
ASSIGNMENT OF BENEFITS

I, (Print full name) _______________________________________________________,

Member ID or SS# ____________________________, have become married to

(Print full name)________________________________________________________, who has

ŵŝŶŽƌ�ĐŚŝůĚͬ ĐŚŝůĚƌĞŶ�ĨƌŽŵ�Ă�ƉƌĞǀ ŝŽƵƐ�ŵĂƌƌŝĂŐĞͬ ƌĞůĂƟŽŶƐŚŝƉ͘ ����/�Ăŵ�ĨƵƌƚŚĞƌ�ĂĚǀ ŝƐĞĚ�ƚŚĂƚ�ƐĂŝĚ�

child/children, ________________________________________________________________,

were to have medical, dental, and/or vision coverage provided by their natural father/mother.

dŚŝƐ�ƌĞƋƵŝƌĞŵĞŶƚ�ŝƐ�ĐŽŶƚĂŝŶĞĚ�ŝŶ�ƚŚĞ�Ěŝǀ ŽƌĐĞ�ĚĞĐƌĞĞͬ ƉĂƚĞƌŶŝƚǇ�ƉĂƉĞƌƐ͘��, Žǁ Ğǀ Ğƌ͕�Ăƚ�ƚŚŝƐ�ƟŵĞ͕

coverage is not being provided as required. In the event that coverage pursuant to the divorce

decree/paternity papers is, or becomes available, we hereby assign any claims or causes of

ĂĐƟŽŶ�ƚŽ�ƚŚĞ�>ĂďŽƌĞƌƐ͛ �D ĞƚƌŽƉŽůŝƚĂŶ��ĞƚƌŽŝƚ�, ĞĂůƚŚ��ĂƌĞ�&ƵŶĚ�ŝŶ�ĐŽŶƐŝĚĞƌĂƟŽŶ�ŽĨ�ƚŚĞ

&ƵŶĚ�ƉĂǇŝŶŐ�ĐůĂŝŵƐ�ƐƵďŵŝƩ ĞĚ�ŽŶ�ďĞŚĂůĨ�ŽĨ�ƚŚĞƐĞ�ŵŝŶŽƌ�ĐŚŝůĚƌĞŶ͘

________________________________________________ _____________________
WĂƌƟĐŝƉĂŶƚ�������������������������������������� Date

________________________________________________ _____________________
Spouse Date

Subscribed and sworn to before me a Notary Public

This ______ day of_____________________, 20 _______ .

________________________________________________
Notary Public

_____________________________________ County, MI.

My commission expires: ____________________________
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