Service
Retirement
Application
For Members Enrolled in the

Combined Plan

(defined benefit portion)

State Teachers
Retirement System
Of Ohio

To complete this application online, go to www.strsoh.org and log in to your Online Personal Account.

This application is to be used when applying for the defined benefit portion of your Combined Plan. To
request an application for the defined contribution portion of the Combined Plan, call toll-free 888-227-7877.
You qualify to apply for a monthly benefit only if the benefit is at least $100 monthly. If your benefit
currently calculates to less, you have several options, including rolling over your account to another qualified
plan.
This application must be submitted and processed before your retirement becomes effective. Please carefully
read the instructions for completing this application and properly complete all sections pertaining to you. You
may access any of the following resources for additional information:
• Make an appointment for an individual counseling session. (This is strongly encouraged before submitting
your application.) An STRS Ohio benefits counselor can provide benefit estimates and discuss payment
options with you.
• Review the following brochures: Preparing for Retirement and Service Retirement and Plans of Payment.
(Available at www.strsoh.org in the Publications section under Resources.)
• Call STRS Ohio’s Member Services Center toll-free at 888-227-7877.
To submit this application electronically instead, log in to your Online Personal Account, click on “Member
Information” from the menu options across the top of the screen, and choose “Apply for Service Retirement”
under Useful Links.
STRS Ohio is ready to assist you to ensure a smooth transition from your teaching career into retirement.
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INSTRUCTIONS FOR COMPLETING THE SERVICE RETIREMENT APPLICATION
Instructions for completing each section of the application appear on left-hand pages,
and the sections to be completed are on the right. Please do not detach the pages.
Submitting your application
Your retirement application should be submitted to STRS Ohio at least three months, but no more than 12 months, before the date your retirement becomes
effective. If you submit this application at least 30 days before your effective date of retirement and have provided complete information, we will issue you a
payment on your effective date of retirement. If exact service and salary information is not available on your effective date of retirement, you will receive “partial
payments” each month until your regular benefit amount is finalized. (Most retirees receive at least three partial payments.)
Terminating employment
You must terminate employment from your highest paying employer to be eligible to retire and begin receiving retirement benefits. Your highest paying employer
is the STRS Ohio, Ohio Public Employees Retirement System (OPERS) or School Employees Retirement System (SERS) employer where you earned the greatest
compensation in the current or most recent school year. If you are returning to Ohio public employment after retirement, you must have a minimum one-day
break in service between the last day of work as an active member and the first day of reemployment on or after your effective date of retirement. You will not
be eligible to retire if this requirement is not met. For example, you cannot retire from your current position on Wednesday, May 31, 2023, and return to public
employment on Thursday, June 1, 2023. If you are returning to public employment after retirement, it is important that you talk with a benefits counselor to avoid
reemployment penalties.
Reemployment restrictions
During the first two months of retirement, you will lose your pre-PLOP Single Life Annuity benefit amount (regardless of the plan of payment chosen) for any
month in which you work for a new Ohio public employer or return to your highest paying employer — including substitute teaching. However, you may continue
working for an STRS Ohio, OPERS or SERS secondary employer.* After two months, you may work in any public position in Ohio as long as contributions for that
employment are made to the appropriate retirement system. Special health care provisions apply to employed enrollees. See Page 17 for information.
You cannot continue in the same position held at the time of retirement as a volunteer during the first two months of retirement. If you continue in the same
position as a volunteer, you will be in violation of the two-month waiting period and will forfeit monthly benefits for any month in which you are in violation.
Volunteering means you will never be paid for the services rendered during the volunteer period. Deferring payment until later will not eliminate the violation.
More information about reemployment will be mailed to you before your effective date of retirement. Please review this material carefully. Ohio law may require
public notice if you are returning to a position with your former employer. Please contact your employer for details.
*A secondary employer is defined as any STRS Ohio, OPERS or SERS employer where you earned less compensation than you earned with your highest paying employer and you are continuing
employment in that position with that employer immediately after retirement. To be considered a secondary employer, you must work and earn wages with a secondary employer for each of the
12 months before retirement and in the month of retirement to be considered secondary employment. You must declare all continuing employment with a secondary employer on Page 3.

Making additional contributions for service
You may be eligible to make additional contributions to STRS Ohio for a leave of absence or if military service interrupted your teaching service. Contact us if you
have service you are interested in purchasing. All purchases must be certified and approved for purchase by STRS Ohio before your effective date of retirement.
Purchases must be paid in full no later than three months after your effective date of retirement.

CHECKLIST FOR COMPLETING THE SERVICE RETIREMENT APPLICATION

Please do not use correction fluid or tape on this application. If you need to change information,
please put a line through the incorrect information and initial next to the corrected information.
4 Read this application completely and all brochures received with it.
4 Determine your effective date of retirement — see Page 2 for details.
4 Be sure to complete all sections that apply to you.
4 Have your spouse sign the Spousal Consent section on Page 11 if required. This section must also be notarized.
4 The entire application must be returned to STRS Ohio — including sections not applicable to you.
4 Submit your completed Service Retirement Application at least three months, but no more than 12 months, before your effective date of retirement.
4 If you plan to enroll in the STRS Ohio Health Care Program, you must also complete the health care section that begins on Page 17. You will receive
a health care information packet following receipt of your application.
4 If you do not plan to enroll in the STRS Ohio Health Care Program, you must still complete the “Personal Information” and “Acknowledgment of
Refusal of Health Care Coverage” sections at the top of Page 19.
Items you’ll need . . .
4 Names, Social Security numbers, birth dates and addresses of beneficiaries.
4 Spouse’s birth date and Social Security number.
4 Bank name, address and routing number or voided check for direct deposit.
4 Contact information for financial institution if you choose to roll over a Partial Lump-Sum Option Plan payment.
4 Copy of Medicare cards for all persons covered by Medicare who you are enrolling in the STRS Ohio Health Care Program. (This information can also
be submitted through your Online Personal Account at www.strsoh.org.)
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SECTION 1 — PERSONAL INFORMATION INSTRUCTIONS
(Use these instuctions to help fill out the information to the right.)

1.

Enter your personal information. Enter your name as it appears on your Social Security card. If you have a
new address, please give us the date the new address became effective.

2.

Complete the marital status questions based on your marital status as of the effective date of retirement
you list on this application. If you have ever been divorced, you must answer the question about leaving a
continuing monthly benefit to your former spouse after your death. Your divorce decree may also require
you to leave a portion of your benefit to a former spouse while you are receiving a monthly benefit through
a Division of Property Order (DOPO). A DOPO is filed through the court and is separate from naming a
beneficiary on this Service Retirement Application.

3.

Your effective date of retirement is the date your benefits begin, not your last day of employment. The
effective date of retirement is ALWAYS on the first of the month. Specifically, it is the first day of the month
following the latter of:

IMPORTANT

• Your last day of teaching or other public service
Example: If your last day of service is June 2, 2023, then your effective date of retirement would be
July 1, 2023.
• Attainment of age and service requirements
Example: If your 60th birthday is Oct. 15, 2023, then your effective date of retirement would be
Nov. 1, 2023.
• Official certification with STRS Ohio of all purchasable service to be included in your retirement benefit,
assuming the service is purchased no later than three months following your effective date of retirement
Example: If the date your service is officially certified and a cost statement is issued on Dec. 15, 2023,
then your effective date of retirement is Jan. 1, 2024.
4.

5.

List all public employers during your last year of teaching and indicate if you are continuing employment
within the first two months of retirement with each employer. If you are continuing employment with
your highest paying employer after retirement, you must have a break in service between the last day of
work as an active member and the first day of reemployment on or after your effective date of retirement.
The one-day break must be a normal workday and cannot be a Saturday, Sunday or holiday. For example,
a member cannot retire from his or her current position on Wednesday, May 31, 2023, and return to public
employment on Thursday, June 1, 2023. This section must be completed accurately to ensure correct
information is obtained from each employer. More information about reemployment will be mailed to you
before your effective date of retirement.
If you have not received a benefit from the defined contribution portion of your Combined Plan account,
you may purchase credit to increase your defined benefit retirement payment. The cost of the credit will
also increase your defined contribution account.
Indicate if you intend to purchase leave of absence or military service credit that interrupted your teaching.

Notes
________________________
Be sure to fill in your name as it appears
on your Social Security card.
________________________
Your name will be changed to match
your Medicare card (if you have one and
provided it to STRS Ohio).
________________________

________________________
________________________
________________________
________________________
________________________
If you are required to provide for a former
________________________
spouse or spouses after your death, include
a copy of the court orders.

________________________
________________________
________________________
Your effective date of retirement is the
first day of the month.

________________________
________________________
________________________
Provide your current or new public employers.

________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________

888-227-7877
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SECTION 1 — PERSONAL INFORMATION (Please print in ink. See instructions on Page 2.)
Member’s Social Security no.
or STRS Ohio account no.

Name
Mailing address
Street address

City

State

ZIP (+ four)

Address effective date (if new)
Birth date

Home phone (

)

Work phone (

Area code

Email address

)
Area code

Cell phone (

)
Area code

MARITAL STATUS
Are you married?  Yes  No

If married
Name of spouse

Spouse birth date

Spouse Social Security no.

Have you ever been divorced?  Yes  No
If yes, does your Decree of Divorce, Property Settlement Agreement or other court order require you to leave a continuing monthly benefit to a former spouse or spouses
after your death?  Yes  No
If yes, include a copy of your Decree of Divorce including details of the property settlement and name your former spouse as a Joint and Survivor Annuity beneficiary in
Section 3 or Section 4 of this application. A Division of Property Order (DOPO) does not address benefits paid after your death.
EMPLOYMENT INFORMATION
My effective date of retirement is the first day of:
Month

			
Last day of work
Employer’s name		
before retirement
(List all current and new public employment)
County
(If applicable)

Year

Do you plan to work with this
employer within the first
two months of retirement?

If yes, first date of service after
retirement (See “Reemployment
restrictions” on Page 1)

_______________________________ ________________ _______________

 Yes  No

____________________

_______________________________ ________________ _______________

 Yes  No

____________________

_______________________________ ________________ _______________

 Yes  No

____________________

_______________________________ ________________ _______________

 Yes  No

____________________

Do you want to make contributions on a leave of absence or military service that interrupted your STRS Ohio service?  Yes  No
Do you need a current cost statement for purchasing this service?
 Yes  No
Do you plan to roll over tax-deferred funds to STRS Ohio to buy service credit?
 Yes  No
Below, please indicate your plans for the defined contribution portion of your account:
 Apply for a monthly benefit now. (A separate application must be completed and is available at www.strsoh.org or by calling STRS Ohio toll-free at
888-227-7877.)
 Continue managing the defined contribution portion of my account for monthly benefits or an account withdrawal at a later date.
 Withdraw the account value of the defined contribution portion of the account. (A withdrawal application must be submitted to STRS Ohio and is available
at www.strsoh.org or by calling STRS Ohio toll-free at 888-227-7877.)
 I am currently receiving a monthly benefit or have already withdrawn the defined contribution portion of my account.

15-602, 9/22/100
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SECTION 2 — PLAN OF PAYMENT SELECTION INSTRUCTIONS
(Use these instuctions to help fill out the information to the right.)

Please read the Service Retirement and Plans of Payment brochure before making your plan selection. A plan of
payment must be selected before a benefit can be paid. Choose only one.
I.

Notes
________________________
Remember: The selected plan of payment
determines what benefits the beneficiary is
________________________
eligible to receive.

________________________

SINGLE LIFE ANNUITY

The Single Life Annuity plan of payment provides lifetime monthly income to you. Upon your death,
monthly benefits end and there are no benefits payable to a beneficiary.
II. JOINT AND SURVIVOR ANNUITY

The Joint and Survivor Annuity plan of payment provides lifetime monthly income to you. At your death, the
benefit continues at the selected amount for the lifetime of the primary beneficiary. Because income protection for the survivor is provided, your monthly benefit is less than that available under a Single Life Annuity.
If Option 1(C) or 2(C) is selected, the number of guaranteed years must be written in the space provided.
If Option 3(A) or 3(B) is selected, a dollar amount or fraction must be written in the space provided. ($50 per
month is the minimum monthly benefit that may be designated.)
If Option 4 is selected, go to Page 7 and provide information for two, three or four beneficiaries and the
percentage, fraction or whole dollar amount for each.
III. ANNUITY CERTAIN

The Annuity Certain plan of payment provides lifetime monthly income to you. If you die before the
specified number of years have passed, the same benefit amount continues to your primary beneficiary
for the years remaining in the original guaranteed period. Because income protection is guaranteed for a
minimum number of years, your monthly benefit is less than that available under a Single Life Annuity.
If this plan is selected, the number of guaranteed years must be written in the space provided.

With
reversion — If you select this choice,
________________________
you may revert to the Single Life Annuity
plan of payment under certain conditions.
________________________
Please
refer to the Service Retirement and
Plans of Payment brochure for complete
________________________
details.
Without reversion — If you select this choice,
________________________
you
may never revert to a Single Life Annuity
plan of payment.

________________________
________________________
________________________
If you choose Joint and Survivor
Annuity, Option 4 — Multiple Primary
________________________
Beneficiaries, you must complete
Section 4 on Page 7 to designate your
________________________
beneficiaries.

________________________
________________________

SECTION 3 — BENEFICIARY DESIGNATION FOR MONTHLY
BENEFIT PAYMENTS INSTRUCTIONS

________________________

(Use these instuctions to help fill out the information to the right.)

________________________

Your plan of payment beneficiaries for the defined benefit portion of your Combined Plan may be the same as or different
from the beneficiaries for the defined contribution portion of your Combined Plan. Beneficiary arrangements may be
subject to spousal consent in Section 6.
1. “Primary beneficiary,” as used in this application, is the person who will receive any remaining benefits from the
retirement account following the death of the retiree. The selected plan of payment determines what benefits the
beneficiary is eligible to receive. The beneficiary’s date of birth is required.
2. If a plan of payment from Plan II — Joint and Survivor Annuity is selected, only one primary
beneficiary may be named unless you select Option 4. If you select Option 4 — Multiple Primary
Beneficiaries, do not complete Section 3. You must complete Section 4 on Page 7 to designate beneficiaries.
3. If Option 1(B) or 1(C) or Option 2(B) or 2(C) is selected, the secondary beneficiary is the person to whom payment
would continue for the balance of the guaranteed period if both the retiree and the primary beneficiary die before
the guaranteed period ends. If you name more than one secondary beneficiary, they would share in a lump-sum
distribution of the present value of any remaining payments.
4. If you choose the Annuity Certain plan of payment and name more than one primary beneficiary, a lump-sum
payment representing the present value of the remaining payments is divided equally and paid to the beneficiaries.
5. If you chose the Annuity Certain plan of payment and your beneficiary is an inter vivos trust, or if you chose
Option 1(B) or 1(C) or Option 2(B) or 2(C) and your secondary beneficiary is an inter vivos trust, provide the trust
name and date of the trust agreement. Attach photocopies of the first and last page of the trust document. Any
payment to a trust will be a lump-sum distribution of the present value of any remaining payments. Monthly
payments cannot be paid to a trust.
6. If you are required by a court order to provide a continuing monthly benefit after your death to a former spouse or
spouses, you must include a copy of the court orders.
888-227-7877
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SECTION 2 — PLAN OF PAYMENT SELECTION (See instructions on Page 4.)
One of the following plans must be selected before a benefit can be paid:

I. SINGLE LIFE ANNUITY
 Single Life Annuity provides the largest monthly income for you, but provides no continuing benefit to a beneficiary.

II. JOINT AND SURVIVOR ANNUITY (Choose one option below.)
 1(A) Same to beneficiary with reversion.
 1(B) Minimum-year guarantee (without reduction). Same to beneficiary without reversion.
 1(C) _______________ year guarantee. Same to beneficiary without reversion.
Indicate years

 2(A) One-half to beneficiary with reversion.
 2(B) Minimum-year guarantee (without reduction). One-half to beneficiary without reversion.

These choices require both
a primary and secondary
beneficiary (See Section 3 below.)

 2(C) _______________ year guarantee. One-half to beneficiary without reversion.
Indicate years

 3(A) ____________________________ to beneficiary with reversion.
Indicate fixed amount or fraction

 3(B) ____________________________ to beneficiary without reversion.
Indicate fixed amount or fraction

 4

Multiple Primary Beneficiaries (See separate beneficiary designation on Page 7 and indicate percentage, fraction or whole dollar amount for
each beneficiary.)

III. ANNUITY CERTAIN (Cannot change)
 For a guaranteed number of ____________ years and continuous for my lifetime.
Indicate years

Payment of monthly benefits or a lump-sum payment to any survivor under the Single Life Annuity, Joint and Survivor Annuity, or Annuity Certain plans of
payment does not guarantee that survivors will have access to or be permitted to participate in the STRS Ohio Health Care Program.

SECTION 3 — BENEFICIARY DESIGNATION FOR MONTHLY BENEFIT PAYMENTS (See instructions on Page 4.)
For a Single Life Annuity; Joint and Survivor Annuity, Options 1, 2 or 3; or an Annuity Certain, designate beneficiary below. (Use complete names
and not initials.) If you selected a Joint and Survivor Annuity, Option 4 — Multiple Primary Beneficiaries, do not complete this section. Proceed
to Section 4 on Pages 6 and 7 to designate beneficiaries.
Primary beneficiary
First

Social Security no.

Middle

Last

Birth date

Relationship

Address
Required

Street address

City

State

ZIP code

Secondary beneficiary
[required for Options 1(B),
1(C), 2(B) and 2(C)]							
First

Social Security no.

Middle

Last

Birth date

Relationship

Address
Required

Street address

City

State

ZIP code

If you select “Single Life Annuity” or “Annuity Certain” as your plan of payment, more than one primary beneficiary may be named. If you name more than
one primary or secondary beneficiary, each full name must be connected with the word “and.” Please clearly indicate if the beneficiaries listed are primary or
secondary. Attach an additional page if necessary. Only use Page 7 to indicate primary beneficiaries if you selected an Option 4, Joint and Survivor Annuity plan
of payment.
5
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SECTION 4 — MULTIPLE PRIMARY BENEFICIARIES
INSTRUCTIONS
(Use these instuctions to help fill out the information to the right.)

You may choose a plan of payment that provides continuing lifetime benefits for up to four beneficiaries. If
you selected a Joint and Survivor Annuity, Option 4 — Multiple Primary Beneficiaries, you must complete this
section to designate your beneficiaries for your benefit payments.

Notes
________________________
Complete this section only if you selected
a Joint and Survivor Annuity, Option 4 —
________________________
Multiple Primary Beneficiaries. If you
selected any other plan of payment, you
must
complete Section 3 on Page 5 to
________________________
designate your beneficiary.

If you are required by a court order to provide a continuing monthly benefit after your death to a former spouse
or spouses, you must include a copy of the court orders.

________________________

You may not select multiple primary beneficiaries if you selected a plan other than a Joint and Survivor Annuity,
Option 4 — Multiple Primary Beneficiaries, on Page 5.

________________________
________________________
________________________
Please indicate percentage, fraction

or whole dollar amount for each
________________________
beneficiary. The amount cannot be
less than 10% of your benefit unless
________________________
a court order requires less than 10%.

________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
888-227-7877
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SECTION 4 — MULTIPLE PRIMARY BENEFICIARIES (See instructions on Page 6.)
Only complete this section if you selected a Joint and Survivor Annuity, Option 4 on Page 5 of this application. For this option, you must name
two, three or four primary beneficiaries. Please carefully review the instructions on Page 6 before completing the appropriate beneficiary
designation(s) below:
PRIMARY BENEFICIARIES (Use complete names and not initials.)
1. Name

		
First

Middle

Court order?

 Yes  No

Last

Address
Street address

City

Social Security no.

State

ZIP code

Birth date
Required

Relationship

Percentage, fraction or whole dollar amount

2. Name

		
First

Middle

Court order?

 Yes  No

Last

Address
Street address

City

Social Security no.

State

ZIP code

Birth date
Required

Relationship

Percentage, fraction or whole dollar amount

3. Name

		
First

Middle

Court order?

 Yes  No

Last

Address
Street address

City

Social Security no.

State

ZIP code

Birth date
Required

Relationship

Percentage, fraction or whole dollar amount

4. Name

		
First

Middle

Court order?

 Yes  No

Last

Address
Street address

City

Social Security no.

State

ZIP code

Birth date
Required

Relationship

15-602, 9/22/100
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SECTION 5 — PARTIAL LUMP-SUM OPTION PLAN (PLOP) INSTRUCTIONS

Notes

(Use these instructions to help fill out the information to the right.)

________________

In addition to the plan of payment you selected in Section 2, you may select a one-time Partial Lump-Sum Option Plan (PLOP)
payment at retirement with reduced monthly benefits for life. The amount of the reduction in your monthly benefit could be
substantial if you take a partial lump-sum payment. Before making your decision, it is important to calculate your retirement
income needs and request a benefit estimate reduced for the PLOP amount.

________________

1.

The minimum PLOP payment is six times and the maximum PLOP payment is 36 times the Single Life Annuity monthly
benefit amount calculated before the PLOP payment. If you select an amount between the minimum and the maximum,
it must be in even thousands.

2.

PLOP payments are paid no earlier than 91 days after your effective date of retirement or the date all necessary
information is received and your retirement benefit is finalized, whichever is later.

3.

The PLOP payment will be transferred to the bank account listed on this application for your monthly benefit unless
you elect to roll over the PLOP payment to an IRA, an eligible employer plan or another qualified plan.

4.

The Internal Revenue Code requires that any lump-sum payments paid directly to you will have 20% federal tax
withheld. You may be subject to a higher or lower federal tax rate for this payment and a 10% penalty for early withdrawal.
For additional information, see Form W-4R instructions and marginal tax rate table at www.irs.gov/pub/irs-pdf/fw4r.pdf.

5.

A PLOP payment paid directly to you is subject to Ohio state income tax if you reside in Ohio. If you live in another state,
it may be subject to taxes as required by that state.
For more information about taxation of benefits, visit www.irs.gov/pub/irs-pdf/fw4r.pdf or contact the Ohio
Department of Taxation or the equivalent department in the state of your residency or a qualified tax consultant.
STRS Ohio cannot provide tax advice.

________________
________________
PLOP payment
amount
must be in even
________________
thousands unless you
choose the minimum
________________
or maximum PLOP
payment.

________________
A
PLOP payment made
________________
directly to you is subject to
20% federal tax withholding
________________
and may be subject to a tax
penalty. Rollovers to an IRA,
________________
eligible employer plan or
another qualified plan are not
subject to this tax or penalty.
________________

________________
________________
PLOP ROLLOVER
You may roll over your PLOP payment to a traditional individual retirement account (IRA), Roth IRA, SEP-IRA, SIMPLE IRA,
403(b) plan, 457(b) plan, 401(a) qualified plan, including a 401(k) or Keogh plan to avoid the immediate tax withholding and
possible penalty.

________________
________________

1.

If you want to roll over your PLOP payment, you must check with your receiving plan administrator to verify the plan will
accept rollovers from a 401(a) retirement plan.

________________

2.

You will receive a Special Tax Notice in the mail with additional information about rolling over your PLOP payment to
another qualified plan.

________________
________________
Questions about selecting
________________
a PLOP payment? Call
STRS Ohio toll-free at
888-227-7877.
________________

________________
________________
________________
________________
________________
________________
888-227-7877
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SECTION 5 — PLOP ELECTION (See instructions on Page 8.)
Payment of a PLOP will reduce your monthly retirement benefits for your lifetime and that of your survivor. A benefit estimate showing the reduced benefit after
the PLOP payment should be requested before completing this section. PLOP payments are paid no earlier than 91 days after your effective date of
retirement or the date all necessary information is received and your retirement benefit is finalized, whichever is later.
 I elect not to receive a Partial Lump-Sum Option Plan payment. (Proceed to Section 6.)
 I elect a Partial Lump-Sum Option Plan payment. (Check one option below if electing a partial lump-sum payment.)
 I want to receive the minimum six times my Single Life Annuity monthly benefit.
 I want to receive the maximum 36 times my Single Life Annuity monthly benefit.
 I want to receive a partial lump-sum payment of $____________________. (Amount must be a multiple of $1,000. If you indicate an amount
that is not a multiple of $1,000, we will round it down to the nearest $1,000 multiple or the minimum PLOP amount if higher.)
If no election is made, STRS Ohio will process your application without a PLOP payment.
Federal tax withholding for PLOP payments paid directly to you:
For eligible rollover distributions, the default withholding rate is 20%. You can choose a rate greater than 20% by entering the rate below. You may not choose a rate less
than 20%.
 Withhold a rate of __________% (whole number with no decimals) that is higher than the default withholding rate. Visit www.irs.gov/pub/irs-pdf/fw4r.pdf
for detailed instructions on completing this section of the application.
Ohio state tax withholding for PLOP payments paid directly to you (check one):
 I request the following amount be withheld for Ohio tax for my PLOP payment _______________________________.
Whole dollar amount or percentage

 I do not want Ohio state tax withheld from my STRS Ohio PLOP payment. (This choice does not release you from Ohio tax obligations if you live in Ohio.)
PLOP ROLLOVER
 I wish to directly roll over all or part of my PLOP payment to an eligible retirement plan and have confirmed that my plan administrator accepts direct
rollovers from Section 401(a) retirement plans.
Rollover selection (check one):
 100%
 Other $____________________ (must be a multiple of $1,000 and not greater than the PLOP payment you requested above; any balance will be
sent to your bank).
Rollover distribution to be made payable to:
Name of financial institution or plan trustee
Attention
Address where check is to be sent
Street address

City

State

ZIP code

Account number with institution (required)
Type of account (check one):
 Traditional IRA

 457(b) governmental plan

 SEP-IRA

 Roth IRA

 401(a) qualified plan

 SIMPLE IRA

 403(b)

 401(k)

 Keogh

15-602, 9/22/100
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SECTION 6 — SPOUSAL CONSENT INSTRUCTIONS
(Use these instuctions to help fill out the information to the right.)

By signing this consent, your spouse is agreeing to the plan of payment, PLOP amount and beneficiary
arrangement selected in this application.
1.

This section must be completed if you are married and you select:
•
•
•
•
•

2.

Plan I — Single Life Annuity
Plan II — Joint and Survivor Annuity, Option 3(A) or 3(B), or Option 4 with less than one-half
payable to your spouse
Plan III — Annuity Certain
A PLOP payment
Any plan with a primary beneficiary other than your spouse

If spousal consent is required and your spouse does not sign, your retirement benefit will be paid under
Option 2(A), a Joint and Survivor Annuity with one-half to your surviving spouse, and no PLOP payment
will be made.

3.

Your spouse must consent to your selection by signing the consent before a notary public.

4.

Spousal consent is not required if:

Notes
This section must be completed if you
________________________
are married and you selected one of the
plans of payment described to the left.

________________________
This
section must be notarized.
________________________
________________________
________________________
________________________
________________________
________________________

•

You are required to elect a plan of payment pursuant to a court order and your current spouse is also
a beneficiary under that plan; or

________________________

•

You are required to provide an amount to a former spouse or spouses pursuant to a court order or
orders that is the maximum amount payable in a Joint and Survivor Annuity plan of payment.

________________________
________________________

SECTION 7 — DIRECT DEPOSIT INSTRUCTIONS
(Use these instructions to help fill out the information to the right.)

STRS Ohio provides safety and convenience to its members by directly depositing monthly benefits into either
a checking, savings or investment account. Please complete this section to ensure that benefit payments may
begin on your effective date of retirement.

This section must be completed for
________________________
monthly benefits to begin. Choose only
one type of account for your benefit
________________________
deposit.

________________________

1.

To deposit your benefit in a savings account, provide the 9-digit routing number along with your
account number in the space provided.

________________________

2.

To deposit your benefit in an investment account, ask your investment plan to provide direct deposit
information on a form or letter. Include a copy of this form or letter with your application.

________________________

3.

To deposit your benefit in a checking account, please attach a voided check to this application or
provide the account number and routing number in the space provided.

________________________

4.

Your name must be on the account designated for your direct deposit.

5.

Direct deposit of funds begins with your first benefit payment. Payments are made on the first banking
day of the month.

6.

Payments will not begin until your bank information has been received.

7.

See sample below for identifying account number and routing number (nine digits) on your check.

________________________

Benefits deposited to your bank account to which you are not entitled may be recovered by STRS Ohio directly
from your financial institution by either reversing the electronic deposit or sending a written request for return
of the benefits to your financial institution.

________________________

________________________
________________________

________________________
________________________

DATE______________

________________________
Do not include the check number.

________________________
________________________

Bank Routing Number

888-227-7877

Account Number
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SECTION 6 — SPOUSAL CONSENT (See instructions on Page 10.)
This section must be completed by the spouse of the STRS Ohio member if required. Please review the requirements on Page 10.
I understand the plan of payment, beneficiary and PLOP selections listed in Sections 2, 3, 4 and 5. I consent to these selections made by my spouse and
understand that my consent is irrevocable. I further understand that if I do not consent, my spouse will receive either: (1) a Joint and Survivor Annuity with
one-half of the benefit continuing to me in the event of my spouse’s death and no partial lump-sum payment will be paid to my spouse; or (2) a benefit paid
pursuant to a plan of payment with continuing benefits to a former spouse or spouses that my spouse was required to select pursuant to a court order or orders.
To be completed before a notary public:

Signature of spouse

Date

Before me, a notary public in and for said state, personally appeared _____________________________________, who being by me duly sworn
		

Name of spouse

according to law, deposes and says that he/she consents to the selections listed in Sections 2, 3, 4 and 5 of this application made by his/her spouse and understands that such consent is irrevocable.
Sworn to before me and signed in my presence this

day of

State of

County of

in the year

Notary seal

Signature of notary public
My commission expires

SECTION 7 — DIRECT DEPOSIT TO BANK ACCOUNT (REQUIRED) (Choose one type of account. )
 SAVINGS OR INVESTMENT ACCOUNT (For investment account, please see number 2 under Direct Deposit Instructions on Page 10):
Account number

9-digit routing or transit number

Name of financial institution
Address
		

Street address or P.O. box number

City

State

ZIP code

State

ZIP code

 CHECKING (Please attach a voided check below or provide the account number and routing number.):
Name of financial institution
Address
		

Street address or P.O. box number

City

Tape voided check here (do not staple).
OR
Account number
9-digit routing or transit number

15-602, 9/22/100
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SECTION 8 — FEDERAL INCOME TAX WITHHOLDING
INSTRUCTIONS
(See the Taxes and Your STRS Ohio Benefits leaflet for more information.)

Step 1:
If you want to elect tax withholding based on filing status, select the appropriate box.

Notes
________________________
________________________
________________________
________________________

Steps 2–4:
These steps are optional. Only complete if these steps apply to you.
Visit www.irs.gov/pub/irs-pdf/fw4p.pdf for detailed instructions and worksheets for completing tax
withholding information.
If you do not want federal tax withheld from your benefit, select the box following Step 4.

________________________
Complete
Steps 2–4 only if they
________________________
apply to you.

________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
888-227-7877
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SECTION 8 — FEDERAL INCOME TAX WITHHOLDING (See instructions on Page 12.)
Step 1: Federal Withholding
 Single or married filing separately
 Married filing jointly or qualifying widow(er)
 Head of household (Check only if you’re unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individual.)
Complete Steps 2–4 ONLY if they apply to you. Visit www.irs.gov/pub/irs-pdf/fw4p.pdf for detailed instructions and worksheets for completing tax
withholding information.
Step 2: Income From a Job or Multiple Pensions/Annuities (Including a Spouse’s Job or Pension/Annuity)
Complete this step if you (1) receive income from a job or more than one pension/annuity, or (2) are married filing jointly and your spouse receives income from a
job or a pension/annuity.
Complete the items below.
(i) If you (or your spouse) have a job(s), enter the total taxable annual pay from all job(s) and any other income entered on
Form W-4, Step 4(a), less the deductions entered on Form W-4, Step 4(b). If you (or your spouse) do not have a job(s),
enter “-0-“  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $_______________
(ii) If you (or your spouse) have another pension/annuity that pays less annually than this pension/annuity, enter the total annual
taxable payments from those other sources. If this is the only pension/annuity or it pays the least taxable amount annually,
enter “-0-“  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $_______________
(iii) Add the amounts from items (i) and (ii) and enter the total here .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $_______________
TIP: To be accurate, submit a 2022 Form W-4P for all other pensions/annuities. Submit a new Form W-4 for your job(s) if you have not updated your withholding
since 2019.
If you (or your spouse) have a job, do not complete Steps 3–4(b) on this form.
If you (or your spouse) do not have a job, complete Steps 3–4(b) for only the pension/annuity that pays the most annually. Leave those steps blank for the other
pensions/annuities.
Step 3: Claim Dependent and Other Credits
If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Multiply the number of qualifying children under age 17 by $2,000 .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $_______________
Multiply the number of other dependents by $500 .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $_______________
Add other credits, such as foreign tax credit and education tax credits .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . $_______________
Add the amounts for qualifying children, other dependents and other credits and enter the total here  .  .  .  .  .  .  .  .  .  .  .  .  .  .

3

$_______________

Step 4 (optional): Other Adjustments
(a) Other income (not from jobs or pension/annuity payments). If you want tax withheld on other income you
expect this year that won’t have withholding, enter the amount of other income here. This may include interest,
taxable Social Security and dividends .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 4(a) $_______________
(b) Deductions. If you expect to claim deductions other than the basic standard deduction and want to reduce your
withholding, use the Deductions Worksheet from www.irs.gov/pub/irs-pdf/fw4p.pdf and enter the result here .  .  .  .  .  . 4(b) $_______________
(c) Extra withholding. Enter any additional tax you want withheld from each payment  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .

4(c) $_______________

 I do not want federal income tax withheld from my STRS Ohio benefit. This does not release you from the liability for any federal income tax due to
this payment.
If necessary, I give STRS Ohio permission to correct my withholding request based on clarification obtained through a phone call to me. If no election is made,
I understand STRS Ohio will process my application using a filing status of single with no adjustments in Steps 2–4 above.

15-602, 9/22/100
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SECTION 9 — STATE INCOME TAX WITHHOLDING
INSTRUCTIONS
(See the Taxes and Your STRS Ohio Benefits leaflet for more information.)

Retirement benefits are subject to Ohio income tax for Ohio residents. Residents of another state are governed
by the tax laws in that state. STRS Ohio cannot withhold tax for states other than Ohio.
STRS Ohio withholds only whole dollar amounts or a percentage with no decimal places. If you do not request
a whole dollar amount, the amount will be rounded to the nearest dollar. A percentage with trailing decimal
places will be rounded as well. For example, 6.3% would be rounded to 6%.

SECTION 10 — OPTIONAL RETIREE-FUNDED DEATH BENEFIT
LUMP-SUM PAYMENT INSTRUCTIONS
(See the Service Retirement and Plans of Payment brochure for members enrolled in the STRS Ohio Combined Plan
for detailed information on this program.)

1.
2.
3.
4.

If selected, name the person or persons who should receive this payment at your death. If the beneficiary
is left blank, the death benefit will be paid by statutory succession.
If you name more than one beneficiary, connect each full name with the word “and.” Attach an additional
page if necessary.
Costs for additional death benefits are listed in the Service Retirement and Plans of Payment brochure for
members enrolled in the STRS Ohio Combined Plan.
You may change your death benefit beneficiary anytime. If you do not name a beneficiary, or if you have
an invalid beneficiary designation on file at the time of your death, payment will be made by statutory
succession as follows:
A. A qualified beneficiary in the following order: (1) surviving spouse, (2) children, (3) parents,
and (4) estate.
B. Person who paid your burial expenses.

SECTION 11 — ACKNOWLEDGMENT OF MEMBER
INSTRUCTIONS
This application must be signed and dated in ink and returned to STRS Ohio before your retirement can be
processed. If the application is not signed, the entire form will be returned to you.

Notes
________________________
To estimate state of Ohio tax withholding, see the Taxes and Your STRS Ohio
________________________
Benefits leaflet.

________________________
________________________
________________________
The beneficiary you designate in this section
________________________
is for payment of the optional retiree-funded
death
benefit only. It does not have to match
________________________
the person(s) you named for your benefit
payments in Sections 3 or 4.

________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
________________________
Your signature with date is required.
In addition, an election or refusal of
health care coverage is required
________________________
on Page 19 or Page 20.

________________________
Once exact information is available,
any balance due to you between partial
payments and the final benefit amount
________________________
will be paid retroactive to your effective
date of retirement and will be paid as
________________________
a “catch-up” payment.

________________________
________________________
888-227-7877
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SECTION 9 — STATE INCOME TAX WITHHOLDING (See instructions on Page 14.)
Ohio withholding for Ohio residents only (If no election is made, STRS Ohio will process your application without Ohio state tax withholding.)
 I request the following monthly amount be withheld for Ohio tax ____________________________.
Whole dollar amount or percentage

 I do not want Ohio state tax withheld from my STRS Ohio benefit. (This choice does not release you from Ohio tax obligations if you live in Ohio.)

SECTION 10 — OPTIONAL RETIREE-FUNDED DEATH BENEFIT LUMP-SUM PAYMENT
(See instructions on Page 14.)
Service retirement benefit recipients may purchase a death benefit of $1,000 or $2,000. This taxable benefit is optional and funded by the benefit recipient
through monthly deductions from STRS Ohio benefits. Do not name yourself as beneficiary. If you do not want to purchase the death benefit, leave this section
blank.
I authorize below a deduction from my monthly retirement benefit to purchase the optional retiree-funded death benefit amount elected.
 $1,000     $2,000
Primary beneficiary
First

Middle

Last

Birth date

Address
Street address

City

State

ZIP code

If no beneficiary is named, the statutory succession of beneficiaries will apply. See Page 14 for the order of statutory succession.

SECTION 11 — ACKNOWLEDGMENT OF MEMBER (See instructions on Page 14.)
I certify that, as of my effective date of retirement, I am not or will not be employed in an STRS Ohio-contributing position in the public schools of Ohio.
I understand an exception to paid employment after retirement is permitted if I am continuing employment with a secondary employer as described on
Pages 1 and 2 and reported on Page 3 of this application.
I reviewed this application and hereby attest that the information I provided is true and correct to the best of my knowledge and that I have complied with all
applicable court orders issued under 3105.171 or 3105.65 of the Ohio Revised Code or laws of another state regarding the division of marital property with
respect to my STRS Ohio account and/or benefits. I understand that changes in the effective date of retirement, plan of payment, PLOP payment amount, the
account to which the PLOP payment is to be deposited and the decision to purchase service credit must be submitted in writing. Furthermore, I understand
changes must be received by STRS Ohio by the 15th of the month following finalization of the retirement benefit.
I authorize STRS Ohio to recover any benefit payments electronically deposited to my financial institution following my death or to which I am otherwise not
entitled directly from the financial institution, and authorize and direct my financial institution on my behalf or on behalf of my estate to refund such benefit
overpayments to STRS Ohio and charge it accordingly to my account.
Member’s signature

Date
MAKING CHANGES

Changes in your selected options for direct deposit or tax withholding may be made anytime. Changes to your effective date of retirement, plan of payment, PLOP
payment amount, the account to which the PLOP payment is to be deposited and the decision to purchase service credit must be submitted in writing. Changes must
be received by STRS Ohio by the 15th of the month following finalization of the retirement benefit. You will be notified of the exact date these options are final.
Please continue to Page 17 — Application for Enrolling in the STRS Ohio Health Care Program. If you are eligible to participate in the STRS
Ohio Health Care Program, you must complete the “Personal Information” section at the top of Page 19, even if you are not electing
health care coverage. If you are declining coverage, you must also complete and sign the “Acknowledgment of Refusal of Health Care
Coverage” section on Page 19. If you are electing health care coverage, you must also complete the “Election of Health Care Coverage”
sections for self and eligible dependents (if applicable) and sign on Page 20.
15-602, 9/22/100
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APPLICATION FOR ENROLLING IN THE STRS OHIO HEALTH CARE PROGRAM
Eligibility
Eligibility for health care coverage is determined by the State Teachers Retirement Board and is subject to change. Members who retire before Aug. 1, 2023,
need at least 15 years of total service credit to participate in the STRS Ohio Health Care Program. At least 20 or more years of total service credit is required for
members who retire on or after Aug. 1, 2023. To be eligible for coverage, the individual must actively reside in the United States with a permanent residence in
one of the U.S. 50 states or U.S. territories.
Enrollment at retirement
If you are eligible for and elect STRS Ohio health care at retirement, your coverage may become effective on the first of the month following the latest of:
• Your effective date of retirement; or
• The first of the month following receipt of your Service Retirement Application; or
• The first of the month following the termination of employer coverage (if you are electing a later effective date on Page 19).
You will not be able to change the effective date of your STRS Ohio health care coverage after premium deductions and coverage begin.
Enrollment after retirement
Currently, health care coverage may be elected after retirement within 31 days of other coverage terminating, upon initial eligibility for and enrollment in
Medicare or during the annual open-enrollment period. To request enrollment in an STRS Ohio health care plan due to a qualifying event or during open
enrollment, log in to your Online Personal Account at www.strsoh.org and select “Health Care.”
Coverage for employed non-Medicare enrollees
Coverage under the STRS Ohio Health Care Program is limited for non-Medicare enrollees employed in public or private positions. Employed enrollees are
eligible only for secondary coverage through STRS Ohio’s Basic Plan if they: (1) are eligible for medical and prescription drug coverage through their employer, or
(2) hold a position for which other similarly situated employees are eligible for medical and prescription drug coverage at the same cost as full-time employees.
The rule applies to all employed enrollees who are not eligible for Medicare, regardless of hire date or type of employment.
Submitting this application
Your Application for Enrolling in the STRS Ohio Health Care Program should be submitted with your STRS Ohio Service Retirement Application. When we receive
your application, you will be mailed a health care information packet.
Medicare enrollment
STRS Ohio requires all medical plan participants to enroll in Medicare Parts A & B at age 65 or when eligible. Medicare Part B is required for all enrollees.
Medicare Part A is also required if it is available to you at no cost (premium free). If you decline Medicare Part B or premium-free Part A, you will no longer
be eligible for STRS Ohio medical coverage.
Monthly premiums
A monthly premium payment is required. A spouse and eligible dependents may be enrolled for additional premiums. Premiums are currently based on your
years of service credit, Medicare status and medical plan selected. Dependents pay the full cost of their premium. Premiums are paid through a monthly
deduction from the benefit payment. If your monthly premium exceeds your benefit payment, the balance must be paid through a direct debit account.
Health Care Assistance Program
STRS Ohio offers a Health Care Assistance Program to qualifying benefit recipients who need financial assistance paying their STRS Ohio health care premiums.
Currently, the assistance program provides qualifying benefit recipients with medical and prescription drug coverage for no monthly premium. For more
information about the program or to obtain an application, visit the Health Care section of our website at www.strsoh.org or call STRS Ohio toll-free at
888-227-7877.
15-602, 9/22/100
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ENROLLING IN THE STRS OHIO HEALTH CARE PROGRAM
INSTRUCTIONS
Health care coverage is offered to members who retire before Aug. 1, 2023, with 15 or more years of total
service credit. Members who retire on or after Aug. 1, 2023, need at least 20 years of total service credit to access
coverage. To be eligible for coverage, the individual must actively reside in the United States with a permanent
residence in one of the U.S. 50 states or U.S. territories.
For information, call STRS Ohio toll-free at 888-227-7877 to request a copy of the STRS Ohio Health Care Program
Guide and a personalized list of plan options and premiums. You can also view your plan options in your STRS
Ohio Online Personal Account.
1.

2.

Your effective date of health care coverage can be the effective date of retirement, the first of the month
following the date we receive your application or the first of the month following termination of employer
coverage, whichever is latest.
New service retirement benefit recipients should verify the last date of health care coverage with their
employer before selecting a health care effective date with STRS Ohio. This will ensure coverage dates do
not overlap. After you have selected your STRS Ohio health care effective date and premium deductions have begun, you cannot change your effective date regardless of the termination date of
your employer plan. If you want to delay starting your STRS Ohio coverage, check the box provided and
indicate the termination date of your employer plan. If you want to delay health care coverage beyond three
months, a new health care enrollment application must be submitted within 31 days of a qualifying event.
You may also enroll during the open-enrollment period.

3.

After we receive your Service Retirement Application, you will be mailed a health care information packet.
If you do not select a medical plan, STRS Ohio will enroll you in the Basic Plan.

4.

If you, your spouse or eligible dependents are currently covered by Medicare, enclose a copy of each person’s
Medicare Parts A & B or Part B-only card with this application or submit your Medicare information through
your STRS Ohio Online Personal Account. Important note: If you do not submit proof of Medicare enrollment, you will not be eligible for an STRS Ohio medical plan.

5.

If you are requesting coverage for a disabled adult child, eligibility must be verified before enrollment. Call
STRS Ohio to begin the eligibility determination process.

6.

This section of the Service Retirement Application is processed separately from the rest of the
application. Even though you provided this information elsewhere, we need you to provide
your name, Social Security number and birth date in the “Personal Information” section. If
you’re enrolling eligible dependents, please complete this information for those individuals as
well in the “Election of Health Care Coverage — Eligible Dependents” section on Page 20.

Notes
________________________
________________________
This section must be completed even
if you do not elect health care.

________________________
________________________
________________________
If you do not want to enroll in
________________________
STRS Ohio health care coverage at
this time, please check this box and
________________________
sign.

________________________
________________________
Complete
this section only if you
are eligible and want to purchase
STRS
Ohio health care coverage.
________________________
Your signature is required on Page 20.
________________________
________________________
________________________
________________________
________________________
If you are currently covered by
Medicare,
please indicate here and
________________________
enclose a copy of your Medicare
Parts A & B or Part B-only card.

________________________

ENROLLING IN THE STRS OHIO DENTAL AND VISION PLANS
STRS Ohio offers dental and vision plans that are separate from medical coverage. Members who retire before
Aug. 1, 2023, need 15 or more years of total service credit to be eligible for dental and vision plans. Members
who retire on or after Aug. 1, 2023, need at least 20 years of total service credit to access coverage. After
we receive your Service Retirement Application, you will be mailed information about the dental and vision
coverage that is available to qualifying members, spouses and eligible dependents. This packet will arrive
separately from your medical plan information packet. Medical plan enrollment is not required to enroll in the
dental and vision plans. Enrollees in the dental and vision plans must remain enrolled through the end of the
two-year contract period.

________________________
________________________
________________________
________________________
________________________

Health care coverage is not guaranteed. The STRS Ohio Health Care Program is authorized by Chapter
3307 of the Revised Code, which may be amended at any time by the Ohio General Assembly. Coverage under
the program may be modified or eliminated by the State Teachers Retirement Board. STRS Ohio may change
or discontinue all or part of the program for all or a class of eligible benefit recipients and covered dependents
at any time. Premiums, copayments/coinsurance, deductibles and all other charges or fees paid by an enrollee
may change at any time.

________________________
________________________
________________________
See Page 20 for enrolling
________________________
eligible
dependents.

888-227-7877
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STRS OHIO HEALTH CARE PROGRAM (See instructions on Page 18.)
PERSONAL INFORMATION (This section must be completed even if you are not electing health care.)
Member’s Social Security no.
or STRS Ohio account no.

Name

Birth date

ACKNOWLEDGMENT OF REFUSAL OF HEALTH CARE COVERAGE
 No I do not elect STRS Ohio health care (medical/prescription, dental and vision) coverage at this time. I have read the “Enrollment after
retirement” section on Page 17 and understand that currently I may request enrollment within 31 days of a qualifying event or during the annual openenrollment period. Sign here only if you are declining health care coverage.
Member’s signature

Date
ELECTION OF HEALTH CARE COVERAGE — SELF (BENEFIT RECIPIENT)

Do not separate page from application.

Complete this section only if you are eligible and want to enroll. If you elect coverage, complete the information below for yourself and all eligible
dependents you want to enroll under the STRS Ohio Health Care Program. You will be mailed a health care information packet.
 Yes I elect health care coverage for myself and understand I will pay a monthly premium for the coverage. I understand if I elect coverage,
I may enroll eligible dependents by paying an additional premium. By accepting coverage for myself and eligible dependents who I may enroll in an
STRS Ohio plan, I authorize release of all information, including health information, to STRS Ohio and its designees for use in the management and
administration of the STRS Ohio Health Care Program.
 	 Begin coverage on my effective date of retirement or the first of the month after STRS Ohio receives my application, whichever is later.
 	 I elect a later effective date because I currently have coverage that will not be terminating effective with my retirement. My employer plan will
terminate on ________________. Enroll me in the STRS Ohio plan effective with the termination of my employer plan. (Enrollment may
be delayed up to three months after your effective date of retirement.)
Are you currently eligible for Medicare?  Yes  No If yes, you must enclose a copy of your Medicare Parts A & B or Part B-only card with this
application or submit your Medicare information through your STRS Ohio Online Personal Account. (Social Security disability benefit recipients may qualify for
Medicare.) If you do not submit proof of Medicare enrollment, you will not be eligible for an STRS Ohio medical plan.
Do you anticipate being employed and eligible for employer coverage after retirement?  Yes  No
Are you presently receiving health care coverage through STRS Ohio as a survivor benefit recipient or as the spouse of another STRS Ohio member?  Yes  No
Are you presently covered or will you be eligible at a later date for health care coverage through one of the Ohio public retirement systems?
 Yes (Circle which system) OPERS SERS STRS Ohio

Police & Fire

State Highway Patrol

 No, not at this time. (Please inform STRS Ohio if you later become eligible for coverage through one of the Ohio public retirement systems.)

Please continue to next page for enrolling eligible dependents.

15-602, 9/22/100
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ELECTION OF HEALTH CARE COVERAGE — ELIGIBLE DEPENDENTS
Provide information below for the eligible dependents you request to enroll. If any covered family members are eligible for Medicare, you must enclose a copy of
their Medicare card with this application or submit their Medicare information through your STRS Ohio Online Personal Account.
Please provide required information below.

1. Is any dependent currently covered by, or will any dependent become eligible for, health care coverage through one of the Ohio public retirement systems?

q Yes q No

If yes, list dependent’s name and retirement system:

Name __________________________________________

Retirement system___________________________________________

2. SPOUSE (Complete if requesting coverage for your spouse.)
Name

Social Security number

Gender

Birth date

(Required)

(Month/Day/Year)

Eligible for Medicare at this time?

 Male  Female

 Yes  No

3. CHILDREN (Complete if requesting coverage for your children.)
Name

Social Security number

Gender

(Required)

Is the child biological, legally
adopted, a stepchild or under
(Month/Day/Year)
your guardianship?*
Birth date

Eligible for
Medicare at
this time?

 Male  Female

 Yes  No

 Yes  No

 Male  Female

 Yes  No

 Yes  No

*If you answered “Yes,” supporting documention may be required. If you answered “No,” the child is not eligible for STRS Ohio coverage.
4. DISABLED ADULT CHILD (Call STRS Ohio to begin the eligibility determination process.)
Name

Social Security number

Gender

(Required)

Birth date

(Month/Day/Year)

 Male  Female

Eligible for Medicare at this time?
 Yes  No

Part 3 — Enrollment/Plan Selection
ENROLLMENT/PLAN SELECTION
You will be mailed a health care information packet, including plan options and premiums for family members you may request to enroll. If you are ready to
make your selection before receiving this information, please indicate below. If you do not make a plan selection before your effective date of coverage, you
will be enrolled in the Basic Plan. Eligible family members only qualify for medical, dental and/or vision coverage if the benefit recipient is enrolled in the plan.
Additional monthly premiums apply for the dental and vision plans. Complete the following information for each individual you want to enroll.
Enrollee’s name

Medical coverage

Name of medical plan selected

Dental coverage Vision coverage

Self (benefit recipient):

 Yes  No

 Yes  No

 Yes  No

Spouse:

 Yes  No

 Yes  No

 Yes  No

Child:

 Yes  No

 Yes  No

 Yes  No

Child:

 Yes  No

 Yes  No

 Yes  No

Disabled adult child:

 Yes  No

 Yes  No

 Yes  No

ADDITIONAL INFORMATION
Please submit any additional required information with this application. Failure to do so may prevent your enrollment in a plan. You will be notified of the
effective date of coverage for you and/or your eligible dependents. Be aware, Medicare enrollment is required for all medical plan participants who are age 65 or
older, or otherwise eligible for Medicare. Proof of Medicare enrollment is required. Also, early contract cancellation is not permitted under the dental and vision
plans. You must continue to pay monthly premiums through the end of the two-year contract period even if you no longer need or use services under the plan.
I certify the information I have provided is true and correct. Upon enrollment, I and any covered dependents authorize the release of all information to STRS Ohio
and its designees for use in the administration of its health care plan.
Member’s signature
888-227-7877

Date
20

www.strsoh.org

DID YOU REMEMBER?
Please take a few minutes to ensure your Service Retirement Application was completed correctly. An incomplete or incorrectly
completed application may cause a delay in benefit payments. STRS Ohio is happy to answer further questions. Call STRS Ohio
toll-free at 888-227-7877, Monday through Friday, 8 a.m.–5 p.m. or visit the website at www.strsoh.org.
 Read the Service Retirement Application completely and all brochures received with it.
 Please be sure all necessary information has been completed.
 Attach a voided check or provide account number and routing number.
 Attach copies of Medicare cards if applicable (or submit information online).
 Be sure your effective date of retirement indicated on Page 3 is correct.
 If a copy of a court order or trust document is required, please be sure to attach the proper document(s).
 If spousal consent is required for a plan payment or PLOP selection, make sure your spouse signed the application and it
has been notarized.
 Sign and date as indicated in Section 11 (Page 15) and in the STRS Ohio Health Care Program Section (Pages 19 and 20).

State Teachers Retirement System of Ohio
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