Department of Management & Budget
Office of Retirement Services
www.michigan.goviers (800} 381-5111

% P.0. Box 30171

Lansing Ml 48809-7671

ame and/or Address Change Request

MEMBER'S NAME {LAST, FIRST, M1} MEMBER ID OR SSN

MAILING ADDRESS DATE OF BIRTH
CITY, STATE, ZIP CODE DAYTIME TELEPHONE

Use this form to change your name andfor address.

Note: i you currently receive a pension payment by mail, this change may not affect your next pension. Your change(s)
will become effective the month after we receive your request.

Name Change

If you are changing your name, please snter your new name here. Please provide legal documentation of your name
change such as a copy of a marriage certificate or Social Security card.

NEW LAST NAME FIRST NAME ML

Address Change

if you are changing your address, please enter your new address here.

MAILING ADDRESS TELEPHONE

CiTY STATE | ZiP EFFECTIVE DATE OF CHANGE

Certification

This form must be signed before it can be processed. If a member is unabie lo sign, the endorser must enclose a
copy of his or her authorization of guardianship, power of atforney, or conservatorship.

APPLICANT SIGNATURE DATE

R357X (Rev. 8/2007)
Authority, as amended: 1980 P.A. 300; 1943 P.A. 240; 1986 P A, 182; 1992 P.A, 234




“MESSA Member Information (required)

H
s

e

1475 Kendate Bivd., PO Box 2560
East Lansing, Mi 48826-2660 -
Questions? Call 886.688.4167

OMmessa 0 CEEEE
W -mossa.arg sonitonto tmnvinesseo
———( Member Change Formj—_—'-g

This form Is designed to make any of the changes listed below. Please flll out completely, sign and return to your employer, The signed form must
be submitted within 31 days of the requested qualifying event or change to ensurs fimely processing. Forms received after 31 days of the actual
avant will be effective 1st of the month fol[owing MESSA approval. .

i

-,

SSN-or MESSA ID#:

CURRENT Name and Address lnformation NEW Name and Address Information

Flrst Name LastName
Address Address
Gity Slate - | Zip Codda Ciy Slalo  { Zip Cods
County Daytima Phong Colnty Daytime Phone
E-mail E-matt

important Rem| nder: Do you need to change or tpdate your iife Insurance beneficlery? Yout can obtain 8 Benefloiary Dosignation Form online at www.messa.org or
by calling MESSA al 885.888.4167.

Change Cod e(s) {check ail that apply)
Qualifying Events: Events that qualify you {o make changes fo your coverage culside of noxmal Open Earoliment perod, Social Securily Numbers are requlred for afl dapendents, Please

submit for newborms when issued. .

0 Marriage: Date of marriage: To add a spouse or dependenl(s) coimplate Sectlcns 143
@ Birth: To add a newborn complete Section 1. '

[:I € Adoption: To add an adopled child complete Section 1. Provide copy of legal documents. Provide copy of Order for Purposes of Adoption.
@) Logal Guardianship: Toadd a dependent(s) complete Section 1. Provide copy of legal documents. ‘
6 Sponsored Dapendent: Complete Saction 1 fo add. There s an additional cost for this coverage and MESSA requires IRS verificatfon,
(6] Dlvp?ce Date of divorce:__ To delele a spouse complete, Sections 1 8 3
0 Other Eligible Dependents: To add an eligthle dependent not listed above complele Sectlon 1.

Other Changes: . :

(] © Delete Dependent: To delete dapendent{s) complete Sectlor’a 1, ;
I:I @ car‘ncel Varlable Opfions: To cance! variable options comp!ate Section 2. Canoelaﬁm of non-PAK Modical roquiros a Mombamppucaﬁon

i
1o Den,tal Coordination of Benefits: To change dental coverage complete Sec;ton 3.
] @ Legal Name Change: To change name other than through marriage or divorce raqu_Ires legal documentation. *

4

Section 1: Deppnﬁents {All Information réquested helow Is required to add a dependent.) :

3|

Ghange
Gender|] Date of Birth . Relatlunshlp Godg-
| First Name Last Name M F | (mmiddiyyyy) Soclal Security # to Member | (Seo Abovs) |;

._}

Section 2: CANGCEL Varlable Optlons

] Optional Shert Torm Disabllity (STD)
£ Optlonal Long Term Disablfity (LTD)
[} Optional Dependent Life oo

[J Optional Hospital Confinement {HCI)
. Optional Supplementat Term Life

{7 Optional Surviver Ingome Insuranca sm -

|:| Opt!onai Basic Term Life (BTL)
No!e ifynu are earolied in Non-PAK Madlical, you miy hot cance! BTL

Section 3: Dental Coordination of Benefits :

Do you, your spouse or dependenis ha've denfal coverage fllmough another source? [Jves [T No

Who Is covered Ihroi:gh ihe other souwrce? EfSeif [ Spouse [J Dependenis

Employes Signature ) -
J, R . } e P

bal

-

-

Authorized Employer Signature hnd Stamp

Date
i

Y
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BCW-4

EMPLOYEE'S WITHHOLDING CERTIFICATE FOR CITY OF BATTLE CREEK INCOMETAX.

a0

JFYOU RESIDE M THECITY PLACE AN "R* IN THE BOX., [F YOU RESIOE OUTSIDE THECITY PLACE AN"N' IN THE BOX:
1. Print Full Name Soolal Ssculy No. Difie, Prant, Dept. Emgioyes 1D Humbxe
2. Addrass, Numbar snd Streel Clly, Townshlp or Viliags wher you roside Sale’ NpGods
8. Predominant Place of Empl it .
Prisl rame of sach :ily n'ymv:glwm fof Bis oy lzlmm [
amgloyse #nd clrcle closet % of loln sarnlegs Tty Undet
tn ;e _ ) : 25% [J4os [ son [] cox[] 100%
YOURWITHHOLDIKG Check 3 4 Exarmptions for YOURBELF oes & Over . L1 Diaabled EnlerToldl
EXEMPTIONS: bigoks OBilad ODeat numbes
. which | 5 Eamplons.  DSPOUBE 65 & Over 1 Dlesbled Entee totel .
apply paliad fIDeal ’ rumbef
EMPLOYEE: fils ihs form wit your | & (8) Exemptions for Nurtser |6, () Examptions for your Number | EntarTolal
Ewutﬂrifrmn'zmé;e B Tun withhotd your children ofhr dependeants 6 @AM -
t
ot sitings wih L 7. Mdﬂ'lemnber. ofammpﬁma. mhhawaavmdmhmsaeabm J
- EMPLOYER: Ketp Wix cprifiase wih tmumatmmmm.mmmmmehm.mmmmm
your recerds. 1 tha Iniosmalion gubimilled toths best ol il betel
by the engloyas Is nol belisvad loba | & Dale Signature
ttue, coitl and camplale advise b City. e 20 i

i s

LIKE § INSTRUSTIONS - 11 you work for Lhla smployer Tn mere 1han two cllles
or communlties, peied nampe of Iwo clilos of communliles  Wherd
you gorform e groatast paroeat of your work. Cirels 1o classt poroent of tatal
enrnings for work donn 4r services vanderad [n anch olty o7 commuslty {Ested.
Tho eetimated parcent of lolal esrxings from {hla amployer for wark dons of
sarvices performed wilkla taxing citles {ias 3 on oihat aide} Is for withheldlag
parpote only, In detesmining el tax Eabllity Yhis ustimals Is subfact {0 sub-

signlistionand sl

DEPENDENTS - To quatlly as your dopendaat (fne 6 on other 8ide), 4 pErsan {a)
cust pecatra mors than-ona-hat of hiy or ber Support rom you for the yasr, and %)
ma!;thmmmlniim(WhM)w-mmthrwmd(o)mmm ]
elmudnmmmmbywwmmmdum.wmmﬂmd!mwmm
of the United States or & residant of Ganada, Mnco, the Rapubllc of Pansma
of the Ounal Zonw (thls doss ot agply 1o an akin chéd fagally agopted by and Bving
with & Unitd States cltizen abtoad), nd (a) muat {1) have yoor Tioma &8 his oF her
piincipel reskisace and b & membir of your heusehioid for ha entins yer, or (2) b

refaied bo you a8 folowrs:
m:mmwmmmm.mmwmw.m.
Yoou btwe, mesbec gracdpared, slopiainer, fspmoler, e in-lee, ot
mmmm.mmimu.mmmmm?wmuwwm
Yo e, oL, g, f st (bt ooty i mied by ). ,

= e —

———— —-.r

CHANGES [ EXEMPTIONS - You shouid s a naw carbfats atany ime H 1he

nurbecclyearsampions INCREASES. .
You must fila & rve cortiicats within 10 dayd !f tha numde of eximptions previ
DECREASEE for any of the {ollowdeg reasons:
chiog emaphon y horcud et by sepans,

it cartidie
wm mumwwmmum
moce e Jall B dopped K e Yo,
depardul cncpkon n ree $1500 (Sl fa urge}
o grave of bscarre of His oma durdoy B et -
QTHER DECAEASES In wxemption, such 33-duath of & wifs or 3 depeadent,
do nat alfect your withhoiding untll the pext your, but reqies the Kiing of.a nw
Decambar of tha year i which dzah oogurs, L
CHANGE OF RESIDENCE - You must fils & naw cortifiealy within 10 days

oftd youchincge yOu? rasidence roin oc o t b o8
mmummau-mmummmummammm

wmamﬂ:ﬂmmumn«nmmmmﬁwmmm .
nosine il shing o for e ansng Yeac
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LAKEVIEW SCHOOL DISTRICT
DENTAL ENROLLMENT FORM

Name (Last) {Fizst) {Miiddle) Sex Birth Date Social Security #
Address (Street) City State Zip Code
Oécupation Hire Date Effective Date

Name (Last} (First) {(Middle) | Sex | Date of Birth Relationship Effective Date

‘No

Yes

Is there a court order requiring coverage for any dependent in the case of divorced or legally separated parents?

First Name " | Social Security # Effective Date

Empiloyee:
From: .

To:
Dependents:
From:

To:

B, Termination of Benefits
Employee Effective Date of Termination:

Dependent Effective Date of Termination:

Spouse;

Dependent(s):

C. Additional Coverage - Will this enrollment result in coverage under more than one dental program for you or
your spouse? Yes No

Signature Date




INDIVIDUAL ENROLLMENT/CHANGE FORM
FOR VisioN COVERAGE
{Please Print or Type)

EMPLOYER (GROUB) NAME GROUP NO.

Lakeview School District {(Option 1) 51506 0001 01 &1 Teachers
51506 0001 02 O3 Secretaries

51506 0001 03 O Food Services
51506 0001 04 [ Custodial / Maintenance
51506 0001 99 Il Cobra

EMPLOYEE LAST NAME FIRST Mi DATE OF BIRTH
STREET ADDRESS cIry STATE i
SOCIAL SECURITY NUMBER GENDER CONTRACT TYPE REQUESTED
— _ 8 Male O Singie {S)
O Female O Employee +1 (L)

O Family [Employee + 2 or more] (F)

EFFECTIVE DATE OF COVERAGE OR CHANGE DATE OF HIRE

COMPLETE THE FOLLOWING FOR ALL FAMILY MEMBERS FOR WHOM YOU ARE REQUESTING COVERAGE

PLEASE CHECK THE APPROPRIATE ACTION CODES FOR CHANGES

THIS CHANGE IS FOR: O EMPLOYEE [1SPOUSE £l DEPENDENT(S)
TYPE OF CHANGE: [ NEW ENROLLMENT 0O CHANGE OF ADDRESS [0 NAME CHANGE [ REINSTATEMENT [JCHANGE TO COBRA

O3 ISSUE CARD [1 CANCEL COVERAGE [T NAME CHANGE, FORMERLY

STUDENT
LAST NAME FIRST NAME INITIAL M/F DATE OF BIRTH (YN}
Spouse
Dependent
Dependent
Dependent
Dependent

ANY PERSON WHQ, WITH INTENT TO BEFRAUD OR KNOWING THAT HE 1S FACILITATING A FRAUD AGAINST ANY INSURER, SUBMITS AN
APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT 1S GUILTY OF INSURANCE FRAUD,

1 HEREBY APPLY FOR ENROLLMENT FOR VISION COVERAGE.

EMPLOYEE SIGNATURE: X DATE:

EMPLOYER SIGNATURE: X DATE:

NATIONAL VISION ADMINISTRATORS, L.L.C.
www.e-nva.com 1200 Route 45 West
Clifton, N3 07013

Toll Free: (800) 672-7723

This document has been printed on recycled paper.




