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RETIREE ENROLLMENT/ELECTION FORM 

 
 
RETIREE IDENTIFICATION 
 
________________________________________      _______      ___________________________________________ 
First Name                                                                     Initial            Last Name 
___________________________________________      __________________________     _______      ____________ 
Mailing Address                                                                   City                                                   State  Zip Code 
_________________________________________      _________________________      ________________________ 
Social Security Number                                                   Date of Birth                                    Phone Number 
 
SPOUSE IDENTIFICATION 
 
_____________________     _______     ____________________     _________________________     _____________ 
First Name                              Initial          Last Name                            Social Security Number                  Date of Birth 
 
DEPENDENT CHILDREN 
 
First Name              Initial   Last Name                       Social Security            Date of Birth          Sex      Relationship 
            Number 
 
______________   ____   ___________________   ________________   ______________   ____   ________________ 
 
______________   ____   ___________________   ________________   ______________   ____   ________________ 
 
______________   ____   ___________________   ________________   ______________   ____   ________________ 
 
 
My plan election is for coverage commencing during the month of:       
 
 
      I authorize the Pension Department to reduce my pension check by the appropriate rate. 
 
                                                             - OR - 
 
      My first payment is enclosed. I understand each subsequent monthly payment must be received by the 

Administrative office prior to the first of the month for which coverage is being purchased. 
 
 
 
__________________________________________________      ____________________________ 
Retiree Signature                                                                                                    Date 
 

 
 
 
OFFICE USE ONLY: PREMIUM: $___________________        PLAN: _______________ 
 
 TERM OF COVERAGE IS EFFECTIVE: _______________________________________ 
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