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RETIREMENT CHECKLIST p

MCBCL 12831 (2-79) 4

DATE ALL RETIREMENTS DATE DISABILITY
LZ' ﬂ? iL Application (SF-2801) Signed SF-2801-D, Request for
[/, / 7 .f} Memo to Dept. advising of o Medical Records (Hospital)
{ | Employees application =]
o /'/ ERS-9 to Payroll for 3 SF-2801-B, Private |
preliminary SF-2806/2807 — Physician Statement
z c|
— vx -
/ N ‘2801, 1084, Preliminary 2806/2807 Ltr to Employee advising of
Comp. to OPM physical exam (if not working)
/ / o L X Retirement ﬂé s
/ ! 2—‘ Certificate (#yn — ¥ S~ mos) o Ltr to Fed Med O w/CSC
3178 aft ipt of 2801-B
//-OG-f 2| sF-5 wley SF-54 (1 any) = SR |
/!0 G52 sk SF-71, App for leave i
SF-56 (w/54), 2801,1084 Talked w/emp Supt about i
ﬁ{/o 5/3} 2810/2809 !i'! to gc.ymll possible placement
" 3 SF-2801-A, Superi
Approximate Annuity / 4 gg 4 b,A = Officer's S;uf:;een:r
T s W i N
rvivor
didoasy gt S /S 0 SF-2801-C fo MOB (Boyers, PA)
Health Benefits Ded Q) onC w/encls (ey to OC)
7 - Approval of Disability rec'd
Optional FEGLI Ded / ’E&Z’ = ERS-7, Notice of Approval
5
3
Net Annuity /‘ 0 yr

Z Type of Retirement Annuly
Suvives Aty . f/ r/ s optional survivor

FEGLI
’ D disability D life

o Ylﬁ lﬁ “D" 5 years service AGE \j-@r 008 //’ °23;27
enrolled since first Civ Sve ;'g Comp Date dé -ﬂf.-éz

Optional D D opportunity or for 5 Mil Sve

years before retirement

HEALTH BENEFITS D,{ Dno Date last worked 30 QL@ & 2.

Sick leave began

Sick leave used

D 5 years Service past 2 years
Sick-and excess

Leave expires

enrolled since first opportunity 7

l—__] or for 5 years before retirement All leave expires ‘JL/I 25

e B8

CC#__MLQL_ EC# zd 3 ERS 5 to Employment » F»igg
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i
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I 3Fo
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SUPERVI /j i J PHONE DATE ENTERED DEF
VR i ee 2ot fsort [THTE 55

LEAVE DATE s A0 =

PAY PERIOD ENDING /5/3 0/5 2 SEPARATION /

sicK 212 ANNUAL__ 2K 2 CEILING PREPARED
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o T APPLICATION FOR IMMEDIATE RETIREMENT b

CSRS ! . CIVIL SERVICE RETIREMENT SYSTEM ERINEOr L form

|
|
1

fection A ~ ldentifying Information

i 1. Name (Last, first, middle) 2. List all other names you have used

| RAYNCR, GURMAN C. None

" 3. Address {Number, street, city, State, Zip Code) |4. Telephone Number 5. Date of birth (Month, 6. Social Security Number
Including area code) day, year)

| Route #2, Box 107H (

| Beulavi‘?lie N.C. 28518 919-298-5385 11-23-27 2/1-36-8601

i . Are you a citizen of the United States of & Yes 7a. Of what country are you a citizen?

' America? No - If “No" give ——e-

| &. Is this an application for disability retirement? | X | Yes (Ask your employing office about other documents you must submit)

i No

r §

Suction B — Federal Service

1. Department or agency from which you are retiring (Include Bureau or Dzvmon 2. Date of final separation (Month, day, year)
address and Zip Code) 01-03-83
3. Title of last position

] ,,___‘

D/Navy, Civilian personnel pivision, MCB, A
Camp Lejeune, N,C, 28542 : Water Treatment plant Qperator, WG-1O

<. Have you performed active honorable service in the Armed Services or other g Yes (Complete Schedule A and attach to this form)
uniformed services of the United States (See instructions for definition)?
r_—] No

5. Are you receiving or have you applied for military retired pay and/or Veterans ___I Yes (Complete Schedule B and attach to this form)
Administration pension or compensation in lieu of military retired pay?

L No
Szetion C — Marital Information
1. Are you married now {d'inarriage exists until ended by death, divorce, or XXX Yes (Also complete items la-f below)
annulment)? | No
ia. Spouse’s name {Last, first, middle) 1b. Spouse’s date of birth 1c. Spouse’s Social Security
Raynor, Sarah E. (Month, day, year) Number
_ 09--25-35 237-52-9808
id. Place of marriage (City, State) 1e. Date of,marriage 1f. Marriage performed by:
pillon, SC (Month, day, year) x | Clergyman or Justice of the Peace
12-12-53 Other (Explain):
Suction D —~ Annuity Election (Initial only one of the four boxes below)
Riake your election by initialing the box beside the type of annuity structions. If you are married at retirement and you do not elect
» ou want to receive and give any other information requested. Read maximum survivor benefits, the law requires that your spouse be
the information on page 3 of the instructions and the explanations informed of your election; therefore, you must attach Standard
below and consider your election carefully. No change will be per- Form 2801-2 to this form.

mitted after your annuity is granted except as explained in the in-
! 1. 1 CHOOSE A REDUCED ANNUITY WITH SURVIVOR ANNUITY FOR MY SPOUSE EQUAL TO:
! You must be married at retirement to choose this type of annuity.

: 2. 1 CHOOSE AN ANNUITY PAYABLE ONLY DURING MY LIFETIME. (If you are married and elect this, attach Standard Form 2801-2.)

18]

] a. Maximum survivor benefits OR  b. Lesser survivor benefits (If you elect this, attach
‘ ' Standard Form 2801-2)
INITIALS INITIALS
| % ﬂ 55% OF ALL MY ANNUITY BRR DI Ly it vee i $ * AYEAR
: c “This amount must be less than your yearly annuity.

INITIALS

All retiring employees may choose this type of annuity. If you are married at retirement, you CANNOT change this election
after your annuity is granted and no survivor annuity will be paid to your spouse after your death.

3. | CHOOSE A REDUCED ANNUITY WITH SURVIVOR ANNUITY FOR THE PERSON NAMED BELOW WHO HAS AN INSURABLE
INTEREST IN ME.

INITIALS
You must be single, healthy, and willing to undergo a physical examination |f you choose this type of annuity. (Disability
annnltmts are not eligible to choose this type of annuity.)
Namé of wson Wm\ insurable interest Relationship 1o you Date of birth Social Security Number
u{iqn.‘l s;oék Numier; 1680-00-634-4250 Standard Form 2801 FAev. January 1982

150y widltioans ot ussbis Ottice 0 Peronmd Manramrent



Section E — Insurance Information

1. Are you enrolled in the Federal Employees Health Benefits Program? -@L::‘
' : | XX Yes
2. Are you covered by the Federal Employees’ Group Life Insurance Program? No

Section F — Other Claim Information

1. Are you receiving, have you ever received, or have you applied for workers U Yes (Complete Schedule C and attach to this form)
compensation from the Department of Labor because of a job-related iliness
or injury? No ]

2. Have you previously filed any application under the Civil Service Retirement I_] Yes (Complete items 2a and 2b below)
System (for retirement, refund, deposit or redeposit, or voluntary

7l

|

contributions)? TxtMNo g

2a. Type of application 2b. Claim numbers ,

Retirement Deposit or redeposit !

Refund Voluntary contributions |

Section G (Optional) — Information About Your Unmarried Dependent Children

15 Dependent child’s name 2 Date of birth 3. Disabled| 1. Dependent child’s name 2. Date of birth 3.Disablea§13

(First, middle, last) (Mo., dy., yr.) (v) (First, middle, last) (Mo., dy., yr.) {v)

Richard E. Raynor 02-12-65 i

Section H — Applicant’s Certification

WARNING | hereby certify that all statements made in this application are true to the best of my 7‘

Any intentional false statement in this application or will- | knowledge and belief. |
ful misrepresentation relative thereto is a violation of the f : i
ature n Date i

law punishable by a fine of not more than $10,000 or Signatur (Da Aot an t) - |
imprisonment of not more than 5 years, or both. (18 12"29"82 i
U.S.C. 1001) J oumman C. o 3 A

Applicant’s Checklist *

This checklist is provided to help you be certain you have attached all necessary documents and to help your employing office be certain it foi-

wards all of your retirement documentation to the Office of Personnel Management. "
Yes o}

o

i

1. If you answered “yes” to Section B, item 4, did you attach Schedule A? . . . ..o v oo e et 0 T

4

X
2. If you completed Schedule A, did you attach a copy of your discharge certificate or other certificate of active military servica?. X\ E

3. If you answered “yes’’ to Section B, item 5, did you attach Schedule B? . . . ... .. .. oovvnnnn. .. o A S I E I |

4. If you completed Schedule B and answered ““yes” to item 5, did you attach a copy of your request for waiver and a copy of ]
the military finance office’s acknowledgement or approval of your request for waiver (ifavaabialy - ., .ol U ; X |

e

5. If you are married and you elected either less than full survivor benefits (Election 1b) or an annuity payable only to you [ 1
you during your lifetime (Election 2), did you attach SF 2801-2, Spouse’s Notification of Survivor Election? . .. ........

6. If you answered “yes” to Section F, item 1, did you attach Schedule C? ... .... ... oo v, R Es L vy X '

Privacy Act Statement l
!

Solicitation of this information is authorized by the Civil Service necessary under this program, or to report income for tax purposes.
Retirement law (Chapter 83, title 5, U.S. Code), the Federal Em- It may also be shared with law enforcement agencies when they are
ployees’ Group Life Insurance law (Chapter 87, title 5, U.S. Code) investigating a violation or potential violation of the civil or crimi-
and the Federal Employees Health Benefits law (Chapter 89, title 5, nal law. Executive Order 9397 (November 22, 1943) authorizes use
U.S. Code). The information you furnish will be used to identify of the social security number. Furnishing the social security num- g
records properly associated with your application, to obtain addi- ber, as well as other data, is voluntary, but failure to do so may
tional information if necessary, to determine and allow present or delay or prevent action on your application. Information you pro-
future benefits, and to maintain a unique identifiable claim file for vide about your unmarried dependent children may be used to
you. The information may be shared with national, state, local or expedite their claims after you die; however, your failure to supply |
other charitable or social security administrative agencies in order such information will not affect any future rights they may have E
to determine benefits under their programs, to obtain information to benefits. j

i




W. TR e ——————
5 K 2001

Revised January 1982

1. Name (Last, first, middle) A
RAYNOR, GURMAN COUNCIL

Schedules A, B and C
2. Date of birth (Month, day, year)

3. Social Security Number
241-36-8601

11-23-27

Schedule A — Military Service Information

{
1. If you have performed active honorable service in the Armed Services, or other uniformed services shown below, complete 1a-e beiow and
attach a copy of your discharge certificate or other certificate of active military service (if available).

See instructions for definitions of Armed Services and Uniformed services.

la, : b. c. Dates of Active Duty d. Last Grade or e. Organization at Dis-

i i b }

| Branch or Service Serial Number Fr.(Mo, dy. yr.] [To [Mo.. dyyr.) Rank charge (Div., Co., etc.)
; Army 14262059 052548 03-06-50| cpl Fort pix, Ng

! Air Force 01-17-52 09-1/4-53 Airman :

[ 02 J=lh=55 e P Salena, Kansas

i K

Schedule B — Military Retired Pay

&

1. If you are receiving or have applied for military retired pay, complete parts 1 a-e below.

a. Are you receiving or have you ever applied for military retired or

retainer pay?

Yes & No

L.

d. Was your military retired or retainer pay awarded for a dis-
ability incurred in combat or caused by an instrumentality of
war?

. Have you waived al! or part of your military retired or retainer pay in
order to receive pen::0n or compensation from the Veterans Admin-

istration?
Xl no

DNO

|| Yes (If available, attach a copy
of notice of award)

e. Are you waiving your military retired or retainer pay in order
to receive credit for military service for Civil Service retirement

I ves
c. Was your military retired or ;ﬂtainer pay awarded for reserve service

under Chapter 67, title 10? '

(If available, attach a copy
3 Yo of notice of award) D e

benefits?
(If available, attach a copy of
:’ Yes your request for waiver and a D No
copy of military finance officer’s
acknowledgment or approval
of your request for waiver)

Schedule C — Federal Employees Compensation Information

related illness or injury?

1. Are you receiving or have you ever received workers’ compensation from the Office of
Workers’ Compensation Programs (OWCP), Department of Labor, because of a job-

l_l Yes (Complete parts la below)

5(] No (Go to question 2)

a. . b.

Benefit Received

C.

Compensation Claim Number Fr. (M., dy., vt ]

To(Mo., dy., yr.) Type of Benefit

Scheduled award
Total or partial disability compensation

|| Scheduled award

Total or partial disability compensation

: 2. If you have applied for workers’ compensation (Other

tha/r
below and give the information requested.

N/ /4

as listed in item la above) but are NOT receiving benefits, check reason

| a. Awaiting OWCP decision

| b. Claim denied

' Compensation claim number

Compensation claim number

Date claim denied

3.

Except for scheduled compensation awards, workers’ compensation and Civil Service retirement benefits CANNOT be paid for the same
period of time. Please complete the information below regarding your claim.

a. Do you agree to notify us promptly if the status of your workers’ compensation claim changes? Yes
‘" No
b. Do you authorize the Office of Personnel Management and/or the Office of Workers’ Compensation Programs (OWCP) to collect Yes
any overpayment if we later find you are ineligible for both compensation and annuity payments covering the same period of time?

. No
Applicant’s Cartificstion
I certify that all stateriénits thade on these schedules are true to Signgtyre (Do not print) i W Dat VoI v
the best of my kiitwiodge and belie, NI 32 Vv g e, oo /YD X

7
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= U.S. GOVERREENT PRINTING OF FICE: 1381-353-064 1604

‘ AGENCY CERTIFICATION
OF INSURANCE STATUS

Federal Employees’ Group
Life Insurance Program

1. Name (Last) (First) (Middle)

council

RAYNCR Gurman

2. Date of birth (mo., dy., yr.) 3. Social S#;c;:;'y Number

11-23-27 211 | 36 | eeor

4. Check the reason for termination of insurance (4a, below) and disposition
of current SF 54 or SF 2823, Designation of Beneficiary (4b, below). All
SF 54's and SF 2823's, if any, should be attached to this SF 2821 if the
employee (a) died, (b) is retiring, or (c) is receiving Federal Employees’

Compensation and is entitled to continue life insurance, In all other cases show,
whether or not a current SF 54 or SF 2823 is on file in the employee’s Official
Personnel Folder (or equivalent).

4a. Reason for terminating insurance

.’Separated {includes resignation)

4b. Disposition of SF 54’s or SF 2823's

b Retired ® - pg] Attached

c Died as an employee *

[ Died as a reemployed annuitant E] Not on file with this.agency

e End of 12 'tqonths non-pay status

f Other {spézifyl I—l On file in employee’s Official Personnel Folder

5 vDatre of Termination 6. Date of Notice of Conversion 7. Annual basic pay (not basic insur- 8. Effective date of continuous coverage

(month, day, yéar)

12=30=87 -
ol-03-%3

Privilege (SF 2819) to Emplovee
(month, day, year).

3020
0-03-83

ance amount) on date in item 5. under FEGLI program
Convert daily, hourly, piecework,
etc. rate to annual rate.

823 55720

01-23-55

3. Did employee have Option A—Standard insurance on date in item 5? 10. Did employee have Option C—Family insurance on date In item 5?2
) 2
z] No it T Effective date of election No Effective date of clection
Yes-If “yes" give B : Yes-If “yes' give ~—»
il. Did employee have Option B—Additional insurance on date in item 5?

Etfective date of election

No
Yes-if “‘yes” give —p

=

Lowest number of multiples of pay
during last 5 years

Number of multiples of pay on date
initem 5,

12. | CERTIFY THAT THE ABOVE INFORMATION HAS BEEN OBTAINED F

EMPLOYEE NAMED)WAS COVERED BY FEQERAL EMPLOYEES' GROUP LIFE INSURANCE ON THE DATE SHOWN IN ITEM 5.

ROM, AND CORRECTLY REFLECTS, OFFICIAL RECORDS AND THAT THE

atdie of a hor_’izea agency officigl

Wy

Typed naafe of adthorized agency omcla‘(/ W\ .

R. E. SWANEY, JR,

Name and address of agency, including zip code
D/Navy, civilian personnel Division

Title

Marine Corps Base, Camp Lejeune, N.C. 28542
Commercial phone no. with area code |Date
AL9-451-1579 11-10-82

Assistant Employee Relations Supt

IMPORTANT INFORMATION

Death within 31 days.—Under certain conditions, life insurance is
payable if death occurs within 31 days after an employee’s group
insurance terminates even though the employee has not applied for
conversion. |f death occurs within this period, further information
concerning possible henefits should be obtained from the agency
ned in item 12, above.

Continuation of insurance while receiving Federal Employees’ Com-
p?nsation.-—Seerback of this page.

Conversion to an individual policy.—See back of this page.

if you are retiring, your Basic Life insurance (but not accidental
death and dismemberment coverage) may be continued if: (a) you

Oftfite &f Personnel Minagomaent

retire on an immediate annuity, (b) you do not convert to an indi-
vidual policy, and (c) you have had it for the 5 years immediately
preceding retirement (or, if less than 5 years, since your first oppor-
tunity). Generally, any optional insurance you have may be con
tinued if you continue your Basic Life insurance and you have h:d
the option for the 5 years immediately preceding retirement (or, if
less than 5 years, since your first opportunity). If you want to con-
tinue your Basic Life insurance, complete SF 2818 to elect the type
of reduction in coverage that will occur when you reach age 65 (or’
when you retire if you are already 65). See Standard Form 2818,
“Election of Post-Retirement Basic Life Insurance Coverage,” for
details about continuing life insurance coverage into retirement.

Standard Form 2821






FEGLI

Federal Employees’ Group Life Insurance Program

ELECTION OF POST-RETIREMENT BASIC LIFE INSURANCE COVERAGE

® Read the accompanying information carefully

GENERAL
INSTRUCTIONS:

® Type or printinink
@ Return completed form to your employing office

B Fill in identifying information requested below

Name (Last) (First)

RAYNOR, GURMAN COUNCIL

(Middle)

11-23-27

Date of Birth (Month, day, year)

Social Security Number

241 | 36 8601

Employing Department or Agency

D/Navy, Civilian Persomnel Division

Agency L.ocation (City, State, Zip Code)

Marine Corps Base, Camp Lejeune, N.C. 28542

By completing this form, you are choosing the amount
of basic life insurance coverage you will have after you
reach age 65. |f you'are already age 65 or older, and you
choose the 75% Reduction or the 50% Reduction, that

reduction will begin at retirement.

.

SIGN AND DATE ONE OF THE BOXES BELOW. (DO
NOT SIGN MORE THAN ONE.) THEN CROSS OUT
THE OTHER TWO BOXES. Failure to cross out the two
boxes will not invalidate the form.

WANT THE 75%
EDUCTION

| WANT THE 50%
» REDUCTION

3 I WANT NO
REDUCTION

e

I WANT® THE 75% REDUCTION. |
understand that after | reach age 65 (or
upon retirement, if I’'m older than 65)
the amount of my basic insurance cov-
erage will reduce at the rate of 2% per
month until it reaches-25% of my basic
insurance amount at retirement. | under-
stand that | cannot change my election
1o a lesser reduction at a later date.

I WANT THE 50% REDUCTION. |
understand that after | reach age 65 (or
upon retirement, if I’'m older than 65)
the amount of my basic insurance cov-
erage will reduce at the rate of 1% per
month until it reaches 50% of my basic
insurance amount at retirement. | under-
stand that the only change | may make
at a later date is to the 75% reduction. |
authorize deductions to be made from
my annuity og compensation to pay the
full cost of this additional protection.

e

| WANT NO REDUCTION. | under-
stand that there will be no reduction in
the amount of my basic insurance cover-
age after | reach age 65 (or upon retire-
ment, if I'm older than 65). | further
understand that | cannot later change to
the 50% reduction, but can change to
the 75% reduction. | authorize deduc-
tions to be made from my annuity or
compensation to pay the full cost of this
additional protection.

Sign e (Do not print)

L aan

Signature (Do not print)
o

Signature (Do not print)

Date

gDl

g ﬁ‘-{—’/ﬂcﬂ.

<

Date

Date

PRIVACY ACT STATEMENT

Public law 96-427, Federal Employees’ Group Life Insurance
Act of 1980, authorizes the solicitation of this information.
The data you furnish wil! be used to determine the amount of
life insurance coverage you have after retirement.

This information may be shared with national, state, local, or
other charitable or social security administrative agencies to
determine and issue benefits under their programs, or when

United States Office of Personnel Management

FPM Supplefent 890-1
L)

they are investigating a violation or potential violation of civil
or criminal law. Executive Order 9397 (November 22, 1943)
authorizes the use of the Social Security Number to distin-
guish between you and people with similar names. Furnishing
your Social Security Number, as well as other data, is volun-
tary, but failure to do so may result in the inability of your re-
tirement system to provide you the level of insurance protec-
tion you want.

Standard Form 2818
(formerly OPM Form 1452)
April 1981






”»

DESIGNATION OF BENEFICIARY@

Federal Employees’ Group
Life Insurance Program

IMPORTANT
Read instructions
on back of duplicate
before filling in this form

INFORMATION CONCERNING THE INSURED:

R NGR I “GYRMRAN councIL

Date of birth (Month, Day, year)

Nov 23,

1927

Place an “X" in the appropriate box below:

An employee

XX

Retired or an
applicant for retirement

Receiving OWCP benefits or an
applicant for OWCP benefits

If you are retired or receiving Federal Employees’
Compensation, give your "CSA," "CSI," or “X" number

epartment or agency in which presently employed (If retired, former department or agency):

Bureau

U.

Department or agency

D/Navy

2

S.

Division

Marine Corps| CPO, MCB

Location (City, State and ZIP Code)

Camp Lejeune, NC 28542

1, the individual.identified above, canceling any and all previous Designations of Beneficiary under the Federal Employees’ Group Life In-
surance Program heretofore made by me, do now designate the beneficiary or beneficiaries named below to receive any amount of LIFE IN-
SURANCE and ACCIDENTAL DEATH INSURANCE due and payable at my death. | understand that this Designation of Beneficiary will
remain in full force and effect, with respect to any amount payable, unless or until canceled by me in writing, or until such time as it is auto-
matically canceled (see regulation “’f’ on reverse side of duplicate copy).

INFORMATION CONCERNING THE BENEFICIARY OR BENEFICIARIES (SEE EXAMPLES OF DESIGNATIONS):

Type or print_f'yst name, middle initial, and last

Type or print address (including ZIP Code)

Share to be paid to

name of each beneficiary of each beneficiary Relationship each beneficiary
R Route #2, Box 97
Sargh E. Raynor ________ _geu%av%% eﬁ_Ng_%gglé_,________-.Flfe _____ BOR =
oute ox 1
Mrs. EleSHERNS MWDoy _g,gg%aw_ilie,_ B o8518 e daugm;eja Y- ot
Harwell Drive, Apt
Bllly 7. THEEEEE 8 . Dallas,-TX 75220 — - - Pt A0TSR ot s
' Rt #2
Richard Earl Reynon ___ __ Beu#_a_\’u?cl)z,,g Zxc 28518 _Lia. i iy BURRERE
B — — i e e A e e e e T A S S MRS . 1, I e SR = 4 P

For each type of insurance (Basic Life, Option A—Standard and Option B—Additional): (1) | hereby direct, unless otherwise indicated
above, that if more ;han one l_)eneficiary is named, the share of any beneficiary who may predecease me shall be distributed equally among the
surviving beneficiaries, or entirely to the survivor. (2) | understand that this Designation of Beneficiary shall be void if none of the designated

beneficiaries is living at the time of my death.

| hereby specifically reserve the right tu cancel or change this Designation of Beneficiary at any time without knowledge or consent of the

beneficiary.

Date of execution (month, day, year)

3 annd "%

Signature of insured

WITNESSESTO SIGNATURE (A witness is ineligible

to receive payment as a beneficiary):

City, State and Zip Code

G turem 4 i < , Number and street

oS ._444440«7&;&4’_ CRO, MO e - e |Camp _Lejeune,_ NC 28542
ignature of witne 00/7- Number and street City, State and ZIP Code

ZzgfgﬂA C ). Ul CPO, MCB Camp Tejeune NC 28542

/

PRINT OR TYPE NAME AND ADDRESS (including ZIP Code) OF INSURED

[

Beulaville, NC
L

Mr. Gurman Raynor
Route #2, Box 97

-

28518

|

THIS SPACE RESERVED FOR RECEIVING AGENCY

(Indicate date and by whom received)

LN ;
BEE REVERSE BiRE bequL_IEA_TE COPY FOR INSTRUCTIONS ON WHERE TO FILE THESE FORMS.
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K, &
. FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM. #818-113 V
Ottice of
R NOTICE OF CHANGE IN HEALTH BENEFITS ENROLLMENT
2383-05243 Part A. - IDENTIFYING DATA
1. NAME (LAST) (FIRST) (MIDDLE INITIAL) 2. DATE OF BIRTH 3. CARRIER CONTROL NO.
RAYNCR GURMAN C 11-23=27 6631011
4. ADDRESS (INCLUDING ZIP CODE) 5. PAYROLL OFFICE NO. |6 ENROLLMENT CODE NO
RQU{be #2, Box 1074 17067001 102
Betﬂ.aville, N.C. 28518 7. SOCIALSECURITY NUMBER | 8. DATE THIS ACTION

BECOMES EFFECTIVE

: » so-ages o BN

ONLY THE ITEM WHICH IS CHECKED BELOW AFFECTS YOUR ENROLLMENT. READ THAT ITEM CAREFULLY AND FOLLOW ANY
PERTINENT INSTRUCTIONS. KEEP THIS FORM UNLESS YOUR ENROLLWMENT IS TERMINATED AND YOU APFPLY FOR CONVERSION.

Part B. - TERMINATION

D YOUR E'.J,BOLLMENT TERMINATES ON THE DATE IN PART A, ITEM 8, ABOVE.

IMPORTANT NOTICE. - You have the right to convert to an Individual contract with the carrler of your plan. See Part B. - Termi-
nation 0:\ the back of this form for information about your extension of coverage and conversion. |f you want to convert, fill in the
box on the back of this form and send it to your plan within the time limit specified.

. Part C. - CHANGE IN PLAN

D YOUR ENROLLMENT SHOWN IN PART A, ITEM 6, ABOVE HAS BEEN TERMINATED BECAUSE OF YOUR ENROLLMENT IN ANOTHER PLAN.

’ Part D. - TRANSFER QUT Part E. - TRANSFER IN
RS
YOUR ENROLLMENT €ONTINUES BUT IS TRANSFERRED TO
: YOUR NEW PAYROLL OFFICE (OR RETIREMENT SYSTEM) SHOWN
YOUR NETRISREENNS OFFIGE (OR RETIREMENT SYSTENS IN PART J BELOW HAS ACCEPTED TRANSFER OF YOUR ENROLL-

MENT AND WiLL CONTINUE IT.
Office of personnel Management
Civil gservice Retirement System . Part F. - REINSTATEMENT
Washington, D.C. 20415

k]

YOUR ENROLLMENT, HAS BEEN REINSTATED, EFFECTIVE ON THE

(SEE PART D ON THE BACK OF THIS FORM FOR MORE DATE IN PART A, ITEM 8, ABOVE.
1 INFORMATION)

B

Part,G. - CHANGE IN NAME OF ENROLLEE

THE NAME IN WHICH THIS ENROLLMENT IS CARRIED HAS BEEN CHANGED TO: o

SEX 53]
MALE ,_l FEMALE r

NAME DATE OF BIRTH

ADDRESS (IQCLUDINQ ZIP CODE) IF DIFFERENT FROM PART A, ITEM 4, ABOVE.

Part H. - CHANGE IN ENROLLMENT - SURVIVOR ANNUITANT

YOUR ENROLLMENT HAS BEEN CHANGED FROM FAMILY COVERAGE TC SELF ONLY. YOUR PLAN WILL l I
SEND YOU A NEW IDENTIFICATION CARD.

YOUR NEW ENROLLMENT
CODE NUMBER

(NOTE: THIS ITEM TO BE COMPLETED BY RETIREMENT SYSTEMS ONLY)

Part 1. - REMARKS

OPTIONAL RETIREMENT

Part J. - DATE OF NOTICE

NAME OF AGENCY AN DRESS, INCLUDING ZIP CODE | 2 NOTE: Instructions for Employ-
Eﬁ]avy-, OiVHg.an Person.nel Dl‘VlSlOYl, Marine COI‘i)S Base Ing Offices are on tzﬁ DTCF:( z'
Camp Lejeune”. N.C. 285[42 ::rem‘auadrupllcato copy of this
SIGNAT DATE

11-10-82

Standsrd Form NQ 281







