
LIBERTY LIFE ASSURANCE COMPANY OF BOSTON 
A Member of the Liberty Mutual Group 

 
 
 

GROUP LONG-TERM DISABILITY CHANGE FORM 
 
 
 
 
Name____________________________________________Sex: Male_____ Female____ 
                   Last                     First                              MI 
 
 
Date of Birth___________________________ Date Hired_________________________   
                       Month             Day                   Year      
 
Address_________________________________________________________________ 
                  Number & Street                                    City                               State                  Zip Code 
 
 
Title or Occupation______________________________Social Security No.____________   
 
 
Employer__North Carolina State University Location______________Policy# 850-279590  
 
 
 
                __________________________                                _____________ 
                   HR Representative                                                            Date 
 
 
 
 
Please check the appropriate box and complete any requested information 
 
 

� Change my Address:  
� Change my name to: __________________________________________ 

 
 
 
________________________                                             ____________ 
Employee Signature                                                                      Date                           
            
                                                                                                                                       9/13/01
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