______________________________________ 

City: ___________________________________________ 

State/Province: __________________________________  

Zip/Postal Code: _________________________________ 

Country: ________________________________________ 

New Contact Information 

Phone: (____) ____ - _______ 

Email Address: __________________________________ 

Address: _______________________________________ 

               _______________________________________ 

City: ___________________________________________ 

State/Province: __________________________________  

Zip/Postal Code: _________________________________ 

Country: ________________________________________ 
 

 
We cannot process your request without your signature. Please indicate the date signed. 

 

 
 X ______________________________________  _______       X _______________________ 
     Member’s Signature                            Date Signed (mm/dd/yyyy) 
 

 

NEA Life/AD&D INSURANCE PLANS 

CONTACT CHANGE 


