DISSOLUTION OF DOMESTIC PARTNER RELATIONSHIP FORM

INSTRUCTIONS — Use this form to remove your domestic partner, and any associated dependents of the domestic partner, from
the State of Montana Benefit Plan (State Plan) when your domestic partner relationship has ended.
» You must complete your on-line Life Event enrollment within 60 days of the date your domestic partner relationship
ended at benefits.mt.gov, start by clicking on the “Benefit Enrollment and Changes” button.
» During your on-line enrollment you will be required to upload this completed form.
» Your domestic partner’s, and any associated dependents of your domestic partner, coverage ends at 11:59 p.m. the
last day of the month in which your domestic partner relationship ended.
» Benefit contributions for coverage of your domestic partner, and associated dependents of the domestic partner,
will continue to be charged until you have completed the on-line Life Event enrollment and submitted the
Dissolution of Domestic Partner Relationship Form.
» If notification of the dissolution of domestic partner relationship is not received within 60 days of the date the
domestic partner relationship ended, coverage will be terminated on the last day of the month following receipt of
the notification.

EMPLOYEE INFORMATION

EMPLOYEE ID# LAST NAME FIRST NAME MlI_
DATE OF BIRTH - - DATE OF DISOLUTION OF DOMESTIC PARTNER RELATIONSHIP - -

MAILING ADDRESS CITY STATE ZIP

PHONE NUMBER EMAIL

DOMESTIC PARTNER INFORMATION

LAST NAME FIRST NAME MI

ASSOCIATED DEPENDENTS OF THE DOMESTIC PARTNER (NAMES)

READ AND SIGN

We, the undersigned, attest that our domestic partner relationship has ended and we agree coverage with the State of Montana
Benefit Plan (State Plan) for the domestic partner, and any associated dependents of the domestic partner, should be terminated.

Employee Signature: Date:

Domestic Partner Signature: Date:

Acknowledgement

State of , County of

The foregoing was acknowledged before me this day of , 20 , by
(Name of Affiants).

Notary Public

SEAL
My Commission Expires

(800) 287-8266 TTY (406) 444-1421 benefitsquestions@mt.gov benefits.mt.gov updated April 4, 2024


http://www.benefits.mt.gov/

Language Assistance — General Taglines
State of Montana is required by federal law to provide the following information.

ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia linglistica. Llame al 1-866-270-3877 (TTY: 711).

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer;
1-866-270-3877 (TTY: 711).

HE  MBREGERERESX, BuLaBEEAESEmRS. SE8E 1-866-270-3877 (TTY : 711),
FEEIE: BAREZFEIN I8, BEHOSHEXES AW ITET,1-866-270-3877 (TTY:711) £ T.
BEEICTTERLFESLY,

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
1-866-270-3877 (TTY: 711).

ATTENTION: Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-866-270-3877
(ATS : 711).

BHUMAHMWE: Ecnu Bbl rOBOPWUTE Ha PYCCKOM fA3blKe, TO Bam AOCTYMHbI BecnaaTHble YCAyrM nepeBosa. 3BOHMTe
1-866-270-3877 (Tenetaiin: 711).

9| TR0 E AIESIAIE E 2, A XY MH|A~E 23 2 0| 83814 4= UL LIC 1-866-270-3877 (TTY: 711)HC 2
Heo| =LA 2.

Aile 08)) 7783-072-668-1 32 Joas! -Olamally @l 13165 igalll Buelinall lods O cdalll 531 a5 S 3] 1A gaada (117 1 SII_¢ puall
Fau:'u: dhauyanvaaaansalduinmsham8aniomulawd Tnsl-866-270-3877 (TTY: 711).
MERK: Hvis du snakker norsk, er gratis sprakassistansetjenester tilgjengelige for deg. Ring 1-866-270-3877 (TTY: 711).
CHU ¥: N&u ban ndi Tiéng Viét, co cac dich vy hd trg ngdn nglt mién phi danh cho ban. Goi s& 1-866-270-3877 (TTY: 711).

YBATA| AKWO BM pO3MOBAAETE YKPATHCbKOK MOBOLK, BM MOXETE 3BEPHYTMCA 40 BE3KOLWTOBHOI CAYKOW MOBHOT NIATPUMKM.
TenedoHyiiTe 3a Homepom 1-866-270-3877 (TeneTaiin: 711).

Wann du [Deitsch {Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft mit die
englisch Schprooch. Ruf selli Nummer uff: Call 1-866-270-3877 (TTY: 711).

ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero
1-866-270-3877 {TTY: 711).

State of Montana Non-Discrimination Statement: State of Montana complies with applicable Federal civil rights laws, state and
local laws, rules, policies and executive orders and does not discriminate on the basis of race, color, sex, pregnancy, childbirth or
medical conditions related to pregnancy or childbirth, political or religious affiliation or ideas, culture, creed, social origin or
condition, genetic information, sexual orientation, gender identity or expression, national origin, ancestry, age, disability, military
service or veteran status or marital status. State of Montana does not exclude people or treat them differently because of race, color,
sex, pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or religious affiliation or ideas, culture,
creed, social origin or condition, genetic information, sexual orientation, gender identity or expression, national origin, ancestry, age,
disability, military service or veteran status or marital status. State of Montana provides free aids and services to people with
disabilities to communicate effectively with us, such as: qualified sign language interpreters and written information in other formats
(large print, audio, accessible electronic formats, other formats). State of Montana provides free language services to people whose
primary language is not English such as: qualified interpreters and information written in other languages. If you need these services,
contact customer service at 855-999-1062. If you believe that State of Montana has failed to provide these services or discriminated in
another way on the basis of race, color, sex, pregnancy, childbirth or medical conditions related to pregnancy or childbirth, political or
religious affiliation or ideas, culture, creed, social origin or condition, genetic information, sexual orientation, gender identity or
expression, national origin, ancestry, age, disability, military service or veteran status or marital status you can file a grievance. If you
need help filing a grievance the State Diversity Coordinator is available to help you. You can file a grievance in person or by mail,
fax, or email: State Diversity Program Coordinator - Department of Administration State Human Resources Division, 125 N. Roberts,
P.O. Box 200127, Helena, MT 59620, Phone: (406) 444-3871 Email: SABHRSHR@mt.gov

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by
mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building,
Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD)
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