SCREEN ACTORS GUI LD- PRODUCERS PENSI ON & HEALTH PLANS

Statenent O Disenrollnent, Death O Term nation O Domestic
Par t nership

I, make and file this statenent of
(Name of Participant)

Di senrol I nent, Death or Term nation of Domestic Partnership in order
to cancel the Affidavit of Domestic Partnership and declare and
acknow edge as foll ows:

| wish to cancel the Affidavit of Domestic Partnership previously
filed

with respect to

(Name of Donestic Partner)
- OR-
The Donestic Partnership relationship between ne and

(Domestic Partner)
ended on

(Dat e)
-OR-

My Donestic Partner di ed on
(Name of Donestic Partner) (Dat e)

| understand that if my Donestic Partner is covered by the Screen
Actors @uild - Producers Health Plan (Health Plan), the effect of
filing this formis that my Donestic Partner's coverage will term nate
in accordance with the terns of the Health Pl an.

| further acknow edge that it is ny responsibility to mail a copy of
this signed statenent to the Donestic Partner naned above, if |iving.

| affirmthat the statenments above are true to the best of ny
know edge.

Dat e Print Participant's Nane
Participant's Signature Addr ess

Participant's SS# Cty, State, Z p Code
Print Donestic Partner's nane Donmestic Partner's Address
Donestic Partner's SS# Cty, State, Zp Code
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