
ANNE ARUNDEL COUNTY 

RETIREMENT APPLICATION 

I RETIREMENT EFFECTIVE DATE: 

APPLICANT INFORMATION email address: 
---------------

MEMBER NAME SOCIAL SECURITY NUMBER BIRTH 

MARRIED Y N 
PHONE NUMBER 

ADDRESS CITY 

SELECT PLAN TYPE: 

0 EMPLOYEE O O TIER I 0 

STATE ZIP 

□ TIER2

0 DETE NTION OFFICERS & SHERIFFS O DROP Entry O DROP Exit Date ___ _ 

□ FIRE O O POLICE O □ DROP

I HEREBY MAKE APPLICATION FOR THE FOLLOWING RETIREMENT TYPE (Please select one): 

□ Normal o Service Connected Disability

□ Early □ Non-Service Connected Disability

I HEREBY IRREVOCABLY ELECT THE FOLLOWING BENEFIT PAYMENT OPTION (Please select one): 

□ PUBLIC SAFETY (Fire/Police) NORMAL PENSION OPTION MARRIED Y N 

D NORMAL PENSION OPTION 

□ JOINT AND ___ % SURVIVOR OPTION 

D JOINT AND ___ % SURVIVOR WITH POP-UP OPTION 

D SOCIAL SECURITY ADJUSTMENT OPTION AT AGE 62 

PLEASE NOTE: NOT ALL OPTIONS ARE AVAILABLE IN ALL PLANS 

I hereby elect as my Joint Annuitant: 

SOCIAL SECURITY NUMBER 

DATE OF BIRTH 

NAME 

Proof of Marriage Submitted o 

Proof of Age Submitted D 

I certify that the information on this form is true and correct to the best of my knowledge. 

MEMBER SIGNATURE DATE 









Form W-4P (2025) 

Specific Instructions (continued) 
in this step, such as the foreign tax credit and the education tax 
credits. Including these credits will increase your payments and 
reduce the amount of any refund you may receive when you file 
your tax return. 
Step 4 (optional). 

Step 4(a). Enter in this step the total of your other estimated 
income for the year, if any. You shouldn't include amounts from 
any job(s) or pension/annuity payments. If you complete Step 
4(a), you likely won't have to make estimated tax payments for 
that income. If you prefer to pay estimated tax rather than 
having tax on other income withheld from your pension, see 
Form 1040-ES, Estimated Tax for Individuals. 

Step 4{b). Enter in this step the amount from the Deductions 
Worksheet, line 6, if you expect to claim deductions other than 
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the basic standard deduction on your 2025 tax return and want 
to reduce your withholding to account for these deductions. 
This includes itemized deductions, the additional standard 
deduction for those 65 and over, and other deductions such as 
for student loan interest and IRAs. 

Step 4{c). Enter in this step any additional tax you want 
withheld from each payment. Entering an amount here will 
reduce your payments and will either increase your refund or 
reduce any amount of tax that you owe. 
Note: If you don't give Form W-4P to your payer, you don't 
provide an SSN, or the IRS notifies the payer that you gave an 
incorrect SSN, then the payer will withhold tax from your 
payments as if your filing status is single with no adjustments in 
Steps 2 through 4. For payments that began before 2025, your 
current withholding election (or your default rate) remains in 
effect unless you submit a new Form W-4P. 

Step 4(b)-Deductions Worksheet (Keep for your records.) 

1 Enter an estimate of your 2025 itemized deductions (from Schedule A (Form 1040)). Such deductions 
may include qualifying home mortgage interest, charitable contributions, state and local taxes (up to 
$10,000), and medical expenses in excess of 7.5% of your income . . . . . 1 _$ _____ _

( 
• $30,000 if you're married filing jointly or a qualifying surviving spouse l 

2 Enter: • $22,500 if you're head of household
• $15,000 if you're single or married filing separately

2 $ 
- ------

3 If line 1 is greater than line 2, subtract line 2 from line 1 and enter the result here. If line 2 is greater 
than line 1, enter "-0-" . . . . . . . . . . . . . . . . 3 _$ _____ _ 

4 If line 3 equals zero, and you (or your spouse) are 65 or older, enter: 
• $2,000 if you're single or head of household.
• $1,600 if you're married filing separately.
• $1,600 if you're a qualifying surviving spouse or you're married filing jointly and one of you is under
age 65.
• $3,200 if you're married filing jointly and both of you are age 65 or older.
Otherwise, enter "-0-". See Pub. 505 for more information . . 4 -'--$ ____ _ 

5 Enter an estimate of your student loan interest, deductible IRA contributions, and certain other 
adjustments (from Part II of Schedule 1 (Form 1040)). See Pub. 505 for more information 5 ""'$ _____ _ 

6 Add lines 3 through 5. Enter the result here and in Step 4(b) on Form W-4P . . . . 6 $ 

Privacy Act and Paperwork Reduction Act Notice. We ask for 
the information on this form to carry out the Internal Revenue laws 
of the United States. You are required to provide this information 
only if you want to (a) request federal income tax withholding from 
pension or annuity payments based on your filing status and 
adjustments; (b) request additional federal income tax withholding 
from your pension or annuity payments; (c) choose not to have 
federal income tax withheld, when permitted; or (d) change a 
previous Form W-4P. To do any of the aforementioned, you are 
required by sections 3405(e) and 6109 and their regulations to 
provide the information requested on this form. Failure to provide 
this information may result in inaccurate withholding on your 
payment(s). Failure to provide a properly completed form will result 
in your being treated as a single person with no other entries on 
the form; providing fraudulent information may subject you to 
penalties. 

Routine uses of this information include giving it to the 
Department of Justice for civil and criminal litigation, and to 
cities, states, the District of Columbia, and U.S. commonwealths 
and territories for use in administering their tax laws. We may 

-------

also disclose this information to other countries under a tax 
treaty, to federal and state agencies to enforce federal nontax 
criminal laws, or to federal law enforcement and intelligence 
agencies to combat terrorism. 

You are not required to provide the information requested on 
a form that is subject to the Paperwork Reduction Act unless 
the form displays a valid 0MB control number. Books or 
records relating to a form or its instructions must be retained as 
long as their contents may become material in the 
administration of any Internal Revenue law. Generally, tax 
returns and return information are confidential, as required by 
section 6103. 

The average time and expenses required to complete and file 
this form will vary depending on individual circumstances. For 
estimated averages, see the instructions for your income tax 
return. 

If you have suggestions for making this form simpler, we 
would be happy to hear from you. See the instructions for your 
income tax return. 

























































Anne Arundel County

RETIREE Rate Schedule 
Effective -1/1/25 to 12/31/25 

At retiree cost share of 20% for medical; 100% for dental; I 00% for vision.
This rate sheet reflects an employer retiree subsidy of 80%. For retirees who were not eligible for an early or normal retirement as
ofJanuary I, 2017, in accordance with Section 6-l-308(i) of the County Code, the employer subsidy rates vary and are based on
years of service at the time of retirement. Please contact the Benefits Unit for specific subsidy rate information.
Retirees and spouses must enroll in Medicare at age 65 (or when you first become eligible) to avoid Medicare's late-enrollment
penalties and to receive the maximum coverage available.
Plan & Coverage Level Monthly Total Monthly County Monthly Retiree 

Cost Cost Cost
�i..�1:E . ' -

-:· ._.,, ;'"� •·--:
.

. ;" -.-.'l �� .-., . :�. ,' •• • "I, 
etna Open Choice ·-�·.; -� ;i • ''. ', •• ,:: - -: � • � ---- ..... ..� - • 11 

Individual $1,013.34 $810.67 $202.67
Retiree and Child $1,789.91 $1,431.93 $357.98
Retiree and Spouse $2,146.75 $1,717.40 $429.35
Family $2,787.81 $2,230.25 $557.56

Individual $792.58 $634.06 $158.52
Retiree and Child
Retiree and Spouse
Family 

Individual
Retiree and Spouse

Individual 
Retiree and Child 
Retiree and Spouse
Family

14 

$1,430.47 $1,144.38 $286.09
$1,697.71 $1,358.17 $339.54
$2,191.69 $1,753.35 $438.34

MEDICARE ADVANTAGE 

(For retiree or spouse eligible for medicare due to age or disability) 
�ff� , 

., •• ...:-
---

---=-- .:•... -. •• • ..... _--..._ •• ..,,_, • .__,. .. ���-... .. � ·-Advantage P.P.O ESA ifotal�·tst� • ��-Y• CoufitV:c�.-:,...·Retif"ee Cost.
$675.16

$1,350.32

$18.56
$37.11
$47.15
$53.61

$540.13
$1,080.26

$33.59
$59.58
$77.28
$85.87

$51.93
$92.13 
$119.48
$132.78

$135.03
$270.06

$3.90
$7.76
$9.93 
$11.27

OPEN ENROLLMENT & BENEFITS REFERENCE GUIDE 







• 

SECTION 3: About the Contingent Beneficiaries 
Skip this section if you're not naming a contingent beneficiary or if you named your Estate as a primary beneficiary. 
Contingent beneficiaries receive the insurance proceeds only if all of the primary beneficiaries are deceased at the 
time of your death. If a contingent beneficiary dies before you, we will divide their share(s) equally between the 
remaining contingent beneficiaries. 
• Please check the box and complete the form fields for each beneficiary you name. Having accurate information

for your beneficiaries ensures that we distribute the proceeds the way you want.
• Do not list the same person or entity as both a primary and a contingent beneficiary.
• Use the proceeds % field to tell us how you want us to distribute the proceeds. If you want a specific distribution,

use whole numbers (no fractions or decimals) and make sure they (and any listed on separate pages) add up to 100%.
To distribute them equally between your contingent beneficiaries, leave a!I of the proceeds % fields blank.

0 Individual 
First name Middle name Last name 

Address 

City 

Gender Social Security number Phone number 
OMOF 

0 Individual 
First name 

Address 

City 

Middle name 

Gender Social Security number Phone number 
0M0F 

□ Your Estate

Date of birth (mmlddlyyyy)

State ZIP 

Relationship to Insured 

Last name 

Date of birth (mmlddlyyyy)

State ZIP 

Relationship 'to Insured 

0 Testamentary Trust created in your Will -The trust under your last Will and Testament 
as shall be admitted to probate. 

0 Living (Inter Vivos) Trust - See further instructions on page 4. 

D Charity/Organization - List the charity or organization name and not an employee of the 
charity or organization. See further instructions on page 4. 

Total proceeds for all contingent beneficiaries (H-M plus any listed on separate pages) must equal 
100%. . ... 

GR-TR-BENE-EMP2 

Write in 
the% of 

proceeds 
assigned 

to this 
person 

Write in 
the% of 

proceeds 
assigned 

to this 
person 

% 

% 

Page 3 of4 
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MetLife 

Notice of Group Life Insurance Conversion Privilege 

Metropolitan Life Insurance Company 

This Notice is not a conversion application or policy 

Instructions 
Instructions to Pollcyholder/Recordkeeper: 
Complete this Notice and provide a copy to the employee when group coverage terminates or reduces. If 
coverage has been assigned, provide notice to the Assignee. 
Instructions to Eligible Person: 
You may convert your coverage to an Individual life insurance policy, which will be issued without medical 
examination if you apply for it and pay the required premium within the application period. 
Application Period: 
The application period Is based on the date your group coverage terminates and the date of this Notice. 
GeneraRy, you have 31 days from the date group coverage ends to apply for conversion. However, If this Notice 
is dated more than 15 days from date of tennination, your application period is extended for an additional 15 
days. If the 15-day extension applies to you, it will not exceed more than 91 days from the date group insurance 
was terminated. 
The conversion application period is time--sensitive. If you are interested in converting your group coverage, you 
can meet with a specially-trained financial professional and complete an application. MetLife has an 
arrangement for third party financial professionals to explain your options. Call us at 877-275-6387 to arrange 
for a third party financial professional to contact you directly. 

Eligible Person / Employee Information 
Date of This Notice (mm/dd/yyyy) Date Group Coverage Tennlnates or Reduces (mm/dd/yyyy)

► Insured
First Name I Last Name 

Relationship to Employee 
D Setf D Dependent 

I Middle Name 

Gender Date of Birth (mm/dd/yyyy)

D Male D Female 

► Owner (If certificate is assigned)
First Name I Middle Name I Last Name 

Gender I Date of Birth (mm/dd.Jyyyy)

D Male D Female 

► Dependent (If applicable)

First Name

Gender 
D Male D Female 
Address 

G685 
NW xCA, Ml, MN, NV, NY 

I 
Middle Name ILast Name 

Date of Birth (mmjdd/yyyy)

I 
State 

I
ZIP 

. E]_ 

Page 1 of 2 
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Phone Number Date Group Life Benefits Became Effective for Insured (mm/ddfyyyy) 

Reason for Termination: D Tennination of Employment D Termination of Group Policy or Class 
D Retirement D No Longer an Bigible Dependent D Total Disability 

Coverage Information 

Complete the relevant column based on the event 
triggering conversion. 
If an accelerated benefits option claim was paid, 
reduce the amount available for conversion by the 
ABO claim amount. 

Coverage Type 
Basic Life 
Suorilemental Life 
Deoendent Sot>use Life 
Dependent Child Life 
Grouo Universal Life 
Grouo Variable Universal Life 
Survivor 

Group Policyholder 

Name 

Address 

Phone Number 

Group Polley 
Report Number 

If coverage Is ending due to 
tennination of employment 
or eligibility, or is reducing, 
complete the applicable 
fields below. 

Coverage Amount 

Authorized Group Policyholder Representative (Print) 

First Name 
I 

Last Name 

G685 
NWxCA, Ml, MN, NV, NY 

If the group policy or a class under the 
policy is ending, complete the applicable 
fields below. The amount of coverage 
available for conversion is the lesser of 

. the amount lost, or $10,000, provided the 
insured was covered under the plan for at 
least five years. 

Coverage Amount. Cannot Exceed 
$10,000 

Page 2 of 2 
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Employer Subsidy Notice 

For employees retiring on or after January 1, 2017 

For employees hired before January 1, 2015, and who were not eligible for a normal or early retirement on 

January 1, 2017, the employer subsidy for health insurance benefits, exclusive of dental and vision coverage, is 

based on years of credited service plus DROP participation. 

The chart below explains the employer subsidy for your health insurance benefits. Based on the chart, your years of 

service = ___ , and you will be eligible for __ % employer subsidy. This percentage will be your employer 

subsidy going forward. 

At least 10, but less 
than 15 ears of service 
Count a s 50% 

At least 15, but less than 20 
ears of service 

Count a s 60% 

At least 20, but less than 25 
ears of service 

Count a s 70% 

At least 25 years of 
service 
Count a s 80% 

For employees hired after January 1, 2015 and who retire after January 1, 2017, the employer subsidy for 

health insurance benefits, exclusive of dental and vision coverage, is based on years of actual plan service plus 

DROP participation. 

The chart below explains the employer subsidy for your health insurance benefits. Based on the chart, your years of 

service = ___ _, and you will be eligible for __ % employer subsidy. 

At least 10, but At least 15, but At least 20, but At least 25 but At least 30 years At least 40 years 
less than 15 less than 20 less than 25 less than 30 but less than 40 
years of service years of service years of service years of service years 
County pays County pays County pays County pays County pays County pays 
30% 40% 50% 70% 75% 80% 

For terminated vested employees hired before January 1, 2014.* The employer subsidy, exclusive of dental and 
vision coverage, for terminated vested employees hired before January 1, 2014 and who retire after July 1, 2014, 
shall be based on their credited service as of their dates of retirement. 

The chart below explains the employer subsidy for your health insurance benefits. Based on the chart, your years of 

service = _ __ _, and you will be eligible for __ % employer subsidy. 

t least 5 years but 
ess than I O years 

ount Pa s 30% 

t least IO years but 
less than 15 years 

ount Pavs 40% 

t least 15 years but 
ess than 20 years 

ount Pavs 50% 

t least 20 years but 
ess than 25 years 

Count Pa ·s 70% 

t least 25 years but 
ess than 30 years 

ount Pa s 75% 

By signing below, I understand and acknowledge the employer subsidy available to me at retirement. 

Name Date 

*Terminated vested employees hired after January 1, 2014 are not eligible upon retirement to participate in a
retiree health insurance plan.

Rev. 07 /2023 
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