
Employee ID # ______________ 

STAFFORD COUNTY PUBLIC SCHOOLS 
Benefits Office 

31 Stafford Avenue Stafford, VA 22554 

 

RETIREE INFORMATION UPDATE FORM 
 

NAME:  _____________________________________________________________________ 

MARITAL STATUS:  ________________________________________________________ 

CURRENT ADDRESS:  _____________________________________________________ 

    ______________________________________________________ 

HOME PHONE:  ____________________________________________________________ 

CELL PHONE:  _____________________________________________________________ 

EMAIL ADDRESS:  _________________________________________________________ 

NAME OF SPOUSE (IF APPLICABLE):_____________________________________________ 

 

EMERGENCY CONTACT: 

NAME:______________________________________________________________________ 

RELATIONSHIP:  ___________________________________________________________ 

PHONE:  _________________________ EMAIL: __________________________________ 

 

____I authorize Stafford Schools Benefits Office to discuss my health/dental benefit account information with the 

above-listed individuals as needed. THIS AUTHORIZATION WILL REMAIN IN EFFECT UNTIL 

REVOKED BY ME IN WRITING AND PROVIDED TO THE SCPS BENEFITS OFFICE. 

 

____ I DO NOT authorize Stafford Schools Benefits Office to discuss my health/dental benefit account information 

with the above-listed individuals. 

 

RETIREE SIGNATURE: ________________________________________ DATE: __________________ 

 

************************************************************************************ 

*Office Use Only* 

 

Received By: _________________________________________________________ Date: ______________ 

Entered By: __________________________________________________________ Date: _______________ 


