
 EMPLOYEE BENEFITS DIVISION 
PA HEALTH INSURANCE TRANSACTION FORM 

PS-503 (6/16) 
 INSTRUCTIONS:  READ AND COMPLETE BOTH SIDES/PAGES. PLEASE PRINT AND CHECK THE APPROPRIATE CHOICES. 

 EMPLOYEE INFORMATION (All employees must complete) 
1. Last Name 
 

First Name 
 

MI 
 

2. Social Security Number 
 

3. Sex 
    Male    Female 

4. Mailing Address (If PO Box, complete box 5) 
 

City 
 

State 
 

Zip 
 

5. Home Address (If different from mailing address) 
 

City 
 

State 
 

Zip 
 

6. Date of Birth 
 

7. Telephone Numbers  

Home (            )                      Work (            ) 

8. Work location and address 
 

9. Marital Status                                           
 Single 

 Married  
 Widowed 

 Divorced 
 Separated 

Marital Status Date  
   

10.  DEPENDENT INFORMATION 
Must be provided to enroll in family coverage (use additional sheets if necessary) 
Check One: A (Add),  D (Delete),  C (Change), M (Medicare)               Date of Event:                                        - 

 Last  Name  First  Name MI Relationship Date of Birth Sex Address (if different) Social Security  
Number 

 A 
 D 
 C 

 M 
        

 A 
 D 
 C 

 M 
      

 
  

 A 
 D 
 C 

 M 
      

 
  

 A 
 D 
 C 

 M 
      

 
  

11.  MEDICARE INFORMATION 
A. Covered under 

Medicare?  
 Self                    Medicare ID Number:                                           -           
 Dependent        Name:                                           -     Medicare ID Number:                                       _ 

B. Is enrollee or dependent reimbursed for Medicare by another entity?        Self        Dependent 

12.  NEW OR NEWLY ELIGIBLE EMPLOYEES:  CHOOSE ONE OF THE FOLLOWING OPTIONS (A OR B) 
C. Enroll in New York State Health Insurance Plan (NYSHIP) Coverage:  Choose options 1 or 2  

1. Individual Enrollment    Empire Plan   Excelsior Plan 

2. Family Enrollment  (Complete box 10)   Empire Plan   Excelsior Plan 

D. Decline New York State Health Insurance Plan (NYSHIP) Coverage    

13.  TO CHANGE OR CANCEL COVERAGE CHOOSE FROM THE BOXES BELOW 

A. Change Coverage: Qualifying Event:                                                                 -             Date of Event:                     - 

  Change to FAMILY (Complete box 10) 

 Marriage 
 Domestic Partner 
 Newborn 
 Request coverage for dependents not previously covered 
 Previous coverage terminated (proof required) 
 Dependent returned to full-time student status 
 Other:                                                                                  - 

  Change to INDIVIDUAL 
 Divorce 
 Termination of Domestic Partnership  

      (Attach completed PS-425.4) 
 Only dependent ineligible due to age 
 I voluntarily cancel coverage for my dependents 
 Only dependent died 
 Other:                                                                                      - 

B. Voluntarily Cancel Coverage:       Qualifying Event:                                                   Date of Event:                     - 
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14.  CORRECT SOCIAL SECURITY NUMBER 

Correct Social Security Number Incorrect SSN:                                     - Correct SSN:                                     - 

15.  PREVIOUS COVERAGE INFORMATION 

If you were previously covered under 
NYSHIP or another health insurance 
plan, please complete this section 
and attach proofs (i.e. insurance bill 
or letter stating former coverage). 

Previous ID Number:                                 - 
Date Coverage Terminated:                         
- 

Enrollee’s Name Under 
Which Previously Covered 

Last Name First Name MI 

16.  RETIREMENT STATUS 

Retirement/ 
Vestee Status 

 I understand the requirements for continuing coverage as a retiree or vestee  
and wish to continue my coverage.  

 I understand the requirements for continuing coverage as a retiree or vestee  
and wish to defer my coverage.  

Change Retiree  
Payment Status Change to: 

  Pension Deduction (Rate:             /            )  

  Direct Payment to Agency  

Personal Privacy Protection Law Notification 
The information you provide on this application is requested in accordance with Section 163 of the New York State Civil Service Law for 
the principal purpose of enabling the Department of Civil Service to process your request concerning health insurance coverage. This 
information will be used in accordance with Section 96 (1) of the Personal Privacy Protection Law, particularly subdivisions (b), (e) and 
(f). Failure to provide the information requested may interfere with our ability to comply with your request. This information will be 
maintained by the Director of the Employee Benefits Division, NYS Department of Civil Service, Albany, NY 12239. For information 
concerning the Personal Protection Law, call (518) 457-9375. For information related to the Health Insurance Program, contact your 
Health Benefits Administrator. If, after calling your Health Benefits Administrator, you need more information, please call  (518) 457-5754 
or 1-800-833-4344 between the hours of 9:00 a.m. and 4:00 p.m. 

AUTHORIZATION 
I understand that if my coverage is declined or canceled, I may subject myself and/or my dependents to waiting periods if I decide to 
enroll at a later date and may forfeit the right to such coverage after leaving State service (vest, retirement, etc.). I am aware of how to 
obtain a current Summary of Benefits and Coverage for the NYSHIP option I have selected. I understand that my failure to provide 
required proof(s) within 30 days may delay the availability of benefits for me or any dependent for whom I fail to provide such proof. Any 
person who makes a material misstatement of fact or conceals any pertinent information shall be guilty of a crime, conviction of which 
may lead to substantial monetary penalties and/or imprisonment, as well as an order for reimbursement of claims. I certify that the 
information I have supplied is true and correct. I hereby authorize deduction from my salary or retirement allowance of the 
amount required, if any, for the coverage indicated above.  
 

Employee Signature (Required):                                                                                                   - Date:                              - 
AGENCY/EBD USE ONLY 

Action/Reason Date of Event Hire Date Date of  
1st Eligibility  

Percentage 
Working Agency Code 

      
 

Eligibility Lost 
Date Retirement System Retirement Tier Registration # Date Entered on 

NYBEAS Effective Date 

      
 

HBA Signature (Required):                                                                                                            -           Date:                               - 
 



NYS Department of Civil Service Instructions for NYS PA Health Insurance Transaction Form 
Albany, NY  12239   PS-503 (6/16) 

ENROLLEE AND DEPENDENT INFORMATION 
 

Boxes 1–9 Employee Information You must complete boxes 1 – 9 with your personal information.  
Note: Use the Marital Status Date to show the date of marriage, separation or 
divorce when those marital statuses are selected.  

Box 10 Dependent 
Information 

Check the box to add (A) or delete (D) dependents, to change (C) dependent 
information or confirm a dependent is Medicare primary (M). Complete all 
dependent information including date of birth. 
Additional documentation may be required to add the dependent. 

Box 11 Medicare Information In row A, check the appropriate box if you or a dependent are covered under 
Medicare and then enter your Medicare ID and or the Medicare ID of your 
dependent and their name. In row B check the appropriate box(es) if you and/or 
your dependent covered under Medicare have your monthly fees reimbursed to 
you from an entity other than NYSHIP 

 
NEW ENROLLEES 

 
Boxes 12 
(A-B) 

New or Newly Eligible 
Employee Coverage 
Options 

Complete appropriate sections. You may choose to enroll in or decline coverage.  
 
Check with your HBA for which plan or plans you are eligible to choose (Empire 
or Excelsior plan). 

12.A.1 Individual Enrollment Check Empire Plan or Excelsior Plan based on your option available. 

12.A.2 Family Enrollment 
(must also complete 
dependent  information 
in box 12)  

Check Empire Plan or Excelsior Plan based on your option available. 

12.B Decline NYSHIP 
Coverage 

Check box to decline coverage.  

 
CHANGE IN COVERAGE OR VOLUNTARILY CANCEL COVERAGE 

 
Box 13.A Change Coverage Check this box to change from Individual to Family or from Family to Individual 

coverage.  

Box 13.B Voluntarily Cancel 
Coverage 

Choose this box when electing to voluntarily cancel your coverage. 
 

Box 14 Correct Social Security 
Number 

If your Social Security Number is incorrect in our system please put the incorrect 
number and correct numbers here so it can be fixed.  

 
 

Box 15 Previous Coverage 
Information 

If you are enrolling in coverage because your other coverage ended, complete all 
information in this box. 

Box 16 Retirement/Vestee 
Status 

Retirement: You must complete this section if you are to indicate your decision to 
continue or cancel/defer your health coverage as a retiree.  

Change Retiree 
Payment Status 

Check the first box if you wish to adjust your pension deduction rate. Then, enter 
the new rate you would like deductions to be taken at.  
 
Check the second box if you are currently being billed monthly and would like to 
have your deductions taken directly out of your pension check. You will also need 
to submit a Pension Deduction Authorization Form along with this document. 
(Check first with your HBA regarding the availability of pension deduction) 

 
AUTHORIZATION You must SIGN and DATE this form.  
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AGENCY/EBD USE ONLY 

This section is for Agency and/or EBD use only and is provided to assist with updating the enrollee’s record on NYBEAS. 
Action/Reason Transaction that HBA will enter in NYBEAS. 

Date of Event 
 

Event date that resulted in the enrollee requesting a change to benefits.  
Example:  first day worked, first day on leave, date of birth, date of marriage. 

Hire Date Original date of hire or rehire. (Only needed for new enrollment). 

Date of 1st Eligibility  The first day the enrollee is eligible for coverage. 

Percentage Working Enrollee’s percentage on payroll. 

Date Entered on NYBEAS Date HBA processes the transaction on NYBEAS. 

Effective Date The effective date assigned to the transaction by NYBEAS. 

Note: When updating NYBEAS, use the Date in the Authorization Box as Date of Request. 
  
 

EXAMPLES OF DOCUMENTATION REQUIRED TO PROCESS YOUR TRANSACTION 
Note: ALL employees and dependents must provide copies of his or her birth certificate  
Spouse Domestic Partner Children 
Copy of marriage certificate; for 
marriages dated more than  one 
year prior, proof of current joint 
ownership/financial obligation 

Completed PS-425 (Domestic Partner 
series) and required documentation 

Completed PS-457 (Statement of 
Dependence) and required 
documentation, if applicable 

For changes of coverage, copy of 
marriage certificate, divorce order 
or death certificate 

For changes of coverage, PS-425.4 
(Domestic Partner series) or copy of 
death certificate  

Completed PS-451 (Statement of 
Disability) and required documentation, 
if applicable 

Copy of Social Security Card Copy of Social Security Card  
 


	1. Last Name
	DEPENDENT INFORMATION
	Must be provided to enroll in family coverage (use additional sheets if necessary)
	MEDICARE INFORMATION
	A. Covered under Medicare? 
	 Self                    Medicare ID Number:                                           -          
	B. Is enrollee or dependent reimbursed for Medicare by another entity?        Self        Dependent
	NEW OR NEWLY ELIGIBLE EMPLOYEES:  CHOOSE ONE OF THE FOLLOWING OPTIONS (A OR B)
	C. Enroll in New York State Health Insurance Plan (NYSHIP) Coverage:  Choose options 1 or 2 
	D. Decline New York State Health Insurance Plan (NYSHIP) Coverage   
	A. Change Coverage:
	  Change to FAMILY (Complete box 10)
	 Marriage

	B. Voluntarily Cancel Coverage:       Qualifying Event:                                                   Date of Event:                     -
	Correct Social Security Number
	RETIREMENT STATUS
	Change Retiree Payment Status
	Personal Privacy Protection Law Notification
	AUTHORIZATION
	AGENCY/EBD USE ONLY
	Action/Reason
	Date of Event
	Hire Date
	Date of 
	1st Eligibility 
	Percentage Working
	Agency Code
	Eligibility Lost Date
	Retirement System
	Retirement Tier
	Registration #
	Date Entered on NYBEAS
	Effective Date
	HBA Signature (Required):                                                                                                            -          

	503 instructions 6.30.16.pdf
	CHANGE IN COVERAGE OR VOLUNTARILY CANCEL COVERAGE
	EXAMPLES OF DOCUMENTATION REQUIRED TO PROCESS YOUR TRANSACTION
	Note: ALL employees and dependents must provide copies of his or her birth certificate



<<

  /ASCII85EncodePages false

  /AllowTransparency false

  /AutoPositionEPSFiles true

  /AutoRotatePages /None

  /Binding /Left

  /CalGrayProfile (Dot Gain 20%)

  /CalRGBProfile (sRGB IEC61966-2.1)

  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)

  /sRGBProfile (sRGB IEC61966-2.1)

  /CannotEmbedFontPolicy /Error

  /CompatibilityLevel 1.4

  /CompressObjects /Tags

  /CompressPages true

  /ConvertImagesToIndexed true

  /PassThroughJPEGImages true

  /CreateJobTicket false

  /DefaultRenderingIntent /Default

  /DetectBlends true

  /DetectCurves 0.0000

  /ColorConversionStrategy /CMYK

  /DoThumbnails false

  /EmbedAllFonts true

  /EmbedOpenType false

  /ParseICCProfilesInComments true

  /EmbedJobOptions true

  /DSCReportingLevel 0

  /EmitDSCWarnings false

  /EndPage -1

  /ImageMemory 1048576

  /LockDistillerParams false

  /MaxSubsetPct 100

  /Optimize true

  /OPM 1

  /ParseDSCComments true

  /ParseDSCCommentsForDocInfo true

  /PreserveCopyPage true

  /PreserveDICMYKValues true

  /PreserveEPSInfo true

  /PreserveFlatness true

  /PreserveHalftoneInfo false

  /PreserveOPIComments true

  /PreserveOverprintSettings true

  /StartPage 1

  /SubsetFonts true

  /TransferFunctionInfo /Apply

  /UCRandBGInfo /Preserve

  /UsePrologue false

  /ColorSettingsFile ()

  /AlwaysEmbed [ true

  ]

  /NeverEmbed [ true

  ]

  /AntiAliasColorImages false

  /CropColorImages true

  /ColorImageMinResolution 300

  /ColorImageMinResolutionPolicy /OK

  /DownsampleColorImages true

  /ColorImageDownsampleType /Bicubic

  /ColorImageResolution 300

  /ColorImageDepth -1

  /ColorImageMinDownsampleDepth 1

  /ColorImageDownsampleThreshold 1.50000

  /EncodeColorImages true

  /ColorImageFilter /DCTEncode

  /AutoFilterColorImages true

  /ColorImageAutoFilterStrategy /JPEG

  /ColorACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /ColorImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000ColorACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000ColorImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasGrayImages false

  /CropGrayImages true

  /GrayImageMinResolution 300

  /GrayImageMinResolutionPolicy /OK

  /DownsampleGrayImages true

  /GrayImageDownsampleType /Bicubic

  /GrayImageResolution 300

  /GrayImageDepth -1

  /GrayImageMinDownsampleDepth 2

  /GrayImageDownsampleThreshold 1.50000

  /EncodeGrayImages true

  /GrayImageFilter /DCTEncode

  /AutoFilterGrayImages true

  /GrayImageAutoFilterStrategy /JPEG

  /GrayACSImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /GrayImageDict <<

    /QFactor 0.15

    /HSamples [1 1 1 1] /VSamples [1 1 1 1]

  >>

  /JPEG2000GrayACSImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /JPEG2000GrayImageDict <<

    /TileWidth 256

    /TileHeight 256

    /Quality 30

  >>

  /AntiAliasMonoImages false

  /CropMonoImages true

  /MonoImageMinResolution 1200

  /MonoImageMinResolutionPolicy /OK

  /DownsampleMonoImages true

  /MonoImageDownsampleType /Bicubic

  /MonoImageResolution 1200

  /MonoImageDepth -1

  /MonoImageDownsampleThreshold 1.50000

  /EncodeMonoImages true

  /MonoImageFilter /CCITTFaxEncode

  /MonoImageDict <<

    /K -1

  >>

  /AllowPSXObjects false

  /CheckCompliance [

    /None

  ]

  /PDFX1aCheck false

  /PDFX3Check false

  /PDFXCompliantPDFOnly false

  /PDFXNoTrimBoxError true

  /PDFXTrimBoxToMediaBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXSetBleedBoxToMediaBox true

  /PDFXBleedBoxToTrimBoxOffset [

    0.00000

    0.00000

    0.00000

    0.00000

  ]

  /PDFXOutputIntentProfile ()

  /PDFXOutputConditionIdentifier ()

  /PDFXOutputCondition ()

  /PDFXRegistryName ()

  /PDFXTrapped /False



  /CreateJDFFile false

  /Description <<



    /BGR <>

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>

    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>

    /CZE <>

    /DAN <>

    /DEU <>

    /ESP <>

    /ETI <>

    /FRA <>

    /GRE <>



    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)

    /HUN <>

    /ITA <>

    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>

    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>

    /LTH <>

    /LVI <>

    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)

    /NOR <>

    /POL <>

    /PTB <>

    /RUM <>

    /RUS <>

    /SKY <>

    /SLV <>

    /SUO <>

    /SVE <>

    /TUR <>

    /UKR <>

    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)

  >>

  /Namespace [

    (Adobe)

    (Common)

    (1.0)

  ]

  /OtherNamespaces [

    <<

      /AsReaderSpreads false

      /CropImagesToFrames true

      /ErrorControl /WarnAndContinue

      /FlattenerIgnoreSpreadOverrides false

      /IncludeGuidesGrids false

      /IncludeNonPrinting false

      /IncludeSlug false

      /Namespace [

        (Adobe)

        (InDesign)

        (4.0)

      ]

      /OmitPlacedBitmaps false

      /OmitPlacedEPS false

      /OmitPlacedPDF false

      /SimulateOverprint /Legacy

    >>

    <<

      /AddBleedMarks false

      /AddColorBars false

      /AddCropMarks false

      /AddPageInfo false

      /AddRegMarks false

      /ConvertColors /ConvertToCMYK

      /DestinationProfileName ()

      /DestinationProfileSelector /DocumentCMYK

      /Downsample16BitImages true

      /FlattenerPreset <<

        /PresetSelector /MediumResolution

      >>

      /FormElements false

      /GenerateStructure false

      /IncludeBookmarks false

      /IncludeHyperlinks false

      /IncludeInteractive false

      /IncludeLayers false

      /IncludeProfiles false

      /MultimediaHandling /UseObjectSettings

      /Namespace [

        (Adobe)

        (CreativeSuite)

        (2.0)

      ]

      /PDFXOutputIntentProfileSelector /DocumentCMYK

      /PreserveEditing true

      /UntaggedCMYKHandling /LeaveUntagged

      /UntaggedRGBHandling /UseDocumentProfile

      /UseDocumentBleed false

    >>

  ]

>> setdistillerparams

<<

  /HWResolution [2400 2400]

  /PageSize [612.000 792.000]

>> setpagedevice



	1 Last Name First Name MI: 
	2 Social Security Number: 
	Sex: Off
	4 Mailing Address If PO Box complete box 5: 
	City: 
	State: 
	Zip: 
	5 Home Address If different from mailing address: 
	City_2: 
	State_2: 
	Zip_2: 
	6 Date of Birth: 
	Single: Off
	Married: Off
	Widowed: Off
	Divorced: Off
	Separated: Off
	Marital Status Date: 
	8 Work location and address: 
	Date of Event: 
	A: Off
	D: Off
	C: Off
	M: Off
	Last Name First Name MIA D C M: 
	RelationshipA D C M: 
	Date of BirthA D C M: 
	SexA D C M: 
	Address if differentA D C M: 
	Social Security NumberA D C M: 
	A_2: Off
	D_2: Off
	C_2: Off
	M_2: Off
	Last Name First Name MIA D C M_2: 
	RelationshipA D C M_2: 
	Date of BirthA D C M_2: 
	SexA D C M_2: 
	Address if differentA D C M_2: 
	Social Security NumberA D C M_2: 
	A_3: Off
	D_3: Off
	C_3: Off
	M_3: Off
	Last Name First Name MIA D C M_3: 
	RelationshipA D C M_3: 
	Date of BirthA D C M_3: 
	SexA D C M_3: 
	Address if differentA D C M_3: 
	Social Security NumberA D C M_3: 
	A_4: Off
	D_4: Off
	C_4: Off
	M_4: Off
	Last Name First Name MIA D C M_4: 
	RelationshipA D C M_4: 
	Date of BirthA D C M_4: 
	SexA D C M_4: 
	Address if differentA D C M_4: 
	Social Security NumberA D C M_4: 
	Self: Off
	Dependent: Off
	Medicare ID Number: 
	Name: 
	Medicare ID Number_2: 
	Self_2: Off
	Dependent_2: Off
	Empire Plan: Off
	Excelsior Plan: Off
	Empire Plan_2: Off
	Excelsior Plan_2: Off
	undefined: Off
	Qualifying Event: 
	Date of Event_2: 
	Change to FAMILY Complete box 10: Off
	Change to INDIVIDUAL: Off
	Marriage: Off
	Domestic Partner: Off
	Newborn: Off
	Request coverage for dependents not previously covered: Off
	Previous coverage terminated proof required: Off
	Dependent returned to fulltime student status: Off
	Other: Off
	Divorce: Off
	Termination of Domestic Partnership: Off
	Only dependent ineligible due to age: Off
	I voluntarily cancel coverage for my dependents: Off
	Only dependent died: Off
	Other_2: Off
	undefined_2: 
	undefined_3: 
	Qualifying Event_2: Off
	undefined_4: 
	Date of Event_3: 
	Incorrect SSN: 
	Correct SSN: 
	Previous ID Number: 
	Date Coverage Terminated: 
	Last Name: 
	First Name: 
	MI: 
	undefined_5: 
	undefined_6: 
	undefined_7: Off
	undefined_8: Off
	undefined_9: 
	undefined_10: 
	Date: 
	ActionReasonRow1: 
	Date of EventRow1: 
	Hire DateRow1: 
	Date of 1st EligibilityRow1: 
	Percentage WorkingRow1: 
	Agency CodeRow1: 
	Eligibility Lost DateRow1: 
	Retirement SystemRow1: 
	Retirement TierRow1: 
	Registration Row1: 
	Date Entered on NYBEASRow1: 
	Effective DateRow1: 
	Date_2: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 


