
 

 

850 Governor Carlos Camacho Road, Tamuning, Guam 96913 
Operator: (671) 647-2330 or 2552 | Fax: (671) 649-5508 

Name Change Request  
 
 
I, _________________________ request a name change from _________________________ 
                (print name)       (print former name) 
 
 
to  _________________________ effective upon submission of this form. 
         (print new name)  
 
 
Due to the following: 
 

    Virtue of Marriage (attach copy)  

 

    Court Decree (attach copy)  

 

    Naturalization Certificate (original certification of naturalization verified)   

 Registration #: _________________________  Date: __________ 
 

    Other (specify): 

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 

 
_____________________________ ______________ 
Employee Signature   Date 

 
 
 

 
 
Received By: _____________________________ ______________ 

Signature    Date 
 

Processed By: _____________________________ ______________ 
Signature    Date 
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GUAM MEMORIAL HOSPITAL AUTHORITY 
Human Resources Department  

 

PERSONAL IDENTIFICATION AND EMERGENCY INFORMATION  

 
POSITION TITLE:      POSITION NO:   DATE:    
 
EMPLOYMENT STATUS: [   ] FT or [   ] PT 

 
NAME:        MAIDEN NAME (If any):     
 
SOCIAL SECURITY #:    DOB:   SEX (circle one): MALE    FEMALE 
 
MARITAL STATUS (circle one):  M=Married     D=Divorced     W=Widow     S=Single     L=Legally Separated 
 
HEIGHT:   WEIGHT:   HAIR COLOR:        EYE COLOR:   
 
BLOOD TYPE:  CITIZENSHIP STATUS: [  ] U.S. [  ] Alien [  ] Permanent Resident 
        [  ] FSM [  ] Marshall Island 
 
ETHNIC  CH=Chamorro  JE=Japanese  WH=Caucasian FO=Filipino HI=Hispanic 

GROUP (circle one): MN=Micronesian BL=African American CE=Chinese KN=Korean VE=Vietnamese 

   M=Northern Marianas  O=Other    (specify) 
 
OTHER THAN ENGLISH, LIST LANGUAGE(S) YOU SPEAK/WRITE: ARE YOU INTERESTED IN BEING AN 
INTERPRETER? 
           [  ] YES  [  ] NO 
 
        [  ] SPEAK [  ] WRITE 

        [  ] SPEAK [  ] WRITE 

        [  ] SPEAK [  ] WRITE 
 
 
HOME ADDRESS:       MAILING ADDRESS: 
                

                

                

 
HOME PHONE NO:    CELL NO:    WORK PHONE NO:   
 

 
EMERGENCY CONTACT PERSON & RELATIONSHIP:     PHONE NO:   
 
SPOUSE’S NAME:        PHONE NO:     
 
SPOUSE’S EMPLOYER:       WORK NO:     
 

         
EMPLOYEE SIGNATURE/DATE 

 
Feb 2016 
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Confidential Upon Completion 
 

Designation of Beneficiary 
 

Pursuant to Public Law 12-47, I hereby designate the named beneficiary or beneficiaries of any pay and allowances which 
may be due to me at the time of my death on account of my services rendered to the Guam Memorial Hospital, such pay 
and allowances include: 
 

1. Per Diem and amounts due in reimbursement of travel expenses. 

2. Overtime and/or premium pay. 

3. Payments for accrued annual and/or sick leave. 

4. Checks drawn for pay which were not delivered to me during my lifetime. 

5. Unnegotiated checks returned to the government because of death. 
 
Such pay and allowances do not include amounts which disposition is otherwise expressly prescribed by law. The 
disposition of life insurance proceeds for the beneficiary or beneficiaries must be designated separately. 
 
I understand I may change or revoke my designation at any time and that the last signed and dated designation at the 
time of my death shall be the only valid designation. 
 
I hereby authorize and direct my employer, Guam Memorial Hospital, to disburse such fluids in accordance with the 
following order of precedence: 
 
FIRST, to the beneficiary or beneficiaries designated in writing below: 
 

Name of beneficiary Mailing Address Phone # Relationship Percentage 
Distribution 

     
     
     
     
     
     

 
SECOND, if there is no designated beneficiary, to my surviving spouse in total. 
 
THIRD, if there is none of the above, to my surviving child/children, and descendants of deceased children, in equal 
amounts per child. 
 
FOURTH, if none of the above, to the duly appointed legal representative of my estate. 
 
Print Name:       

SS#:        

Position:       

Signature:        Date:      

 

 

HR-November 30, 2012 
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Standard Insurance Company  Enrollment and Change 

To Be Completed By Human Resources 
Group Number 

648725 
Employer Name 

Government of Guam
Classification 

Active Employees 
Date of  Employment Effective Date of Eligibility 

To Be Completed By Applicant Initial Enrollment   Apply for Coverage   Coverage Change Date of change ___________________ 

Beneficiary Change Complete Beneficiary Section below. 
Your Name (Last, First, Middle) Your Social Security Number Birth Date Gender

Your Mailing Address City State / Territory ZIP 

Do you work 20 hours or more? Yes  No 
Job Title/Occupation Phone Number Agency/Department Number 

Coverage Check with your Human Resources Department about coverage options available to you and Evidence Of Insurability requirements. 

Basic Life Insurance      Basic Life with AD&D $10,000 (Employer Paid)  
Additional/Optional Life Insurance      Decline Additional/Optional Life with AD&D 
You may choose one of the following options for yourself: 

 Additional/Optional Life with AD&D (Employee Paid) (See Coverage Highlights for bi-weekly age-banded premium rates) 
$30,000   $35,000   $40,000  $45,000   $50,000   $55,000   $60,000   $65,000   $70,000   $75,000 
$80,000  $85,000  $90,000 $95,000  $100,000  $105,000 $110,000  $115,000  $120,000 
$125,000  $130,000 

Dependents Life Insurance  Decline Spouse Life / Child(ren) Life 
 Spouse Life $10,000 / Child(ren) Life $8,000 (Employee Paid) (See Coverage Highlights for bi-weekly premiums) 

Beneficiary This designation applies to Basic Life with AD&D or Additional Life Insurance available through your Employer, if any. 
Separate beneficiaries may be selected for each coverage. Check the appropriate box below for each beneficiary. If a minor (a person not 
of legal age) is a beneficiary, please include the name, address and phone number of the minor’s guardian, if any. Designations are not 
valid unless signed, dated, and delivered to the Employer during your lifetime. See page 2 for further information. 
Life Plan      Primary - Full Name  Mailing Address    Phone Number    Soc. Sec. No./DOB    Relationship       % of Benefit* 

Basic
Add’l
Basic
Add’l
Basic
Add’l
Basic
Add’l
Basic
Add’l

Life Plan      Contingent - Full Name  Mailing Address    Phone Number    Soc. Sec. No./DOB    Relationship       % of Benefit*

Basic
Add’l
Basic
Add’l
Basic
Add’l
Basic
Add’l
Basic
Add’l

*Total must equal 100%

Signature  I wish to make the choices indicated on this form. If electing coverage, I authorize deductions from my wages to cover my 
contribution, if required, toward the cost of insurance. I understand that my deduction amount will change if my coverage or costs change. If 
declining coverage, I understand that if I want to become insured later, I will be required to provide The Standard with satisfactory Evidence 
of Insurability, and that The Standard will have the right to refuse my request for insurance. I understand that coverage(s) not specifically 
elected will not become effective, even if not marked as declined above. 

Member/Employee Signature Required __________________________________________ Date (Mo/Day/Yr) _________________ 

EMPLOYER USE ONLY AUDIT PURPOSE ONLY
Validated GovGuam/The Standard Agent Date Audit Date Pay Period Amount Deducted 

Premium Rate  Composite Rate      Age-Banded Rate 



D-648725-ACTIVE EEs-A 
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Beneficiary Information 

 Your designation revokes all prior designations. 
 
 Benefits are only payable to a contingent Beneficiary if you are not survived by one or more primary 

Beneficiary(ies). 
 
 If you name two or more Beneficiaries in a class: 

  
1. Two or more surviving Beneficiaries will share equally, unless you provide for unequal shares. 
 
2. If you provide for unequal shares in a class, and two or more Beneficiaries in that class survive, we will pay 

each surviving Beneficiary his or her designated share.  Unless you provide otherwise, we will then pay the 
share(s) otherwise due to any deceased Beneficiary(ies) to the surviving Beneficiaries pro rata based on the 
relationship that the designated percentage or fractional share of each surviving Beneficiary bears to the 
total shares of all surviving Beneficiaries. 

 
3. If only one Beneficiary in a class survives, we will pay the total death benefits to that Beneficiary. 

 
 If a minor (a person not of legal age), or your estate, is the Beneficiary, it may be necessary to have a guardian 

or a legal representative appointed by the court before any death benefit can be paid.  If the Beneficiary is a trust 
or trustee, the written trust must be identified in the Beneficiary designation.  For example, “Dorothy Q. Smith, 
Trustee under the trust agreement dated   .” 

 A power of attorney must grant specific authority, by the terms of the document or applicable law, to make or 
change a Beneficiary designation.  If you have any questions, consult your legal advisor. 

 
 Dependents Insurance, if any, is payable to you, if living, or as provided under your Employer’s coverage under 

the Group Policy. 
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