
Notice of Personal Information 
 
The following notice is provided in accordance with Section 559.003(a) of the Texas 
Government Code: 
 

1. With few exceptions, you are entitled on your request to be informed about the 
information The University of Texas System Administration collects about you; 

2. Under Sections 552.021 and 552.023 of the Texas Government Code, you are 
entitled to receive and review the information; and 

3. Under Section 559.004 of the Texas Government Code, you are entitled to have The 
University of Texas System Administration correct information about you that is 
held by The University of Texas System Administration and that is incorrect, in 
accordance with the procedures set forth in The University of Texas System 
Business Procedures Memorandum 32, Texas Public Information Act. 

 
The information that The University of Texas System Administration collects will be 
retained and maintained as required by Texas records retention laws (Section 441.180 et 
seq. of the Texas Government Code) and rules.  Different types of information are kept for 
different periods of time. 
 



THE UNIVERSITY OF TEXAS SYSTEM 
EMPLOYEE GROUP INSURANCE PROGRAM 

CHANGE IN STATUS FORM FOR MID-YEAR BENEFIT ELECTION 
CHANGES 

Treas. Reg. §1.125 prohibits changing your employee benefit elections mid-plan year (September 1 through August 31) 
unless one or more of the events described as a “Change in Status” has occurred. To make a change in your employee 
benefit elections outside of the usual Annual Enrollment period, you must meet one or more of the criteria listed below.  
In addition, the change you request must be consistent with your qualified Change in Status event. If your requested 
change is not consistent with your Change in Status or your requested change does not fall within a category listed 
below, your request will be disapproved. 

IMPORTANT: You have 31 days following the date of the qualifying event to submit this form to your campus 
benefits office. If this form is not received by your benefits office within 31 days, your request will be disapproved 
and you will have to wait until the next Annual Enrollment to apply to make the change.  Evidence of Insurability 
(EOI) may be required. 

SECTION I: CHANGE IN STATUS EVENTS AND  
COST OR COVERAGE CHANGES 

Please check all that apply and provide the date of the event. 

DATE OF THE 
EVENT 

(mm/dd/yyyy)  

 Change in Your Marital Status due to marriage, divorce, annulment, legal separation, or 
spouse’s death 

 

 
 

Change in Number of Your Dependent Children due to birth, adoption, placement for 
adoption, death, or dependent child(ren)’s arrival to (or departure from) the United States 

 

 Change in Residence that causes you, your spouse, or your dependent child(ren) to no 
longer be eligible for the plan originally selected 

 

 
 

Change in Employment Status such as changing from full-time to part-time 
employment, starting new employment, ending employment, returning from unpaid leave 
of absence, beginning your retirement, or other changes that affect plan eligibility  
(Note: To drop coverage, proof of other insurance enrollment must be provided.) 

 

 Change in Dependent Eligibility such as marriage or divorce of your dependent child, or 
your dependent child attaining 25 years of age 

 

 Cost Changes such as a mid-year increase (or decrease) in your benefit plan’s rates that 
causes you to have a significant increase (or decrease) in cost   

 Coverage Changes: Significant Improvement or Curtailment of Benefit Package 
Option (With or Without Loss of Coverage) such as the addition of a new plan option, 
or the elimination or significant reduction of a plan benefit    

 Change in Coverage Under Other Employer’s Plan such as a change in your spouse’s 
or dependent child’s benefits plan  

 Loss of Coverage Under Certain Group Health Plans of Government or Educational 
Institutions such as a state children’s health insurance program (CHIP), state health 
benefits risk pool, or foreign government group health plan   

 FMLA Leave  
If you are an employee taking leave under the Family and Medical Leave Act (FMLA), 
you may revoke an existing election and make other elections for the remaining portion of 
the coverage period under FMLA.   

 COBRA Events such as your spouse or dependent child becoming eligible for 
continuation of coverage under a group health plan due to termination of your 
employment, divorce, legal separation, or dependent child reaching age 25  

 Court Judgment, Decree, or Order from a legal separation, divorce, annulment, or 
change in custody that requires your dependent child to be covered under a group health 
plan  

 Medicare or Medicaid Entitlement, such as you, your spouse or your dependent child 
with medical coverage becoming eligible (or losing eligibility) under Medicare or 
Medicaid.  
This change applies to all qualified benefits except the UT FLEX Day Care 
Reimbursement Account.   
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SECTION II:  BENEFIT PLAN CHANGES 
Place a check mark beside each benefit change you request. 

HEALTH BENEFITS 
 _____ Add Dependent(s)                                                    _____ Add Coverage 
 _____ Remove Dependent(s)                                              _____ Drop Coverage 
                                                                                              _____ Change Plan (if applicable) 
 
LIFE INSURANCE AND/OR PERSONAL ACCIDENT INSURANCE 
 _____ Add Dependent(s)                                                    _____ Change Level of Coverage 
 _____ Remove Dependent(s)                                              _____ Change Amount of Coverage 
                                                                                              _____ Drop Coverage 
                                                                                              _____ Change Plan (if applicable) 
 
DENTAL 
 _____ Add Dependent(s)                                                    _____ Add Coverage 
 _____ Remove Dependent(s)                                              _____ Drop Coverage 
                                                                                              _____ Change Plan (if applicable) 
 
VISION 
 _____ Add Dependent(s)                                                    _____ Add Coverage 
 _____ Remove Dependent(s)                                              _____ Drop Coverage 
 
SHORT TERM DISABILITY 
 _____ Add Coverage                                                           _____ Drop Coverage 
 
LONG TERM DISABILITY 
 _____ Add Coverage                                                           _____ Drop Coverage 
 
LONG TERM CARE 
 _____ Add Coverage                                                           _____ Drop Coverage 
 
UT FLEX 
 _____ Medical Expense Reimbursement Account           _____ Day Care Reimbursement Account 
             _____ Change Election Amount                                           _____ Change Election Amount 
             _____ Cancel Election Amount                                            _____ Cancel Election Amount 
 

IMPORTANT: I understand I will be required to provide the appropriate documentation for any of the changes I 
have requested above. I attest that the change requested is made as a result of and corresponds with the Change in 
Status event. Before I am allowed to drop coverage, I understand that I will be required to show proof of actual 
enrollment in a new outside plan. In addition, I am aware that completion of this form does not finalize my election 
change, and my benefits office will require that I complete an application form and additional forms, as needed, 
before my benefit changes are complete. I also understand that if my dependents were previously eligible under 
these plans, Evidence of Insurability (EOI) will be required.  

 
______________________________ 

 
______________________________ 

 
______/_____/_______ 

Employee Signature Print Name MM   /   DD  /  YYYY 
          (Date Signed) 

 
_______/________/___________ This Section for Benefits Office Use Only  

MM  /    DD    /    YYYY  Approved ___________ 
Date Change In Status Form Received  Declined   ___________ 

   
_______________________________ ___________________________________ ______/______/________ 

Benefits Office Signature Print Name MM   /   DD   /   YYYY 
  (Date Signed) 

 



   FORT DEARBORN LIFE INSURANCE COMPANY 
BENEFICIARY DESIGNATION FORM 

 
Group Term Life (GTL) and Accidental Death and Dismemberment (AD&D) 

The University of Texas System 
GFZ71778 

 
INSTRUCTIONS (PLEASE PRINT, SIGN AND DATE THIS FORM IN BLACK INK)   

Employee/Retired Employee Name 
 

Social Security Number Date of Birth Home Telephone Number 

Home Address                                                                                                                            City                                         State                     Zip 

Indicate below which University of Texas System component you are affiliated with as a Employee or Retired Employee 
U. T. Arlington 
U. T. Austin 
U. T. Brownsville 
U. T. Dallas 

U. T. El Paso 
U. T. Pan American 
U. T. Permian Basin 
U. T. San Antonio 

U. T. Tyler 
U. T. HC Tyler 
U. T. HSC Houston 
U. T. HSC San Antonio 

U. T. M.D. Anderson Caner Center Houston 
U. T. Medical Branch Galveston 
U. T. Southwestern Medical Center 
U. T. System Administration Austin 

DEFINITIONS & STATEMENTS  
Primary Beneficiary means the person or persons who will receive the benefits in the event of the Insured’s death.  Proceeds will be 
divided in equal shares if multiple primary beneficiaries are named, unless otherwise indicated.  If percentages are listed, the total of the 
combination must equal 100%. 
Contingent Beneficiary means the person or persons who will receive the benefits if the primary beneficiary is not living at the time of the 
Insured’s death. 
Will or Trust as Beneficiary Designation can be done by using the following written statement: “To [name of trustee], trustee of the 
[name of trust], under a trust agreement dated [date of trust].”  If you wish to designate a testamentary trust as beneficiary (i.e. created by 
will), you should recognize the possibility that your will which was intended to create a trust may not be admitted to probate (because it is 
lost, contested or suspended by a later will).  Claim payment delays can result if the beneficiary designation does not provide for this 
situation. 
Minors as Beneficiary Designation can be done by using this document.  However, please note if your beneficiary is a minor at the time 
of claim, payments may be delayed due to special issues raised by these designations.  You may want to obtain the assistance of an 
attorney to help consider any special circumstances before drafting your beneficiary designation. 
Dependent Beneficiary – In the event a dependent dies, the employee is the beneficiary of their life insurance proceeds. 
BENEFICIARY DESIGNATION FOR ALL EMPLOYEE/RETIRED EMPLOYEE LIFE BENEFITS (GTL and AD&D) 
Primary Beneficiary Birth Date Relationship Social Security # Address % 
      

 

 
 

     

      

      

Contingent Beneficiary Birth Date Relationship Social Security # Address % 
      

 

      

      

The Fort Dearborn Life Insurance Company (FDL) provides this form, which asks that you provide your Social Security number.  As required by 
FDL, Employees/Retired Employees of The University of Texas System must submit this completed form with Social Security numbers to FDL 
through their component Benefits Office.  Further disclosure of your Social Security number by FDL and The University of Texas System is 
governed by the Public Information Act (Chapter 552 of the Texas Government Code) and other applicable law.   
 
Employee Signature: Date: 

 
 

Return this completed form to your local component Benefit office. 
Bene. Form R6/23/05 
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