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Statement Of Termination
Of Domestic Partnership

I, certify the following:

Your Name

1. and I are no longer domestic partners as of
Domestic Partner’s Name

2. I make and file this Statement of Termination in order to cancel the Affidavit of Domestic
Partnership filed by me with New York State Nurses Association Benefits Fund on

3. It is understood that by filing the Statement of Termination any benefits that have been extended to
a domestic partner and/or a dependent child(ren) of a domestic partner will cease.

4. I mailed my former domestic partner a copy of this notice at:

on

I declare, under penalty of perjury, that the above statements are true and correct.

Signed

Print Name

Address

Date

Rev. 04/07/2005



