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J\ LANL Contacts Form

The Sciouce of Living Well

(Benefits Dependents and Beneficiaries)
(Please pre-fill this form and bring it with you to new hire orientation)

Instructions for Completing This Form

The Purpose of this form is to gather critical information related to who you intend to designate for benefits
dependents and beneficiaries so that we may add them to your contacts in Oracle.

1. This form allows you to enter information for four (4) people. If you have more than four, please use additional
copies of the Additional Contacts page.

2. For each Contact, provide their full name (Last Name, First Name, Middle Name)

3. Relationship: State your relationship with the contact (spouse, child, parent, sibling, friend, domestic partner,
grandparent, etc.)

a. Required documentation for qualified benefits eligible dependents and beneficiaries:

4.a.i. Legal spouse - a copy of a marriage certificate or most recent signed tax return (if filing jointly).

4.a.ii. Domestic Partner — Signed Form 1925a and acceptable supporting documentation as outlined in
the form. (Form 3027 if applicable). If you and your partner are not financially interdependent,
you can only add the partner as a beneficiary and not as a dependent. Use “Friend” in this
instance.

4.a.iii. Child (natural, step, placed for adoption, adopted, or domestic partner’s child) — a copy of their
birth certificate, proof of birth (if newborn) or adoption papers that list you are the adoptive
parent; children must be under age 26 to be eligible for benefits.

4.a.iv. Legal ward — court documents granting custody, LANL Form 3028 and latest federal tax returns;
legal wards must be under age 18 to be eligible for benefits.

4.a.v. Overage disabled child (unmarried) — birth certificate or adoptive papers listing you as the
adoptive parent

4.a.v.1. Must be approved before the child reached the age of exclusion or by the
provider during the period of initial eligibility (PIE) for newly eligible employees.
4.a.v.2. Once eligible, continuous coverage under LANL group benefits must be
maintained for the overage dependent; if coverage is dropped, coverage will no longer
be available.
5. Gender: State which gender this person assigns to themselves. M= Male, F= Female
Date of Birth: List the full birth date (Month/Day/Year)
7. Social Security Number: Provide the persons Social Security Number if they have one. If they are a Foreign
National and do not have one, write “FN”.
8. Check the Yes (Y) or No (N) box if the person was a previous or Current LANL employee and provide the Z
number, if known. If yes, answer the question pertaining to LANL benefits.
9. Address: If the person does not reside at your address, provide their full mailing address. If they reside with you,
please check the box “Address Same as Employee”
10. Provide the best phone number to contact this person, either home, work or cell phone.
11. Provide a current email address for this person.
12. Check all boxes that apply:

a. Benefit Eligible Dependent: Check this box for qualified eligible dependents that you intend to enroll in
your benefits.

b. Beneficiary: Who you would like to receive your life insurance (death benefit) proceeds.

c. NOTE: Checking the boxes for “Beneficiary” and “Benefits eligible dependent” does not designate
them as a beneficiary or enroll them in your benefits. You will still need to complete your enrollment
and beneficiary designation online within 31 days of your date of hire. Instruction will be provided during
new hire orientation.

o

NOTE: Items 9, 10, and 11 will be kept on file, but will not be entered into the Oracle System.
LANL Benefits Office benefits@lanl.gov 505-667-1806
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Benefits LANL Contacts Form

(Benefits Dependents and Beneficiaries)
(Please pre-fill this form and bring it with you to new hire orientation)

Your Name: #:

Last, First, Middle

Are you covered currently under another LANL insurance plan? [ No [ Yes, Active Plan [ Yes, Retiree Plan
* Required information

Contact 1
*Name: *Relationship:
Last, First, Middle
*Gender (M/F): *Date of Birth: *Social Security #:
Month/Day/Yr
*Previous or Current LANL Employee: Y [ N [ Z# (If known):

If Yes, are you already covered for any LANL benefits under this contact? Y [ N [

Address: Address Same as Employee: []

Street

City State Postal Code Country

*Phone: Cell J Home [ Work [0 E-mail:

*Check all boxes that apply: [ Beneficiary [ Benefits Eligible Dependent

Contact 2
*Name: *Relationship:
Last, First, Middle
*Gender (M/F): *Date of Birth: *Social Security #:
Month/Day/Yr
*Previous or Current LANL Employee: Y [ N [ Z# (If known):

If Yes, are you already covered for any LANL benefits under this contact? Y [ N [

Address: Address Same as Employee: []

Street

City State Postal Code Country

*Phone: Cell J Home [ Work [  E-mail:

*Check all boxes that apply: [ Beneficiary [ Benefits Eligible Dependent

If you list a spouse, domestic partner, child (under age 26) or legal ward (under age 18) for beneficiary or benefits purposes,

DOCUMENTATION IS REQUIRED with the submission of this form. (See Instructions #3)

L] | would like to designate a Corporation/Organization as my beneficiary
] | would like to designate a Trust or Estate as my beneficiary
You must designate “Trust”, “Organization”, or “Estate” in Oracle; the entity's name will not appear in Oracle.

Trustee/ Estate/ Corporation/Organization’s Name | Address (Include city, state and Zip Code)

LANL Benefits Office benefits@lanl.gov 505-667-1806

SAVE PRINT CLEAR FORM
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Benefits LANL Contacts Form

(Benefits Dependents and Beneficiaries)
(Please pre-fill this form and bring it with you to new hire orientation)

ADDITIONAL CONTACTS (If needed)

Your Name: Z#:

Last, First, Middle

Contact 3
*Name: *Relationship:
Last, First, Middle
*Gender (M/F): *Date of Birth: *Social Security #:
Month/Day/Yr
*Previous or Current LANL Employee: Y [ N [ Z# (If known):

If Yes, are you already covered for any LANL benefits under this contact? Y [ N [J

Address: Address Same as Employee: []

Street

City State Postal Code Country

*Phone: Cell J Home [ Work 1  E-mail:

*Check all boxes that apply: [ Beneficiary [ Benefits Eligible Dependent

Contact 4
*Name: *Relationship:
Last, First, Middle
*Gender (M/F): *Date of Birth: *Social Security #:
Month/Day/Yr
*Previous or Current LANL Employee: Y [ N [ Z# (If known):

If Yes, are you already covered for any LANL benefits under this contact? Y [ N [J

Address: Address Same as Employee: []

Street

City State Postal Code Country

*Phone: Cell J Home ] Work [ E-mail:

*Check all boxes that apply: [1 Beneficiary [ Benefits Eligible Dependent

LANL Benefits Office benefits@lanl.gov 505-667-1806

SAVE PRINT CLEAR FORM
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J\ LANL Contacts Form

The Scieuce of Liring Well

(Benefits Dependents and Beneficiaries)
(Please pre-fill this form and bring it with you to new hire orientation)

Employee Certification

By signing this form, | agree to the following Terms and Conditions:
The LANL Benefits Office reserves the right to request additional
dependent information, including, but not limited to, birth
certificates, tax documentation, social security numbers, and any
other information deemed necessary. Dependency Affidavit: | certify
the spouse or domestic partner and/or child(ren) listed as
dependents above meet the eligibility requirements as outlined in
the Triad Welfare Benefit Plan for Employees.

Month/Day/Yr

Signature Date Signed

Full Name

Use your LANL email account to send the completed form with all documentation to benefits@lanl.gov with your name and Z
number in the subject line.

If you cannot use your LANL email, please password protect the form and email it to Benefits with the password in a separate
email message.

If neither of the above options are possible, you can fax the form to (505) 665-2156.

BENEFITS OFFICE USE ONLY

Date Received: By:
Date Processed: By:
Date Validated: By:

LANL Benefits Office benefits@lanl.gov 505-667-1806

SAVE PRINT CLEAR FORM
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