
Fairfax County Government Benefits Retiree Enrollment/Change Form 
Once this form is completed, please send it to the Department of Human Resources at 12000 Government Center 
Parkway, Suite 270, Fairfax, VA 22035 or fax to 703-802-8795. If you fax the form, remember to keep a copy of your fax 
machine's transmission report as documentation that we received the form by the deadline. Forms that are received 
after applicable deadlines will not be accepted. 

RETIREE NAME 	 SOCIAL SECURITY OR PERSONEL NUMBER RETIRE DATE (if new) 

HOME PHONE WORK PHONE E-MAIL 	 DATE OF EVENT 

RESIDENCE PHYSICAL ADDRESS (Required if system address is a post office box) City 	 State Zip Code 

New retirees should complete all sections. Note: If you are not currently enrolled in a benefit, you may not elect it as a 
retiree. If you are eligible for Medicare, you are required to provide proof of Medicare Part A and Part B coverage in
order to maintain retiree health insurance. 

I'm submitting this form for: 

• 	New Retiree 

• 	Change in number of dependents 

• 	Other: Eligibility for Medicare, change to physical address (for those with P.O. Boxes as mailing 
address), moved from plan's service area. 

Section A. Medical and/or Dental Coverage — (Select the plan level of coverage, and tell us about those who should be covered) 

Medical/Dental 
 Permanently Cancel 

County MedicalPlan Mana.qed byCIGNA Individual 2 Party Family Number with Medicare 


0 OAP Copay Plan n 	 o • OO CancelCancel medical*medical* 00 CancelCancel Dental*Dental* "" 

• OAP 90% Coinsurance Plan • 	 • • 
•OAP 80% Coinsurance Plan • • • Note:Note:Note: OnlyOnlyOnly coveragecoveragecoverage ininineffecteffecteffect maymaymay bebebe continuedcontinuedcontinued 


intointointo retirement.retirement.retirement. 

• HMO Managed byKaiser • 0 0 

All medical plan enrollments automatically include ,O Delta Dental PPO 0 	 DO vision benefits through Davis Vision. 
*/ understand that if1 ever stopbeing coveredby a FairfaxCounty health or dentalplan as aretiree, dependent orre-employed annuitant, 1can never enroll in that coveragein the future 

Enrollment Information - must be completed for each individual to be covered under health and/or dental coverage 
S Relationship: (child, Enroll in Enroll inName (Last, First, Ml) Birthdate e stepchild, Social Security or 

Health DentalPersonnel NumberX guardianship, etc.) 	 Plan Plan 

Employee 	 O D 

Spouse 	 0 O 

D O 

O D 

O O 

O O 

iMote. IT adding spouse and/or dependent children, vou must forward the marriaoe certificate and/or birth certificates to Benefits in the Department of 
Human Resources before your enrollment request willbe processed. Dependents not listed above will not be covered. You must notify pla if you will
continue to be covered by a second health or dental plan so coordination of benefits may be arranged. 

To Remove a Dependent Please remove the dependent listed below from the benefits indicated. 
Dependent to be dropped: Reason for Dropping Date Occurred: Drop from: 

O Health O Dental O Both health and dental 

0 Health O Dental O Both health and dental 

D Health D Dental D Both health and dental 

O Health O Dental O Both health and dental 



Section B. Retiree Group Term Life Insurance:
^NotK *Ln„v _,rejjmYou may elect to continue or i 

Please complete and return a current Beneficiary Election Form. 
Basic Coverage: 

•1x annual salary 

• Reduce my coverage to $12,500 Basic Coverage Only (Note: dependent coverage cannot be higher than $12,500). 

• Cancel. I DO NOT wish to continue basic retiree coverage. I understand that I can never enroll in the future. 

Optional Coverage:

Note: Optional coverage is not available if coverage has been reduced to $12,500. 


Plc3sc s©l©ot one: 
0 1x annual salary •2x annual salary 0 3x annual salary •4x annual salary 

•Cancel. I understand that I can never enroll in the future. 

Note^DeBend^^eraae m*v not exceed the total of vour retiree coverage. Dependent children covered to age 26. 

Please select one: 
•$10,000 spouse/$5,000 child(ren); or • $15,000 spouse/$7,500 child(ren) 

•Cancel. I DO NOT wish to continue dependent coverage 

To Enroll, Change or Cancel Other Voluntaryjenefjts 
To arrange for withdrawals or to change investments, 

participants may visit rps.troweprice.com or call 888-457-5770. 
Deferred Compensation 

after my eligibility date. 

I understand thatI must notify theBenefits Office inHuman Resources within30 days of any ^ajjgein sta^s^^i^atouW irause^ny^of^ny oov^^dd^OTdaits to^oe^e to be 

pofcy IPs my responsiMity°o stey informed of any changes tothe plan that mightaffect meor my dependents) eligibility.The effective date forthe change andthe 

documentation that mustbe submitted are described onthe fairfaxNetBenefits webpage. 

*l understand thatif I ever stop being covered by a Fairfax Countyhealth or dental plan as aretiree, dependent or re-employed annuitant, I can 
never enroll in thatcoverage in the future. 

I also certify that the dependents listedabove are eligible to be covered as dependentsas described on the fairfaxNet Benefits webpage. 

I herebv authorize any physician, hospital or otherprovider of serviceto furnish any information, reports or copies of records, related tocare or services renderedTo me or any 
of the deoendents listed above to the insurance carriers) or other thirdparties who require such information to administerthe plan. Such informaton is to beheld ^dental. 
I understand thatby completing and signing this enrollment form,I am making a binding electionwith regard to mybenefits and thatI am authorizing my employer to make the 
deducttons n^essary topay my share of the cost ofcoverage. I also authorize subsequentpayroll deductions in futureplan years unlessInobly my employer of a change,n 

my election. See thefairfaxNet Benefitsweb page formore information. 

Date:Retiree Signature: _ — 

Mail completed form to: Department of HumanResources 

12000 Government Center Parkway, Suite 270 

Fairfax, Virginia 22035 


Or fax to: 703-802-8795 


Revised 4/15 

http:rps.troweprice.com

