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GITY OF DTAFFORD
S N 2610 S30UTH MAIN
STAFFORD TEXAS 77477

FAX 281-281-3994

CHANGE OF ADDRESS

Complete this form and return to Darla Steubing, Human Resources

Change address from (Old Address):

City, State, ZIP:

Change address to (New Address):

City, State, ZIP:

Telephone: ( )

Print Name:

Signature:

Effective Date:
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:"} T‘f TDV{ RS Address or Name Change Form

Please use only black ink and do not bighlight. Any corrections or whiteouts must be initialed.

TMRS members and retirees (or other persons receiving a TMRS monthly benefit) may use this form to make Address or Name changes to their TMRS
account. After you have completed and signed this form, please fax to (512) 476-5576 or mail to P.O. Box 149153, Austin TX 78714-9153. |f you fax
the form, please retain the original for your records. If you have any questions regarding this form or any other matter, please call (800) 924-8677.

Please complete this section:

Full Nérhe (first, middle, last) Social Security Number

If)ala—of Birth " Current or Last Employin; Cnty Daytime Phone Number

Complete this section only if you are changing your mailing address.
My New Mailing Address is:

Né;u Mailir;g_ Address (nurhber and street)

City ' State  Zip Code

Daytirﬁe Phone Number Evening Phone Number

E-mail Address

Complete this section only if you are changing your name.
This section should only be completed if your name has changed and does not match the name currently on record with TMRS.

Old Full Name (first, middie, last)

New Full Name (first, middle, fast)
Reason for Change: D’narriage Ddivorce Dcoutt order

NOTE: If you are completing this section, a pholocopy of one of the following documents is required with this form:
Marriage Certificate, Divorce Decree (Name Change Section), or Court Order.

REQUIRED
Please sign and date this section:

| hereby affirm that the information on this form is true and correct and authorize the Texas Municipal Retirement System to update my TMRS account
with this infarmation.

Your Signature Date signed

runs o0 socusis mum ¢ rrieats sopnessr [N RO
FAX: (512) 476-5576



MHHNP Eligibility Update Form

Client: CITY OF STAFFORD

| Date:

Contact Name: KAREN AUSTIN

, Title: DIRECTOR OF FINANCE

~ Telephone No.: 281-261-3910

Change in Insurance Coverage Request

Employee’s Name:

Social Security No.

Date of Birth: | Telephone No.

Date of Hire:

Mailing Address:

City

| State Zip

___Initial Enroliment Effective Date:

(Complete Entire Form)
___Coverage Change Effective Date:

Delete Dependent(s)

____Add New Dependent(s) Effective Date:

Effective Date:

;;
)
:

Name of New Dependent(s) Date of Birth Sex Social Security No. Relationship Full Time Student Statu
to Insured
Delete Employee/ Dependent(s) Date of Birth Sex Social Security No. Relationship Full Time Student Status L_
to Insured

Correction to be made:

___Eligibility Correction

Change in Demographic Information

Change

From

To

Name

Address

Telephone

Social Security No.

-
—
o

:

Employee Signature:

New ID Card(s) Requested ___Yes ___No FaxForm to: L. Cave @ (713)448-6550 or e-mail to:Lionel.Cave@memorialhermann.org



Metlife

Metropolitan Life Insurance Company, New York, NY

GROUP NAME:

METLIFE SMALL MARKET
CHANGE REQUEST

GROUP NUMBER:

TYPE OF ELIGIBILITY CHANGE: (Please list below)

1. Name Change
2. Address Change
3. Cancel Spouse

7. Cancel All Coverage - Termination of Employment

6. Partial Cancellation - (List Coverages to be Cancelled)

10. COBRA Enrollment (Attach Election Form)
11. COBRA Termination

12. Other

QUALIFYING EVENTS:

Q1. Add Dependent — Marriage
Q2. Add Dependent(s) — Birth or Adoption
03. Add Dependent(s) - Loss of Coverage®

DATE:

4. Cancel 1 Child 8. Cancel All Contributory Coverage — Request of Active Employee Q4. Death S
5. Cancel All Children 9. Change Insurance Amount due to Salary Change Q5. Rehired Employee S —
Q6. Divorce
All necessary information must be included to avoid processing delays. * proof of loss must be submitted with request for coverage.
COMPLETE FOR ELIGIBLE EMPLOYEE(S)
ELIGIBILITY OR QUALIFYING i ; :a. { Sl SSF A CHANGE
EVENT CHANG : \ME gtoass i e GES AFFECTED
E LAST NAME FIRST NAME Number | MODAYMR | (SALARY/ADDRESS, ETC) COVERAGES AFFE
# | EFFECTIVE DATE - i
COMPLETE FOR ELIGIBLE DEPENDENT(S)
Employee’s Name: Employee’s Social Security #:
ELIGIBILITY OR QUALIFYING : - BonEs .nm«zma_ il
EVENT CHANGE : i BORHEUGHRE. ‘
LAST NAME FIRST NAME  (SALARY/ADDRESS, ETC) COVERAGES AFFECTED
# EFFECTIVE DATE drmt e o U
COMMENTS:
EMPLOYER'S (OR REPRESENTATIVE'S) SIGNATURE PHONE NUMBER DATE

SM CHG RQST (04/08) eF

SEND TO: MetLife Small Market ATTN: ADMINISTRATION P.0. Box 14593, Lexinaton, KY 40512-4593, FAX: 838-505-7446




CHANGE OF ADDRESS INSTRUCTIONS FOR
OPTIONAL POLICIES OFFERED BY CITY OF
STAFFORD

Nationwide - If you participate in the deferred compensation plan,
please call 877-677-3678 and choose option *0 to give them your
change of address.

Flexible Spending Accounts - Please call 1-800-323-5391 to
update your address or you may submit your new address on a
reimbursement form.

Aflac Insurance- Please call 1-800-99-AFLAC to update your
address



