
Complete and return this form only if you are making plan changes. 
To assist in completing this form please refer to the instructions on the back side of this form.

Group Name:__________________________________________________ (hereinafter referred to as “Group”)

Group Policy Number(s): ________________________________________ 	

As an Authorized representative of the above named Group, I request that the Sales Agreement 
on the above referenced group policy number be amended with the following changes:

1. Rates are effective: ___ ___ / ___ ___ / ___ ___ ___ ___ through ___ ___ / ___ ___ / ___ ___ ___ ___ 

Request For Amendment To Sales Agreement  
(50 eligible employees or fewer)

2. �Group 
Number(s)

3. �Key Codes 
(A, D, P, R)

4. �Product 
Name

5. �Product  
Description

6. Monthly Premium Per Subscriber

Enrollee 
Only

Enrollee 
& Spouse 

(civil union)

Enrollee & 
Children

Enrollee, 
Spouse 
(civil union), 
& Children

$ $ $ $

$ $ $ $

$ $ $ $

$ $ $ $

I understand that this amendment will not become effective unless approved and issued by  
Blue Cross & Blue Shield of Rhode Island (BCBSRI). I request that this amendment be approved 
by BCBSRI, subject to their usual underwriting guidelines and issued in their customary policy 
language. I request that this amendment, if approved and issued by BCBSRI, become effective 
by its terms without any further acceptance required by the Group, and that this Request For 
Amendment To Sales Agreement (50 eligible employees or fewer) form be made the amendment 
and be attached to and made part of the Sales Agreement. This amendment may be executed 
and delivered by facsimile or e-mail, and such facsimile or e-mail delivery shall constitute the 
final agreement of the parties and conclusive proof of this amendment.

Blue Cross & Blue Shield of Rhode Island Group

By: ________________________________________________
	 Authorized Signature

Print Name: ________________________________________
	 Officer

Title: 	_ _____________________________________________
	 Officer 

Date: ___ ___ / ___ ___ / ___ ___ ___ ___ 

By: ________________________________________________
	 Authorized Signature

Print Name: ________________________________________
	

Title: 	_ _____________________________________________
	

Date: ___ ___ / ___ ___ / ___ ___ ___ ___ 

PER SALES AGR. AMD. REQUEST (1-12) 	 (continued) ➢
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Instructions to complete the amendment form entitled “Request For Amendment  
To Sales Agreement (50 eligible employees or fewer)”: 
The following information must be provided for each change in order for the amendment to 
be processed. This page is for informational purposes only and not deemed to be part of the 
amendment form. 
If you have any questions or need assistance, please contact your General Agent, Broker,  
or Small Business Sales Representative.

1. Rates Are  
Effective

Insert the requested effective dates.

2. Group Number(s) Insert the group number(s) to be amended (found on your monthly bill).

3. Key Codes Insert the appropriate code; use: 
• “A” to Add a new product or rider. 
• “D” to Delete a current product or rider. 
• �“P” to change from calendar year deductible to Plan Year Deductible  

(please refer to your Renewal Packet). 
• �“R” when Group has requested BCBSRI to recertify due to a change  

in the Group’s demographics and the recertification result changed  
the monthly premium per subscriber amount previously provided  
in the renewal packet. This Rate Change can only be effective on  
the group’s renewal date.  

4. Product Name Insert the product name (i.e. Vantage Blue, Group Plan 65, Blue Cross  
Dental, etc.) or rider (vision, acupuncture, etc.) affected by this 
change (please refer to your Renewal Packet).

5. Product  
Description

Insert the product or rider description affected by this change (i.e.  
changes to your RX benefits (RX = $10/35/60/100). (Please refer to your 
Renewal Packet).

6. Monthly Premium  
Per Subscriber

Insert the applicable rates (please refer to your Renewal Packet). 
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