
                       RETIREMENT HEALTH SAVINGS (RHS) PLAN 
ENROLLMENT/ CHANGE FORM 

 

EMPLOYER INFORMATION                                                       
Em ploye r Nam e 
 

City of Auburn  Hills 

Em ploye r Plan  Num ber 
 

100394-T1 

Type  of Change  
 

 New Enro llm ent             Change  in  Nam e               Change  in  Maria l Sta tus    
 

 Change  in  Address         Change  in  Bene ficiary    Change  in  Work Inform ation 
 

EMPLOYEE INFORMATION: To be  filled  ou t by em ployee 
Last Nam e First Nam e M.I. 

 
Socia l Security Num ber Date  of Birth                 Phone  Num ber 

 

Hom e  Stree t Addre ss 
 

City 
 

Sta te  
 

Zip  
Job  Title :     
                 

SURVIVOR INFORMATION: 
Last Nam e   First Nam e M.I. Date  of Birth SSN Re la tionsh ip 
     

Spouse   

     
Dependent 

     
Dependent 

     
Dependent 

     
Dependent 

CONTINGENT BENEFICIARY INFORMATION: 
Last Nam e   First Nam e M.I. Date  of Birth SSN % of Account Balance  

     
 

Re la tionsh ip 

 Spouse     Child      Paren t     Grandchild      Sib ling     My Esta te      A Trust     Othe r _____________ 

Last Nam e   First Nam e M.I. Date  of Birth SSN % of Account Balance  

     
 

Re la tionsh ip 

 Spouse     Child      Paren t     Grandchild      Sib ling     My Esta te      A Trust     Othe r _____________ 

Last Nam e   First Nam e M.I. Date  of Birth SSN % of Account Balance  

     
 

Re la tionsh ip 

 Spouse     Child      Paren t     Grandchild      Sib ling     My Esta te      A Trust     Othe r _____________ 

    

 
 
 
 



 
 
 
 
 
 

INVESTMENT SELECTION 
 
By subm itting th is fo rm , you  unde rstand  you  are  au thorizing your p lan  sponsor to  enro ll you  in  the  p lan  without e lections. Once  your enrollm ent is 
p rocessed  you  m ay log in  to  the  participan t website  o r m obile  app  to  se lect your investm ents. If you  do  no t se lect an  investm ent op tion , your entire  
account will be  invested  in  the  Plan’s de fau lt investm ent se lection.  

SURVIVOR INFORMATION - IMPORTANT 
 
Once  your enro llm ent is p rocessed  you  m ay log in  to  the  participan t website  o r m obile  app  to  ente r/change  your survivor in form ation.  
 
Upon your dea th , your account will be  transfe rred  to  your surviving spouse  and/or dependents fo r tax-free  re im bursem ent o f the ir m edica l expenses.  
 
Surviving spouse  and/or dependent(s): If a  spouse  and/or dependent(s) survive  you , they will be  ab le  to  use  your rem ain ing account ba lance  for the ir 
own m edica l expenses on  a  tax-free  basis. If your account ba lance  is not fu lly utilized  upon  the  dea th  of your surviving spouse  and a ll dependents, the  
account ba lance  will re tu rn  to  your em ploye r’s RHS trust.  
 
No  surviving spouse  or dependents: If the re  a re  no  surviving spouse  and/or dependents upon  your dea th , your rem ain ing account ba lance  will reve rt 
to  the  Em ploye r’s and  Em ployee ’s p roportionate  share  of contribu ted  asse ts and  earn ings, including vested  and  non-vested  asse ts will be  re turned  in  
two segregated  transactions to  the  Em ploye r. Any d istribution  of the  rem ain ing account ba lance  to  contingent bene ficiarie s will be  a  taxable  
d istribution.  
 
Nam ing your survivor(s): 

• Rem em ber tha t on ly your spouse /dependents a re  e ligible  to  use  the  account fo r m edica l expenses if they survive  you . 
• If you  need  to  de signate  additional survivors, p lease  do  so  on  a  separa te  shee t o f pape r. 
• Please  be  advised  that the  availab ility o f benefits fo r dom estic partne rs, sam e-sex spouses, and  civil un ion  varies by state . The  tax trea tm ent 

o f RHS re im bursem ents in  the se  situa tions m ay a lso  vary. Please  consu lt your em ploye r and/or tax advisor fo r m ore  in form ation . 
 

AUTHORIZED SIGNATURES 
 
Fo r  n e w  e n ro llm e n t s : 
 

• I unde rstand  tha t I will no t be  perm itted  to  choose  to  cease  participa tion  so  long as I am  a  m em ber of the  cove red  group .  
 
Fo r  a ll e n ro llm e n t s  a n d  ch a n ge s: 
 

• I acknowledge  that I have  read  the  instructions for the  RHS Plan  Em ployee  Enro llm ent/  Change  Form .  
 

• If Applicab le , I unde rstand  tha t the  availab ility o f benefits fo r dom estic partne rs, sam e  sex spouses, and  civil un ions varie s by sta te  and  tha t 
the  tax trea tm ents o f RHS re im bursem ents in  the se  situa tions m ay a lso  vary.  
 

• I unde rstand  tha t upon  m y death , m y account will be  transfe rred to  m y spouse  and/or o the r qualifying dependents fo r tax-free  
re im bursem ents o f qualifying m edica l expenses. If I am  not survived  by a  spouse  or any dependents, m y account ba lance  will re turn  to  m y 
em ploye r’s RHS trust.  
 

 
 
 

Em ployee  Signature : ___________________________________________________________________    Date : ____________________________ 
 
 
 
 

SUBMIT THE COMPLETED WORKSHEET TO HUMAN RESOURCES. RETAIN A COPY FOR YOUR RECORDS. 
 
 
 

 
 
 
 

   

 


	Employer Name
	Social Security Number
	State
	City
	Home Street Address
	First Name

