CITYO§F aé’*\/ Domestic Partner Termination Form

AT YOUR SERVICE

Employee Name: Employee #:

Domestic Partner, as used in this document, shall apply to all Domestic Partners. The Health Insurance
Enroliment/Change form is also required to process the termination.

The effective date of the termination of the domestic partnership:

|, (Employee) , declare that (Partner)
and | are no longer Domestic partners.

Termination of Domestic Partnership is due to:

Termination of domestic partnership due to change in one or more circumstances attested to in the
Domestic Partner Affidavit form

Death of the domestic partner

Voluntary termination of coverage of domestic partner due to other insurance coverage

Other
Employee Signature: Date:
HR Representative Signature: Date:
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