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I, (name of employee) ____________________________________, affirm that the Affidavit of 

Marriage/Domestic Partnership previously attested to, and signed by me, shall be and is terminated.   

 

 

Termination is due to: 

 

  Dissolution of Marriage         Date of Dissolution:  ___________ 

  

 Legal Dissolution of State Domestic Partnership      Date of Dissolution:  ___________ 

 (Required for dissolution of State of Oregon registered domestic partnership) 

 

  Termination of Domestic Partnership       Date of Termination: ___________ 

 

  Death of Spouse/Domestic Partner       Date of Death:  ________________ 

 

 

In the event of Dissolution of Marriage or Termination of Domestic Partnership, the County is required 

by federal law to notify your former spouse/domestic partner if they lose group health coverage.  Please 

provide your former spouse or domestic partner's current address, if known.   If this section is not 

completed, information will be mailed to your address on file. 

 

 _________________________________ 

 Name  

 

 _________________________________ 

 Address 

 

 _________________________________ 

 City/State/Zip 

 

List any children that are no longer dependents due to this termination of marriage or partnership: 

 

____________________________________________________________________________________  

 

 

I understand that I cannot file an Affidavit of Marriage or Domestic Partnership to enroll a new 

domestic partner until six (6) months following the receipt of this Statement by the Employee 

Benefits Office unless I obtain County or State Registration of a new domestic partnership. 

 

_____________________________________  ________________________ 

Employee Signature     Date 

MULTNOMAH COUNTY 
 

STATEMENT OF TERMINATION OF 

MARRIAGE OR DOMESTIC PARTNERSHIP 
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