DIOCESE OF STOCKTON
MEDICAL PLAN CHANGE AUTHORIZATION FORM

EFFECTIVE JULY 1, 2025 – June 30, 2026
Name:  _______________________________________________________________________________

Employer:  ____________________________________________________________________________


          (Parish, School, Catholic Charities, Cemeteries, Pastoral Center)





 Medical Plan as of July 1, 2025
   


                     (Initial next to coverage elected)



            Blue Shield of California  PPO

Employee Only


_____

          

Employee + Spouse

_____



Employee + Child (ren)

_____



Employee + Family

_____




Dental Plan as of July 1, 2025
 


           
     (Initial next to coverage elected)





Premier Access PPO
             



       

 Employee Only
    
 _____    




      

 Employee + Spouse         _____    




      

 Employee + Child(ren) 
  _____    




      

 Employee + Family       
  _____    


Signature:
________________________________________________

Date:

_______________________

_____ I DECLINE MEDICAL coverage for myself and family.

_____ I DECLINE DENTAL coverage for myself and family.
Signature: 
______________________________________________
Date:
              ________________________

