CITY OF FAIRFIELD

QLE — Divorce/Annulment/Termination of Domestic Partnership

EMPLOYEE INFORMATION
Name: Emp ID#:

Date: Phone:

Please complete this form if you are requesting benefit changes due to divorce/annulment/termination of domestic
partnerships.

Type of event:  Divorce O Annulment O Termination of Domestic PartnershipO

Dateof Event:

You are required to remove a spouse, domestic partner, or any dependent(s) who are no longer eligible for coverage

as a result of this event. The form and required documentation must be submitted within 30 days of the event date.
You may be held financially responsible for any premiums paid on behalf of ineligible dependents if timely notice is
not provided.

Relationship Code: S = Spouse DP = Domestic Partner
C= Natural/Step/Adopted Child DC = Domestic Partner’s Child
Benefit Code: M = Medical D = Dental V = Vision

Please list all ineligible dependents that must be removed from your benefit plans:

Name Code Gender DOB SSN#

Select

Select

Select

Select

Select

Select

Important: You must submit verification documents to support the event.

Verification Documents:
Divorce Final Divorce Decree
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CITY OF FAIRFIELD

QLE — Divorce/Annulment/Termination of Domestic Partnership

Annulment Court Issued Annulment Order

Termination of DP Termination of Domestic Partnership Filed with City or notarized affidavit of
termination of Domestic Partnership

In addition to removing ineligible dependents from your benefits (e.g., medical, dental, or vision), you may also elect
to change your current plan or provider for that benefit.

Plan changes are only allowed when removing an ineligible dependent from that plan.

If you are requesting to change plans, in addition to removing a dependent, please complete the Benefit Plan Change
section below for the relevant plans. If you do not want to change your current plans, you do not need to fill out the
Benefit Plan Change:

Benefit Plan Change:
Medical

Current Plan Name: Select
New Plan Name:  Select

Dental

Current Plan Name: Select

New Plan Name:  Select
Vision

Current Plan Name: Select

New Plan Name: Select

Please email benefits@fairfield.ca.gov the completed form or with any questions/concerns you may have.
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