
Prepared 8/09/11 
15:31 :41 

Dp/Dv/Act 

Empl oyee 
Address 

Employee Status Change Proposal 

CITY OF MISSOURI CITY 

JO 25 53 1 

790 

PUBLIC SAFETY -/PATROL/PU 

MERRITT. GENEANE 

- - ---- - - --- - - - ---- - - --- -- - ------ --current ----- - -Proposed-- --- -- --- -- -
Pos ition - Author ized 57 

Position - Act·.lal . 

Dp/Dv/Act - Aut:iorized 

Dp/Dv /Act - Act·.lal 

Grade/Step 

Elm/Obj 

Hourly r ate 

Annual rate 

Pay f requency 

Schedule hours code 

Empl oyee status 

Hourly/Salar i ed 

Full time/part/ temp 

Exempt from ove~ti me 

Reason for s tatus change 
Effective date ... 

Comments . 

Authorized signatures 

57 

3025531 

3025531 

PS 1 

36.8808 

7 6,712.00 

BW 

T2 

FT 

DEMOTION 
7/31/11 

H 

F 

y 

Voluntary demotion f rom CID Captain to 
Patrol Lt . ; reduced a nnual salary from 
$81,609 to $7 6,7 12, effecti ve 7/ 3 1 /2011. 

L-x.."' c:;;SJ;? · c___,5tz~~-- '/::Y 
Human Resources 



I STATUS CllANGE REQUEST FORM ···=7 
Empkw~e'i; Nanw Di~ 

- (? t::,AJ f.1-t ~£ ~ - I f3 J:OI I 
. . . .. 'f'ot:af ~erl'i'tic~tiim p;i:y m;iy 1wi ~;rc~ll~d $109.t:)9 ~Pmbiml(l lix~fomrig liilirigiia!, ,iij<;in inw~1.ig.1tor; MT : .1iimei:l~i; Mast~r 
P~a~t: Offi<:tr, Fldd Trairnng Offic{lr, SWAT, ,md SCU Oftfo(!1'J attac;h a valla i:~py of the cmmponding 1;{l1tilka~ 

D 

• 
• 

Bilingual Pay (Spanish Qn/:y) 

Intemwdia~ Peace Officer 

Adv;mced Peae~ Off wer 

• Imtrnet9r'$ Qnifkaw 

D M1ster P~ace Offk:er 

0 Field Training Officer 

D S.W.AT. Crime Unit 

• Special Crime Unit 

D Clothing Allo-wance 

52( Cell Phone Allo.wance. 

QAdd O S1,1btract 

• Add O Subtract 

• Add D Subtr.,J;t 

$;30 

$30 

$JO 

• Add O Subtni,t $JO 

• Add O Subtrai::t $30 

• Add O Subi:ract $~0 

• Add • Subtra,ct $~0 

0Add D Subtract $150 

• Add D Subtt~ct $37.50 

• Add [9"$ubtract $ 1/IJ,'! 

Effcqive Dau,: 8}!>i/;i,c; I I 

[B"'" .. SHIFT CHANGE: From Shift DA y To Shift £.u&iYJrJ~ 

~ ASSIGNMENT: OITTent Pa1,,i'4:.~w Pa'-1'4 ~ 
if' PROMOTION/DEMOTIO~/~~~E~N: 1,,.,e.,,,,,G~r1~r~ 
- Current$ ii, t,09 New$~ 78 ~31.t5 

From: l'o/H,.. t1.4tf • To: l'r:>/, <..c. (.,,,1,,vl-'¥,-,.,,,..;r 

With Pay: Without Pay: 

• SEPARATION: 

• RESIGN.ED • RETIRED 01ER1v1INATED • TRANSFER/OTHERDEPT 

0 LEAVE: 
0Family Medical Leave (FML) 0Retum From F1v1L 

• Workers' Comp (WQ Leave D Return From WC Leave 

COMMENTS: 

t&1..l 0. &11;VJ 
Supervisors Printed Name 

..Jogc.. ,.::: 17/-~A./cl..r,c., 
Department Head's Printed Name 

H:\BGC\Status O,angc Fomis\POLTCT STATIJS 0-IANGE REQUESTFOR.M-mnplate.doc (2/2S/J0) 

OLightDuty 

• Ocher 
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Prepared 10/07/09 
14 : 44:03 

Dp/Dv/Act 

Employee 
Address 

Employee Status Change Proposal 

CITY OF MISSOURI CITY 

30 21 53 1 

10032 

PUBL IC SAFETY -/POLIC E AD 

MERRITT , GEANEANE 

- - - ----- - -------------------------Curren t ---- ---Proposed-------------
Position - Authorized 174 

Pos i t i on - Actual . 

Dp/Dv/Act - Authorized 

Dp/ Dv/Act - Actual 

Grade/Step 

Elm/Obj 

Hourly rate 

Annual rate 

Pay freq uency 

Schedule hours code 

Employe e status 

Hourly/Salaried 

Full time/part/temp 

Exempt from overtime 

Reason for . status change 
Effective date . . 

Comments .. 

Authorized signatures 

1 74 

3021531 

3 02 1531 

P6 l 

381.8463 

794,240.40 

BW 

RG 

FT 

H 

F 

y 

NEW HIRE FULL TIME 
9/27/09 

Employee hired as Pol ice Captain (CI D) with 
annual rate of $79,424.40, effective 
09/27/2009. 

epartment 

,c ,/"~ _______ ..ar✓ - -------- -------
Human Resources 
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From: Milly Smith/MOCTYDOM 
HR Temp/MOCTYDOM@MOCTYDOM To: 

cc: Edward G. Williams/MOCTYDOM@MOCTYDOM 

Date: Monday, August 10, 2009 11:43AM 

Subject: Fw : Job Offer 

Toni, please prepare a job offer letter for Geneane Hughes and then forward to me for review. 
Thank you. 

Milly 

Milly Smith 
HR/OD Manager 
City of Missouri City 
Phone: 281-403-8682 
Fax#: 28 1-403-8971 

----- Forwarded by Milly Smith/MOCTYDOM on 08/10/2009 11 :48 AM -----

Larry 
Capps/ MOCTYDOM 

08/08/2009 10:16 AM 

ToMilly Smith/MOCTYDOM@MOCTYDOM 
ccPat Worrell/MOCTYDOM@MOCTYDOM, 

John Bailey/MOCTYDOM@MOCTYDOM, 
Lance Bothell/MOCTYDOM@MOCTYDOM, 
Joel F. 
Fitzgerald/MOCTYDOM@MOCTYDOM, Mike 
Berezin/MOCTYDOM@MOCTYDOM, Gerald 
Broussard/MOCTYDOM@MOCTYDOM 

SubjectJob Offer 
Milly: 

We are ready to make an offer to Geneane Hughes for a police captain position. Can you draft 
the job offer letter and e-mail it to me? Here's the info: 

Geneane Huqhes 

Start Date: 09-27-2009 'j' 
Starting Salary: $72,204 
Supervisor: Assistant Chief Pat Worrell 

Per our discussion on the phone, Hughes will be in town August the 20th and 21st for final 
processing as follows: 

August 20th: 

8:00 a.m. - psychological written test at city hall 
1:00 p.m. - polygraph test in Humble 

August 21st: 

http://webmail.missouricitytx.gov/mail/htemp.nsf/($Inbox)/556B 97 49EA862D4 786257 60. .. 8/10/2009 



Page 2 of2 

9:00 a.m. - clinical interview/ psych test 
1: 00 p.m. - medical/ drug screen test at clinic 

Brew: 

No rush, but start putting together basic issue items. We can address uniforms and weapon / 
WEB gear after she starts. 

Larry E. Capps 
Captain - Administrative Services 
Missouri City Police Department 
Office: 281- 403 - 8714 
Fax: 281- 403-5479 

My e-mail has changed to: LCapps@missouricitytx.gov 

htto:/ /webmail.missouricitytx.gov/mail/htemp.nsf/($Inbox)/5 5 6B 97 49EA862D4 7 8 6257 60... 8/10/2009 
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"y~: .. SS2,l0\/l-'-\? . ,~~~L ~~f"~ -.. 
\>.dt ~hV\o\ d all . ---~ r«:+ ~rt- ~ r, 2~-n61\J 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 

Com-pany Name: City of Missouri City 

I ·{we) hereby authorize The Cit-v of Missouri Citv, {hereinafter City). to deposit any amou nts 
owed me by ini.tializing credit entdes to my account at the financial institution (hereinafter 
Bank} indicated below. Further, I authorize Bank to accept and to credit any entries indicated 
by City to my account. In the event t he City deposits funds erroneously into my account, I 
authorize City to debit my account for any amount not to exceed the original amount of the 
erroneous credit. 

The authorization is to remain in fulI force and effect until received writ ten notice from me of 
its tenninatfon at such time and in such manner .as to afford City and-Bank rea~onable time to 
act on it. If you need to make any changes to your direct deposit {such as bank account, 
account number, etc.), you must contact the Department of Hum~n Resources & 
Organizational Development. 

J.'ll ·Q..U,A.V "'"" ~· .u . .1.a.uviau. .1..l&~~J.&.1.4~.lV,U .• -----------------

Account# _____ _____ _ 

Checking D 
Amount or % of Deposit 

~/ 
Printed Name V£..1t.../ [:,{;; ,0 & 

Signature, ---~~:::::::-, ~ 

llicn,ir:t~ lr ~i,, 
(:~: 1•.l(!C!c» 
;t,r-,!..,.,-:t, ~r-,,:::s~f: 
U1Ht.l'dC. 'll:i!f1,~ . Ft•.a":I. 

Routing# _______ _ 

Savings D 

0 'J 1V' 1 12 Dat e --~-f~u"--/ , 
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Part Ten 

TEXAS GOVERNMENT CODE SECTION 552.024 
PUBLIC ACCESS OPTION FORM 

[Note: This form should be completed and signed by the employee no later than the 14th day after the 
date the employee begins employment, the public official is elected or appointed, or a form.er employee 
or official ends employment or service.] 

Geneane Merritt 
~e) 

The Public Information Act allows employees, public officials and former employees and officials to 
elect whether to keep certain information about them confidential. Unless you choose to keep it 
confidential, the following information about you may be subject to public release if requested under 
the Texas Public Information Act. Therefore, please indicate whetheryou wish to allow public release 
of the following information.. 

Home Address ✓ 
Home Telephone Number 

Social Security Number 

Emergency Contact Information -✓ 
Information that reveals whether you have family members 

10-29-14 
(Date) 

Public I,iformation Handbook• Office of the Attorney General 
310 
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FAMILY COURT OF PHILADELPHIA 
DOMESTIC RELATION DIV 
FAM1l Y COURT BUILDING 
1501 ARCH STREET 
PHILADELPHIA PA 19102-1508 

CITY OF MISSOURI CITY 
1522 TEXAS PKWY 
MISSOURI CITY TX 77489-2170 

~ Address Sheet for IN-015 

~ Service Type M 

( 

Form IN-015 07/15 

Worker ID 51 B04 

=-

= = 
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In the Court of Common Pleas of PHILADELPHIA County, Pennsylvania 
DOMESTIC RELATIONS DIVISION 

GENEANE R. MERRITT 

VS. 
Plaintiff 

ALONZO HUGHES 

Defendant 

Employer: CITY OF MISSOURI CITY 

) Docket Number: 

) 
00-34546 

) PACSES Case Number: 515"101950 

) 
) Other State 'ID Number: 0012366195 

1522 TEXAS PKWY, MISSOURI CITY, TX. 77489-2170-22 

ORDER FOR EARNINGS REPORT, HEAL TH INSURANCE INFORMATION AND 
SUBPOENA 

Employee Name: GENEANE R. MERRITT 
Employee Aliases: 

SSN:~ Date of Birth: I )!Ol-

AND NOW, this 28TH DAY OF JULY, 2016 since it appears that GENEANE R. 

MERRITT is employed by you, and it is necessary that the Court obtain earnings and health 

insurance information relating to the above-named individual in order to adjudicate a matter of 

support, IT IS HEREBY ORDERED AND DECREED that you supply the Court with the 

information required by the enclosed Earnings Report and Health Insurance Coverage Report 

and file them with the Court on or before AUGUST 12, 2016. 

If you fail to supply the information required by this Order, a subpoena will be issued 

requiring you to attend Court and bring the material with you, or other appropriate sanctions 

will be imposed by the Court. 

Date of Order:JULY 28, 2016 

Service Type M 

BY THE COURT: 

MARGARET THERESA MURPHY 

JUDGE 

Form IN-015 07/15 

Worker ID 51 B04 

""""' = = 
""""" =-
= = = 



Employer: CITY OF MIS~JURI CITY 

Check if address supplied is: ( ) Employment Location ( ) Payroll Address ( ) Employment and Payroll locations are the same. 
Please supply your Federal Employer Identification Number: ________________ _ 

Re: GENEANE R. MERRITT 

SSN: J1/ll11/DOB 
1q1 

PACSES Case N1/co: 15101950 ) 

,[b?- ,/ul ClP {(ir•tt/\C;~, 
EARNINGS REPORT 

Furnish Earnings information for the above-named employee for each p~y period during the last six (6} 
months. It is preferred that you attach a photocopy of your records containing the earnings information 
requested. Attach a copy of the employee's most recent W-2 Form. 

Payroll/Id Number: --------=---- Nature of Employment: Pol ice. Li'euteY1a-0t 
Employee Address: 1522 T0<ct..$ Pa,kt.oC.it\; m,ssou.r\ CitbJTu :Z2tfls:f 
Date of Hire: 09 /z7 /20Q9 Last day worked/terminated: pee.seat)~ e.i-np\&je.~A-
Reason: -----------------------------
Call back date: Full-time: V Part-time: Gross hourly rate: $ - ----- --- ----
Pay cycle: ( ) Monthly ( ) Semi-Monthly (vfBi-Weekly { ) Weekly 

Payroll Period Ending 7/n/zol~ 7/cA/20}6 (o/Z5/'2JJi?, .GAilzoib S/23/?iJ\6 s//q/21,~·t 
Date of Pay 7/e1holb I '7 /1 s/zol 6 17 lb I hdlh t:. lt7 /21Mn f'alos/20,ti s/2o/2c1.6 . 
Gross Pay gi•25\.3\:\ 3. 413-~) ~429.7~ 31042-'-\<& s1 042-4t 3;042.Yq , 

Deductions 
r23q. \ S 7}63-':73 IC\ I. 'to }9\. 9 o \9 l-4 O Federal Withholding 279.05 

Social Security 2 l6-i5 2.28-iG 2~-25 203. L-13 203-cf'3 2•3 ~ l/3 
Local Wage Tax 

State Income Tax 

Retirement 2ltG.29 'ZG6.55 2G7.?g 23Z-0l-) 2-"33 -<oY 23i.6tf 
Savings Bonds 

Credit Union . .. ,. ,. -------·-

Life Insurance M......;, .. . 

Health Insurance - '30.55 ~0-55 <30 .. 55 2,0.55 ~.5$ 
Other (Specify) !£n'rA\ ·- 30.i6 '30.16 '30JG '3C>, \~ 30- )6 
Other Vis,c() - ' '6$ ~'65 .. ~~ -~5 ~85 
Net Pay 2)7G'5J-t\ 2., '¾:i.s. \ z, 9/79.56 2,~IS.94 -z, 6i5.:1'\ Z;.bl6~00 

Hours Worked <t>O 30 •90 'l>O ~o 80 
I verify that the statements made in this Earnings Report are true and correct. I understand that false 
statements herein are subject to the criminal penalties of 18 Pa. C.S. § 4904, relating to unsworn 

falsification to authorities. Signed by: __._R.=:.o-:..:.u.!.J.).:;.:o.._G.;,_o_tb-=-----------
Date: o~/; 0/2,01 Position: HR tJd'M\w\ f)5~J: 

Page 2 of 4 

Form IN-015 07/15 

Worker ID 51 B04 

-= 
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Employer: CITY OF MIS~OURI CITY 
Check if address supplied is: ( ) Employment Location ( ) Payroll Address ( ) Employment and Payroll locations are the same. 
Please supply your Federal Employer Identification Number: ________________ _ 

Re: GENEANE R. M~f~TT _ 

SSN: ll1/H1)f DOB )/01-
PACSES Case No.: 515101950 . 

101/m (J,woAV N1 -EARNINGS REPORT 
Furnish Earnings information for the above-named employee for each p::1y pP.rind d11ring the last six (6) 
months. It is preferred that you attach a photocopy of your records containing the earnings information 
requested. Attach a copy of the employee's most recent W-2 Form. 

Payroll/Id Number: ';q {:) Nature of Employment: Pol; ce Li euie.n<:d 
Employee Address: 15 22 Te<<:ts Pct,KvO(!t\ ! m,ssour\ C5±to;Tu i'J7YE:f 
Date of Hire: 09 /z7 /zoaq Last day worked/terminated: pce.seotb ~~red. 
Reason: -------------:-----------------

Fu JI -t ime: V Part-time: Gross hourly rate: $ Call back date: -----
Pay cycle: ( ) Monthly 

Payroll Period Ending ?ITil2011o. 
Date of Pay 17 l-z>o/2olb 
Gross Pay g;'25)-5'\ 

Deductions 
Federal Withholding 123ct. ls 

Social Security 216.is 
Local Wage Tax 

State Income Tax 

Retirement 2'l'9-2q 

Savings Bonds 

Credit Union .. . ·•··· ~ 

Life Insurance _ ., .,. . 

Health Insurance -
Other (Specify) (e,fjo.\ -
Other vis,o<'\ ;:--

Net Pay 2/7GS-4 I 
Hours Worked ~o 

--- ----
( ) Semi-Monthly 

7 lt:Pii201fo &/2S'2016 

l?/J'5/zol6 17 lb I h&..f.. 

3. 4}3:'-1} 
J 

0429}7°6 

27q_(i>5 2,?;i3-.o'73 

228-16 2~-25 

2G6.55 2G7.?g 

--~ 

io .. :ss ~0-55 

:so.i6 '30.16 
.~$ .ss 

2J~g.-s \ z1i'?C{.06 

io •qo 

f. ./.81'-l/\lochjv \V) t ,. .v-.... J ( ) Weekly 

.G/2}/zo!6 S/2i/2ci6 F}jq/2_,it, 

r:._A7IZLifn folos/201ti $/2o/2dt.6 -
3 )042-1.\~ s;042J.Hs' 3;042.4q 

l'\ l. '10 191-9 0 \9 }. 4 0 

203. 43 203.if3 203 ... 43 

'23i-G~J 2"33 .(ot.j 2 3~-Gt.J 

.. 

<-30 :-55 io.5 5 ~.5$ 
3Q_l{; 30. \~ 30. \6 

"f,'S -~S .85 
Z,<o l S-94 2,6i5 ... 9~ Z; (,f6 _0O 

<z>o '60 so 
I verify that the statements made in this Earnings Report are true and correct. I understand that false 
statements herein are subject to the criminal penalties of 18 Pa. C.S. § 4904, relating to unsworn 
falsification to authorities. . () \ /". l,J_ 

Signed by: ro.\J. I Cl. LDLD --1...::...;_.:....,..:c.:c___....= _ _________ _ 

Date: 01>/t o/zot Position: HR ffit<\\{\ Ass-\ 

Page 2 of 4 

Form IN-015 07/15 

Worker ID 51 B04 

= 
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~s · ( SS2.\n) 

Employer: CITY OF MISSOURI CITY 

Re: 

SSI' 

GENEANE R. MERRITT 

.\1[lt1r/ DOB 

(~1 

PACSES Case No.: 515101950 

IO 1/cLJJ C1/\}IA1d,\ ~) 

HEAL TH INSURANCE COVERAGE REPORT 

This form must be completed and returned within fifteen (15) days. Failure to comply 
may result in issuance of a subpoena or other appropriate sanctions. 

Does the em~loyer make medical, dental~care, prescription or other insurance 
coverage available to the employee? ~ No 

Name the dependents covered under the employee's insurance, and indicate which 
types of coverage they have through your company. 

Type of Coverage 

Full Name f-!_ospi.tfil: .. _..,, __ , " --•- • ~--- Pr~scrip- ~ .. 

Provide the information indicated for each type of insurance which is available to the 
employee whether or not any of the above-named dependents are covered at this time: 

Insurance company (provider): B\u..e.. Cross/ Blue. S'h'ie.\d . 
Claimsad~ress: eo. Bo)( 73JL)2o) Dallc,s):Jx 25s73 - }Y2K 
Group#: o\03L\\ ~Plan#: _ ____ Po!icr#:_. __ _ 
Effective coverage date: -~<lk,/(AType of Coverage: fne.cl:lcct\ --PPO 
Employee cost of coverage for dependents 

Insurance company (provider):__,('f)c...........:.-=et....:..).:-\:....:f-=e.=----- -----------­
Claims address: P.O~ B~X iot.tq66 
Group #: - - ~~=====~:...,__- P_la,e_n,....,.#...w.: <-:::,-,---__ -===--:-.----=--=--., .:/ S=-t~--P-o- 1-ic_y _#_: ---

Effective coverage date: \ 2 i Type of Coverage: .... De=· '-'-n....,_~=4 ...... \,___ __ _ 
Employee cost of coverage for dependent l 

• . Service Type M Page 3 of 4 

Form IN-015 07/15 

Worker ID 51 B04 

-·r. 
= = 
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Employer: CITY OF MISSOURI CITY 

Re: GENEANE R. MERRITT 

SSN:~ DOB:1 

ll1{ll1f 
HEAL TH INSURANCE COVERAGE REPORT 

This form must be completed and returned within fifteen {15} days. Failure to comply 
may result in issuance of a subpoena or other appropriate sanctions. 

Does the employer make medical, dental~care, prescription or other insurance 
coverage available to the employee? 6' No 

Name the dependents covered under the employee's insurance, and indicate which 
types of coverage they have through your company. 

~fCoverage 

. e-cn,1 ~osQital- •• . . Prescrip-

Provide the information indicated for each type of insurance which is available to the 
employee whether or not any of the above-named dependents are covered at th is time: 

Insurance company (provider): Bh"'e.. Cross/ glue, Sh1eld · 
Claims address: P.O. {:36')( '73JL)ZB J Dallf1SJ:lx: )15~73-}L/'2.g 
Group #: p\ C3 L\ \ f(:.. Plan #: _____ Po!icr #: ___ _ 

Effective coverage date: -~-~ <tk-7 /oqType of Coverage: {0e.ct kct\ _.. PPO 
Employee cost of coverage for dependents:_ 

Insurance company (provider): IT)e.t) \fe.. __,~-=c....c.""'--'-'-=---------------
C I aims address: _.f ........ ,=O ...... , _B__;~X _ _ 3_04___,_1 .... 6"""~---- - ____ ____ _ 
Group#: _ _ _____ Plan# 

Effective coverage date: \ 2h7/2olS 
Employee cost of coverage for dependents:_:! 

Service Type M Page 3 of 4 

Policy#: ----
Type of Coverage: ....,De=· c...;...n.,_,\1=4

4
\ _ __ ....,,... 

Form IN-015 07/15 

Worker ID 51 B04 
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I 
MERRITT v. HUGHES PACSES.t,ase Number: 515101950 

Insurance company (provider): Un\t~ ·\-\e~UbCacc 
Claims address: 2 2,SS \ t>te l'wor-V.._. P)ctce. 1 Ch ;co..~oJ TL 1/xk> 7f<_ }"2.2.S 
Group#: _____ Plan#:( j_j_G Policy#:~ 

Effective coverage date: 12./27/zolS Type of Coverage: __.._V..:.1 s=-· "''--'1 o::c...:o'-'----
Employee cost of coverage for dependents:_ 

Insurance company (provider):~·------------------­

Claims address:--~---------------------
Group #: _______ Plan#: _____ Policy#: ___ _ 

Effective coverage date:_______ Type of Coverage:--~---­

Employee cost of coverage for dependents=-----------~---

lf the above-named dependents are not currently covered by insurance, please state 
the earliest date coverage could be provided ___________ _ 

PLEASE PROVIDE FORMS NECESSARY TO ADD DEPENDENTS, AS THE 
EMPLOYEE MAY BE ORDERED TO PROVIDE COVERAGE FOR THEM. 

I verify that the statements made on this Health Insurance Coverage Information 
form are true and correct. I understand that false statements herein are made subject to 
the penalties of 18 Pa. C.S. § 4904 relating to unsworn falsificati_on to authorities. 

Date: 03/Jo/zoi 6 • 

Please return the completed documents to: 

FAMILY COURT OF PHILADELPHIA 
DOMESTIC RELATION DIV 
FAMILY COURT BUILDING 
1501 ARCH STREET 
PHILADELPHIA PA 19102-1508 

Signature 

tf-~D. --z),CJ}l'° JO~ Ar'rJ # ,O. ltuJJ!Vei 
Phone: (215) 686~72ffl&-9:0ftJj --J 

Fax: (2'15) 68~ 7"!J7] 

Service Type M Page 4 of 4 
·Form IN-015 07/15 

Worker ID 51 B04 
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?!~'~ 
nnssour1 CITY 

TEX A S 

tk,~-i;,;q, 

032453 

$2,616.00 

ding Type Advice No. 
05/20/2016 Bl-WEEKLY 

, :· :~'~f!t:™41 ~:~~,':A:~-~~~- . fi~", ,, i!<fµ,~~-~·--· · ~-. :gut:t.~t1 ; >:;, - . ~·~~~~- ~l:lipijt~~~Pii,~_'~~-'.;' ;;,~,$ "·•: ;.,, 
3,331.11 28,814.04 SOC SECURITY 203.43 2,060.1 1 203.43 2,060.11 

1,582.28 MEDICARE 47.58 481.83 47.58 481.83 
1,665.55 MED INSURANC 80.55 805.50 345.57 3,455.70 

3.6900 

4.5000 

20.77 
11.08 
46.15 

4.35 

City of Missouri City 
1522 Texas Parkway 
Missouri City, TX 77489 
281-403-8500 Fax 281-403-0671 

999.33 DEN INSURANC 30.16 301.60 3.14 31.40 
666.22 VISION INSUR .85 8.50 4.76 47.60 
207.70 WORK COMP 46.40 469.68 
110.80 TMRS 238.64 2,415.54 306.82 3,105.68 
461.50 LONGTERM DI 12.13 121.30 
43.50 LIFE/AD&D IN 2.75 27.50 

FED W/H 191.90 2,005.85 

132.61 
8.00 

27.00 

s23_2a 7,378.s~/ol /cU' 
? 09? Rl'l"'.-i,g,049_99 ( (, ,) 

I ~;~l\lK 

Taxable Pay 

Gross Pay 

Deductions 

Net Pay 

3,042.49 
3,413.46 

793.11 
2,616.00 

30,812.08 
34,550.92 

8,078.93 
26,428.49 

GENEANE MERRITT 



City of Missouri City 
Emp No Employee Name 

41.6391 8.00 

3.6900 

333.11 

20.77 
11.08 
46.15 

4.35 

8.000 

:~,,~ City of Missouri City 
CITY 1522 Texas Parkway 

IIllSSOUfl Missouri City, TX 77489 
~T ; x A ~ 281-403-8500 Fax 281-403-0671 .,..,_....,,,,:q.. 

032815 
GENEANE MERRITT 

136.300 
8.000 

11.000 

EPOSITS: 
NET 

136.30 
8.00 

27.00 

-~-~~: _,_::_~;;§ijfr,::: Ef!!Pr ........ ,'~J.4: :<_~ ... : 
203.43 2.263.54 

47.58 529.41 
345.57 3,801.27 

3.14 34.54 
4.76 52.36 

46.40 516.08 
238.64 2,654.18 306.82 3,412.50 

12.13 133.43 
2.75 30.25 

191.90 2.197. 75 

523.20 

2.092.79 
7,901.j O / 

21.142_18 [M[CiJJ ) 
(f1,._c,,·b~\ 

Taxable Pay 

Gross Pay 

Deductions 
Net Pay 

3,042.48 
3,413.45 

793.11 
2,615.99 

33,854.56 
37,964.37 

8,872.04 
29,044.48 



City of Missouri City 
/ 

Emp No Employee Name 
790 

:§~j ,t/l;Ui!,!,"-C:,c,.,,.-. .,.·•.,.··;,:,,•: """"'""""~== ·--=--
FT NON 41 .6391 
VACATION 
SICK-SELF 
HOLIDAY 41.6391 
CT TAKEN 
PHONEVOIC 
LONGEVITY 
ADV PEACE 
IMPUTED IN 

VACATION 25.4000 
SICK SELF 
MAJORILLN 136.3000 
FLOATHOL 8.0000 
COMP TIME 11.0000 

:,~,,~ 
mISSOtlrl CITY 

Te: X A S 

tk,~-~ 

033168 

8.00 

-. 
4.6200 

3.6900 

333.11 

20.77 
11 .08 
46.15 
4.35 

-. 

City of Missouri City 
1522 Texas Parkway 
Missouri City, TX 77489 
281-403-8500 Fax 281-403-0671 

GENEANE MERRITT 

ns:Pn~IT~• 

139.990 139.99 
8.000 8.00 

11.000 27.00 

238.64 2,892.82 

191.90 2,389.65 

Taxable Pay 

Gross Pay 

Deductions 

Net Pay 

ffipio/.llB't /:, .~'" ' .. 
2,466.97 

576.99 
4,146.84 

37.68 
57.12 

562.48 
3,719.32 

3,042.48 

3,413.45 

793.11 
2,615.99 

145.56 
33.00 

36,897.04 

41,377.82 

9,665.15 

31,660.47 



City of Missouri City 
Emp No Employee Name 

FT NON 
VACATION 
SICK-SELF 
HOLIDAY 
CT TAKEN 
PHONEVOIC 
LONGEVITY 
ADV PEACE 
IMPUTED IN 

Leave 

41 .6391 
41.6391 

Beginning 
I I I I 

139.9900 
8.0000 

11 .0000 

:~,,~ 
Il1lSSOurI CITY 

TEX A S 

tk,kw-~ 

033545 

66.00 
24.00 

Earned 

3.6900 

2,748.16 
999.33 

20.77 
11.08 
46.15 

4.35 

City of Missouri City 
1522 Texas Parkway 
Missouri City, TX 77489 
281-403-8500 Fax 281-403-0671 

GENEANE MERRITT 

DEPOSITS: 

Balance YTD Earned 

143.680 
8.000 

11.000 

143.68 
8.00 

27.00 

267.78 

283.73 

i_7i_ 01 

4',.,v-,.o:, 

YTD Used 

a.JiWIA•i,tt.MJ•L..----'s_2,_,s_1..c.9 __ s_s ___ ___, 
ding Type Advice No. 

3,160.60 

2,673.38 

9,ooo.s~ l.o \/ 01 
25.539.22 \ \ 

(~/'li....,(lk } 

Withhold ing Allowances . . , .. ·-- .1:1r~~~-•-, .. t:;,-.,-~....:;.,.,,:y ,,~~--- . 
'"' ' '~.1...!!!ID:L'l:!!!:!!!:!:!Loo:ioi!dll!l!t>~ . 

Federal $ .00 

Taxable Pay 

Gross Pay 

Deductions 

Net Pay 

Advice Totals 

3,429.73 
3,829.84 

945.93 
2,879.56 

40,326.77 
45,207.66 
10,611.08 
34,540.03 



City of Missouri City 

Leave 

.. . . 
• . 

43.0050 

Beginning 
I • •II 

143.6800 
8.0000 

11.0000 

8.00 

Earned 
.. II 

3.6900 

3.0000 

344.04 

20.77 
11.08 
46.15 

4.50 

Used 

:,~,,~ City of Missouri City 
YY'llc:<SOUfl CITY 1522 Texas Parkway 
.1.1.1.1D Missouri City, TX 77489 

tle_l: ..:~ 281-403-8500 Fax 281-403-0671 

033908 
GENEANE MERRITT 

-4Mi44sini•\iis\ ___ ..;,s_2'"",s_s-'-s.-'s_1 _ __ ___, 

Dept. Advice Date We ding Type Advice No. 

Balance 

•• 
147.370 

8.000 
14.000 

DEPOSITS: 

YTD Earned 

• I I• 

147.37 
8.00 

30.00 

266.55 

279.65 

573.70 

2.294.81 

YTD Used .. 
• I 

• II 

,. 
~~='-""'__.;c.- ~-~ 

3,427.15 

2,953.03 

9,574.5~ I / U1 
21834.03 / ol/. L ) 

l-h""c---c, .. 1 

Withholding Allowances 

Advice Totals 
9 

Taxable Pay 3,413.41 43,740.18 
Gross Pay 3,812.29 49,019.95 
Deductions 939.28 11,550.36 
Net Pay 2,868.51 37,408.54 



City of Missouri City 

Leave Beginning 

147.3700 
8.0000 

14.0000 

:- ~''~ fillSSOilll CITY 
T EX A S 

~J..ow-~ 

034278 

Earned 

3.6900 

6.0000 

20.77 
11.08 
46.15 

City of Missouri City 
1522 Texas Parkway 
Missouri City, TX 774_89 
281-403-8500 Fax 281-403-0671 

GENEANE MERRITT 

Balance YTD Earned . ; : . 
151.060 

8.000 
20.000 

. , . .: 
151.06 

8.00 
36.00 

246.29 

239.13 

553.08 

YTD Used 

111111 tfM#¥i11f.iiffl-~ __ $_2~,1_G_s_.4_1 _ __ __, 

ding Type Advice No. 

3,673.44 

3,192.16 

47.89 
316.66 

Withholding Allowances 
-,::. .. _c,-~ ·· ~.· ·~· • '· , -tfo . . , :. . . . 6u-
Federa1 $ .00 

Advice Totals 

Taxable Pay 3,251.34 46,991.52 
Gross Pay 3,518.40 52,538.35 
Deductions 752.99 12,303.35 
Net Pay 2,765.41 40,173.95 



Copy B To Be Filed With Employee's I 2222cr' 2015 OMBNo. 
Federal Tax Return 1545-0008 

a\(/~ ~~~f's soc. sec. no. 1 Wages, tips, other comp. 2 ·1 .al income tax wilhheld 
86025.56 6298.91 

I'\ 3 Social security wages 4 Social security tax withheld 
p Employer ID number (EIN) 92736.91 5749.69 
1,l r ...._ 5 Medicare wages and tips 6 Medicare tax withheld 1

1 ('t,I ~, 92736.91 1344.70 
c Employer's name, address, and ZIP code 

CITY OF MISSOURI CITY, TEXAS 
1522 TEXAS PARKWAY 
MISSOURI CITY, TX 77489 

d Control number 
790 

e Employee's name, acldress, and ZIP i;ode Suff. 

_GENEANE MERRITT ..., 
t11/1 \1[ I 

7 Social security tips 8 Allocated tips ~ ;~'$;' "" . >f . ~-; ,. 'f., -~,i]' ·.,.'$~ ., • .... ..t,;,,."~~ . .,.-t': • ·,, ':::1 1, . 
1 O Dependent care benefrts 11 Nonqualified plans 12a Ccde See inst for box 12 

C 99.20 
13 Statutory 14 Other 12bCcde 

employee DD 10764.96 
Refirement 12cCode 

plan X 
Third-party sick 12dCode 
pay 

15 Statj Employe(s state ID numberl16 State wages, tips, etc. 117 State income tax 
18 Local wages, tips, etc. 19 Local income tax 20 Locality name 

\ I 
\1 

. 14 

Copy 1 To Be Filed With J;mployee's 
1222221 2015 OMBNo. 

State, Citv. or L ocal Ince; •ax Return 1545-0008 
a Employee's soc. sec. no. ·, , es, tips, other camp. 2 Federal income tax withheld 

~ - 86025.56 6298.91 
3 Social security wages 4 Social security tax wahheld 

'b'Employer ID number (EIN) 92736.91 5749.69 
l) 5 Medicare wages and tips 6 Medicare tax withheld 

92736.91 1344.70 
~employer's name, acklress, and ZIP code 

CITY OF MISSOURI CITY, JEXAS 
1522 TEXAS PARKWAY 
MISSOURI CITY, TX 77489. 

d Control number 

790 
e Employee's name, address, and ZIP code Sufi. 

GFNFANI= MFRRITT -

( tn/wr 
7 Social security lips s Allocated tips 9 ~t · __ ,::i, ' . ,_·, ' C,• •·. i 

- :.:~: · ,,,:,. · ·:--·. ::: 'l": " '' ~ .• ., . .., -- .. ,: , . . . ,., I 
1 O Deperident care benefits 11 Nonqualified plans 12aCode 

C 99.20 
13 Statutory 14 Other 12bCode 

employee DD 10764.96 
Retirement 12cCode 

plan X 
Third-party sick 12dCode 
pay 

15 Statj Employer's state ID numberl 16 State wages, i.>s, etc. 117 Stale income tax 
1 s Local wages, tips, etc. 19 Local income tax 20 Locality name 

Fonn W-2 Wage and Tax Statement 2015 
This information is being furnished to the lntemal Revenue Service 

Dept. of the Treasury - IRS Fonn W-2 Wage and Tax Statement 

_,,,,., ... f o/( zc yJUJ63 
2015 Dept. of the Treasury - IRS 

Copy C For EMPLOYEE'S RECORDS (See 2 2 2 2 2 2015 0MB No. 
Notice to Em lo ee on back of Co B. 1545-0008 
a ~Joyee's soc. sec. no. 1 Wages, tips, other comp. 2 Federal income tax withheld 

117 111' 1t . 86025.56 6298.91 

t ~~~~== 3 Social secunty wages 4 Social security tax withheld 

Ill 
b'Employer ID number (EJN) 92736.91 5749.69 

./\ 5 Medicare wages and lips 
92736.91 

c Employe(s name, address, and ZIP code 

CITY OF MISSOURI CITY, TEXAS 
1522 TEXAS PARKWAY 
MISSOURI CITY, TX 77489 

d Control numtJer 

790 
e Employee's name, address, and ZIP code 

_GENEANE MERRITT ..... 

7 Social security lips 

10 Dependent care benefits 

13 Statutory 14 Other 
employee 

Retirement 
plan X 

Third-party sick 
pay 

tflnr 
8 Allocated tips 

11 Nonqualified plans 

15 State Employer's state ID number 16 Stale wages, ~s. elc. 
18 Local wages, tips, etc. 19 Local income tax 

6 Medicare tax withheld 
1344.70 

Sutt. 

12bCode 
DD 10764.96 

12cCode 

12dCcde 

17 State income tax 
20 Locality name 

Dept. of the Tre8$ury - IRS 

Copy 2 To Be Filed With Employee's 
1222221 2015 OMBNo. 

State Citv, or Local Income Tax Return 1545-0008 f ,; rTtyee·s soc. sec. no. 

111 
I " li'Eroptoyer ID number (EiN 

1 Wages, lips, other comp. 

86025.56 
3 Social seaJrity wages 

92736.91 

lb\ C - 5 Medicare wages and tips 
- 92736.91 

c Employer's name, address, and ZIP code 

CITY OF MISSOURI CITY, TEXAS 
1522 TEXAS PARKWAY 
MISSOURI CITY, TX 77489 

d Control number 

790 
e Employee's name, address. and ZIP code 

C,FNl=ANF Ml=RRITT -
( n7/tnr 

7 Social security tips 8 Allocated tips 

1 D Dependent care benefits 11 Nonquar.fied plans 

13 Statutory 
employee 

14 Other 

Retirement 
plan X 

Th~d-party sick 
pay 

15 StatJ Employer's state ID numbel 6 Stale wages, lips, etc. 
18 Local wages, tips, etc. 19 Local income tax 

Fonn W-2 Wage and Tax Statement 2015 
This information is being furnished to the Internal Revenue Service 

2 Federal income tax withheld 

6298.91 
4 Social security tax withheld 

5749.69 
6 Medicare tax withheld 

1344.70 

Suff. 

~(: .: :~~\i- -~ -~;;?_~?: 
c« ~:,;""'·§t'. ~.c,c·h·.~J/ti•:•: i' 

12aCode 
C 99.20 

12bCode 
DD 10764.96 

12cCode 

12dCode 

117 State income tax 
20 Locality name 

Dept. of 1he Treasury- IRS 



Instructions for Employee 
(continued from back of Copy C) 

F-Elective deferrals under a section 408(k)(6) 
salary reduction SEP 
G-Elective deferrals and employer contributions 
(including nonelective deferrals) to a section 457(b) 
deferred compensation plan 
H-Elective deferrals to a section 501(c)(18)(D) 
tax-exempt organization plan. See "Adjusted Gross 
Income· in the Form 1040 instructions for how to 
deducl 
J-Nontaxable sick pay (information only, not 
included in boxes 1, 3, or 5) 
K-20% excise tax on excess golden parachute 
payments. See "Other Taxes" in the Form 1040 
instructions. 
L-Substantiated employee business expense 
reimbursements (nontaxable) 
M-Uncollected social security or RRTA tax on 
taxable cost of group-term life insurance over 
$50,000 (former employees only). See "Other 
Taxes~ in the Form 1040 instructions. 
N-Uncollected Medicare tax on taxable cost of 
group-term life insurance over $50,000 (former 
employees only). See ·other Taxes• in the Form 
1040 instructions. 
P-Exciudable moving expense reimbursements 
paid directly to employee (not included in boxes 1, 
3, or5) 
Q-Nontaxable combat pay. See the instructions 
for Form 1040 or Form 1040A for details on 
reporting this amount. 
R-Employer contributions to your Archer MSA. 
Report on Form 8853, Archer MSAs and 
Long~Term Care Insurance Contracts. 
S-Employee salary reduction contributions under 
a section 408(p) SIMPLE plan (not included in box 
1) 
T-Adoption benefits (not included in box 1). 
Complete Form 8839, Qualified Adoption 
Expenses, to compute any taxable and nontaxable 
amounts. 

V-lncome from exercise of nonstatutory stock 
option(s) (included in boxes 1, 3 (up to social 
security wage base), and 5). See Pub. 525 and 
instructions for Schedule D (Form 1040)for 
reporting requirements. 
W-Employer contributions (including amounts the 
employee elected to contribute using a section 125 
(cafeteria) plan) to your health savings account. 
Report on Form 8889, Health Savings Accounts 
(HSAs). 
Y--Oeferrals under a section 409A nonqualified 
deferred compensation plan 
Z-lncome under a nonqualffied deferred 
compensation plan that fails to satisfy section 
409A. This amount is also included in box 1. It is 
subject to an additional 20% tax plus interest. See 
"Other Taxes" in the Form 1040 instructions. 
AA-Designated Roth contributions under a 
section 401(k) plan 
BB-Designated Roth contributions under a 
section 403(b) plan 
OD-Cost of employer-sponsored health coverage. 
The amount reported with Code DD is not taxable. 
EE- Designated Roth contributions under a 
governmental section 457(b) p lan. This amount 
does not apply to contributions under a tax-exempt 
organization section 457(b} plan. 
Box 13. lithe "Retirement plan" box is checked, 
special limits may apply to the amount of traditional 
IRA contributions you may deducL See Pub. 590, 
Individual Retirement Arrangements (IRAs). 
Box 14. Employers may use this box to report 
information such as state disability insurance taxes 
withheld, union dues, uniform payments, health 
insurance premiums deducted, nontaxable income, 
educational assistance payments, or a member of 
the clergy's parsonage allowance and utilities. 
Railroad empioyers use this box to report railroad 
retirement (RRTA) compensation, lier 1 tax, Tier 2 
tax, Medicare tax and Additional Medicare Tax. 
Include tips reported by the employee to the 
employer in railroad retirement (RRTA) 
compensation. 
Note. Keep Copy C of Form W-2 for at least 3 
years after the due date for filing your income tax 
return. However, to help protect your social 
security benefits, keep Copy C until you begin 
receiving socia! security benefits, just in case there 
is a question about your work record and/or 
earnings in a particular year. 

Notice to Employee 
Do you have to file? Reft' the Form 1040 Instructions to determine if you 
are required to file a tax re, ,. Even if you do not have to file a tax return, 
you may be eligible for a refund if box 2 shows an amount or if you are 
eligible for any credit. · 
Earned_ income cre!lit (EiC). You _may be able to take the EiC for 2015 if 
your adJusted gross income (AGI) Is less than a certain amount. The amount 
of the cre~it is based on income and family size. Workers without children 
collld qualify for a smaller credit. You and any qualifying children must have 
yal1d social ~ecunty_numbers (SSNs). Yo1,1 cannot take the EiC if your 
investment income Is more than the specified amount for 2015 or if income is 
earned for services provided while you were an inmate at a penal institution. 
For 2015 income limits and more information, visit www.irs.gov/eitc. Also see 
Pub. 596, Earned Income Credit. Any EiC that is more than your tax 
liability is refunded to you, but only ·if you file a tax return. 
Clergy and religious workers. Jf you are n<?t subject to social security and 
Medicare taxes, see Pub. 517, Social Security and Other Information for 
Members of the Clergy and Religious Workers. 
Corrections. If your name, SSN, or address is incorrect, correct Copies B, C, 
and 2 and ask your employer to correct your employment record. Be sure to 
ask the employer to file Form W-2c, Corrected Wage and Tax Statement, with 
the Social Security Administration (SSA) to correct any name, SSN , or money 
amount error reported to the SSA on Form W-2. Be sure to get your copies of 
Form W-2c from your employer for all corrections made so you may file them 
with your tax return. If your name and SSN are correct but are not the same 
as snown on your social security card, you should ask for a new card that 
displays your correct name at any SSA office or by calling 1-800-772-1213. 
You also may visit the SSA at www.socialsecurity.gov. 
Cost of employer-sponsored health coverage (if such cost is provided by 
the employer). The reporting in box 12, using code DD, of the cost of 
employer-sponsored health coverage is for your information only. The 
amount reported with code DD is not taxable. 
Credit for excess taxes. If you had more than one employer in 2015 and 
more than $7,347 in social security and/or Tier 1 railroad retirement (RRTA) 
taxes were withheld, you may be able to claim a credit for the excess against 
your federal income tax. If you had more than one railroad employer and 
more than $4,321.80 in Tier 2 RRTA tax was withheld, you also may be able 
to claim a credit. See your Form 1040 or Form 1040A instructions and Pub. 
505, Tax Withholding and Estimated Tax. 
{Also see Instructions for Employee on the back of Copy C.) 

Instructions for Employee 
(Also see Notice to Employee, on 
the back of Copy B.) 
Box 1. Enter this amount on the wages line of your 
tax return. 
Box 2. Enter this amount on the federal income tax 
withheld line of your tax return. 
Box 5. You may be required to report this amount 
on Form 8959, Additional Medicare Tax. See the 
Form 1040 instructions to determine if you are 
required to complete Form 8959. 
Box 6. This amount includes the 1 .45% Medicare 
Tax withheld on all Medicare wages and lips shown 
in Box 5, as well as the 0.9% Additional Medicare 
Tax on any of those Medicare wages and tips 
above $200.000. 
Box 8. This amount is not included in boxes 1, 3, 
5, or 7. For information on how to report tips on 
your tax return, see your Form 1040 instn.;ctions. 
You must file Form 4137, Social Security and 
Medicare Tax on Unreported Tip Income, with your 
income tax return to report at least the allocated tip 
amount unless you can prove that you received a 
smaller amount If you have records that show the 
actual amount of tips you received, report that 
amount even if it is more or less than the allocated 
tips. On Form 4 137 you will calculate the social 
security and Medicare tax owed on the allocated 
tips shown on your Form(s} W-2 that you must 
report as income and on other tips you did not 
report to your employer. By filing Form 4137, your 
social security tips will be credited to your social 
security record (used to figure your benefits). 
Box 10. This amount includes the total dependent 
care benefits that your employer paid to you or 
incurred on your behalf (including amounts from a 
section 125 (cafeteria) plan). Any amount over 
S5,000 is also included in box 1. Complete Form 
2441, Child and Dependent Care Expenses, to 
compute any taxable and nontaxable amounts. 
Box 11. This amount is (a) reported in box 1 if it is 
a distribution made to you from a nonqualified 
deferred compensation or nongovernmental section 
457(b) plan or (b) included in box 3 and/or 5 if it is 
a prior year deferral under a nonqualified or section 
457(b) plan that became taxable for social security 
and Medicare taxes this year because there is no 
longer a substantial risk of forfeiture of your right to 
the deferred amount. This box should not be used 
if you had a deferral and a distribution in the same 
calendar year. If you made a deferral and received 
a distribution in the same calendar year, and you 
are or will be age 62 by the end of the calendar 
year, your employer should file Form SSA· 131, 
Employer Report of Special Wage Payments, with 
the Social Security Administration and give you a 
copy. 

Box 12. The following list explains the codes 
shown in box 12. You may need this information to 
complete your tax retum. Elective deferrals (codes 
D, E, F, and S) and designated Roth contributions 
(codes AA, BB, and EE) under all plans are 
generally limited to a total of $18,000 ($12,500 if 
you only have SIMPLE plans; S21 ,000 for section 
403(b) plans if you qualify for the 15-year rule 
explained in Pub. 571 ). Deferrals under code Gare 
limited to S18,000. Deferrals under code Hare 
limited to $7,000. 

However, if you were a t least age 50 in 2015, 
your employer may have aHowed an additional 
deferral of up to S6,000 ($3,000 for section 
401(k)(11) and 408(p) SIMPLE plans). This 
additional deferral amount is not subject to the 
overall limit on elective deferrals. For code G, the 
limit on elective deferrals may be higher for the last 
3 years before you r each retirement age. Contact 
your plan administrator for more information. 
Amounts in excess of the overall elective deferral 
limit must be included in income. See the 'Wages, 
Salaries, T ips, etc." line instructions for Form 1040. 
Note. If a year follows code D through H, S, Y, AA, 
BB, or EE, you made a make-up pension 
contribution for a prior year(s) when you were in 
military service. To figure whether you made 
excess deferrals, consider these amounts for the 
year shown, not the current year. If no year is 
shown, the contributions are for the current year. 
A- Uncollected social security or RRTA tax on 
tips. Include this tax on Form 1040. See "Other 
Taxes- in the Form 1040 instructions. 
a-Uncollected Medicare tax on tips. Include this 
tax on Form 1040. See •Other Taxes• in the Form 
1040 instructions. 
C-Taxabte cost of group-term life insurance over 
$50,000 (included in boxes 1, 3 (up to social 
security wage base), and 5) 
0-Elective deferrals to a section 401(k) cash or 
deferred arrangement. Also includes deferrals 
under a SIMPLE retirement account that is part of 
a section 401(k) arrangemenl 
E- Elective deferrals under a section 403(b) salary 
reduction agreement 
(continued on back of Copy 2) 



CITY OF MISSOURI CITY 
EMPLOYEE HEALTH, DENTAL, VISION PREMIUMS 

JANUARY 1, 2016 - DECEMBER 31, 2016 

MEDICAL-HSA / DENTAL HMO /VISION 

In Network Providers: See Benefits Highlight 
Out of Network Providers: See Benefits Highlight 

HEALTH DENTAL VISION 
Employee Only 
Emp/Spouse 
Emp / Child(ren) 
Emp/Family 

$40 4.72 $ 13 .27 $6.36 
$871.12 $25.24 $10. 72 
$712.87 $26.56 $11.21 

$1,182.52 $43. 13 $ 15.51 

MEDICAL-HSA/DENTAL PPO /VISION 
In Network ProvidErs: See Benefits Highlight 
Out of Network Prcviders: See Benefits Highlight 

HEALTH DENTAL VISION 
Employee Only 
Emp/Spouse 
Emp / Child(ren) 
Emp/Family 

$404.72 $24.52 $6.36 
$871.12 $48.30 $ 10.72 
$712.87 $66.59 $ 11.21 

$1,182.52 $89.05 $ 15.51 

MEDICAL-PPO / DENTAL HMO / VISION 
In Network ProvidErs: See Benefits Highlight 
Out of Networlc Providers: See Benefits Highlight 

HEALTH DENTAL VISION 
Employee Only 
Emp/Spouse 
Emp / Child(ren) 
Emp/Family 

$483.84 $ 13.27 $6 .36 
$1,041.38 $25.24 $ 10.72 

$852.22 $26.56 $11.21 
$1,413.81 $43.13 $ 15.51 

MEDICAL-PPO/ DENTAL PPO/VISION 
In Networ/c Providers: See Benefits Highlight 
Out of Network Providers: See Benefits Highlighl 

HBALTH DENTAL VISION 
Employee Only 
Emp/Spouse 
Emp / Child(ren) 
Emp/Family 

$483.84 $24.52 $6.36 
$1,041.38 $48.30 $ 10.72 

$852.22 $66.59 $11.21 
$1,413.81 $89.05 $ 15.51 

Active Employees 

TOTAL 
MONTHLY 
PREMIUM 

$424.35 
$907.08 
$750.64 

$1,241.16 

$435.60 
$930.14 
$790.67 

$ 1,287.08 

$503.47 
$1,077.34 
$889.99 

$1,472.45 

$514.72 
$ 1,100.40 
$930.02 

$ 1,518.37 

CITY 
PAYS 

MONTHLY 

$424.35 
$733.48 
$635.20 
$949.23 

$418.95 
$720.35 
$618.62 
$929.66 

$465.73 
$835.36 
$723.49 

$1,090.61 

$460.33 
$821.79 
$706.91 

$1,071.04 

EMPLOYEE 
PAYS 

MONTHLY 

i~-; .. $ 16 :65· .: :- .-,: 
: , / $i'09.'79 ·· .. , i 
r .. $112,pi/ ,: : 
k, $as1.4~_: ___ : 
I . ... -• ... .. ' 

R•vlsed: October 13, 2015 • HROD 



P. 
"' "' "' Commun1ca t ion Resu lt Repor t ( Aug. 10. 20 16 1: 28 PM l "' "' "' "' "' "' "' "' "' 

1 ) 
2) 

Dat e/T i e: Aug. 10. 2016 1: 26PM 

F i 1 e Page 
No . Mode Destinat io n Pg ( s l Result Not Sen t 

----------------------------------------------------------------------------------------------------
0113 Memory TX 912 156869377 P. 14 OK 

----------------------------------------------------------------------------------------------------
R eason f o r erro r 

E. 1) H ang up o r 1 i n e f a i 1 
E. 3) No an sw e r 
E. 5) Exceeded max. E-mai l size 

\ 

--FAMn.YCOURTOFPHn..AOB..PHIA 
DOMESTIC RB.ATION DIV 
FAMILY COURT BUllDING 
1501 ARCH STREET 
PHLAOB.PHIA PA 19102-1508 

cnv OF MISSOURI CITY 
1522 TEXAS 'PKWY 
MISSOURI CITY TX n489-2170 

Addsess Sheet fer !N-015 
Service Type M 

E. 2) 
E. 4) 
E. 6) 

Bu sy 
N o facs im i 1 e co nn ec ti on 
Destination d o es not support I P-Fax 

Form IN-01507/15 
work0110 S1eo4 



,.======== ====== 

l"',, '~-:]),,_ ; ~ 'C"' ;,:-';J P.'!TCJ i 1.:"':,,.__ ~ ~-"'- -.; ,,. ,_ ~ l 41 ·/ /. ' 
~~~"!•-- . " • ,,\ 3 \ 1 •<,1",,t •• · .. Ii 
~s6uf1 ci~Y '/011 {LP \ 

T E :x .A s ( fi /\1.,,'\([,I d} 

DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 

Company Name: City of Missouri City 

I (we) hereby authorize The City of Missouri City. (hereinafter City), to deposit any amounts 
owed me by initializing credit entries to my account at the financial :institution (hereinafter 
Bank) indicated below. Further, I authorize Bank to accept and to credit any entries indicated 
by City to my account. In the event the City deposits funds erroneously :into my account, I 
authorize City to debit my account for any amount not to exceed the original amount of the 
erroneous credit. 

The authorization is to remain in full force and effect until received written notice from me of 
its termination at such time and in such manner as to afford City and Bank reasonable time to 
act on it. If you need to make any changes to your direct deposit (such as bank account, 
account number, etc.}, you must contact the Department of Human Resources & 
Organizational Development. 

------- -- - ------ -----------· - --- - - --- - --- ---- -
Account# _ _ _____ ___ _ Routing# _ _ _ ____ _ 

Checking D Savings D 
Amount or % of Deposit 

Printed Nrune tf'G?e4nc d/4 
? 

Signatur~ ~ 

Din:cr. Dcposi:. Authori:mdon Form 
C,-«a«l, 10/18/:2006 
Reviewed: S/30/ !20l4 
Edword. G. \WIiiams, Ph.D. 

Date 0 / / / 9 / / t 







Waiver to Allow the Adoption of an Alternate Work Schedule for 
Police Officers 

Pursuant to Subsection 142.00150) of the Texas Local Government Code 

Pursuant to subsection 142.00150) of the Texas Local Government Code, I, the undersigned Police Officer, 
hereby waive the prohibition in subsection 142.0015(f) of the Texas Local Government Code, which prohibits a 
municipality from requiring a police officer "to work more hours during a calendar week than the number of hours in 
the normal work week of tlie majority of the employees of the municipality other than firefighters and police officers." 

I, the undersigned Police Officer for the City of Missouri City (City) Police Department, understand and acknowledge 
that the City may adopt, upon receiving a signed waiver from a majority of the Police Officers working for the City, 
an alternate work schedule consisting of an 84 -hour work period comprised of 7, 12-hour shifts. I understand that, 
pursuant to this schedule, I will receive my regular salary for hours worked and will receive overtime pay for hours 
worked in excess of 80 hours during the work period. 

By signing this waiver, I hereby acknowledge that I have read and fully understand this waiver and have voluntarily 
signed this waiver. (See attacfled Section 142.0015 of the Texas Local Government Code.) 

The alternate work schedule may be implemented, amended, and discontinued at the discretion of the Chief of 
Police. . 

~ ~'\,\.,, f, /\) e I~ ~ 
0- 'v , 

Prin1d name cif wit_ne/. . . .. . . .. 

/,L.A.-, 7J ~ 
/s· t ! f

1 
·t . 1gna ure o w1 ness 

4- ,,i__0, 1 < 
Date Date 



I 

\ 

TEXAS GOVERNMENT CODE SECTION 552.024 
PUBLIC ACCESS OPTION FORM 

- • - - ~ - - t. 

[Note: This form should be completed and signed by the employee no later than 

the 14th day after the date the employee begins employment, the public official is 

elected or appointed, or a former employee or official ends employment or service.] 

The Public Information Act allows employees, public officials and former employees 

. and officials to elect wh ether to keep certain information about them confidential. 

Unless you choose to keep it confidential, the following information abou t you may 

be subject to public release if requested under the Texas Public Information Act. 

Therefore, please in dicate whether you wish to allow public release of the followi:q.g 

information . 

. 
Pubiic Access? 

•.· No Yes 
Home Address 

I .,....,,. 

Home Teleph one Number ~ 
Social Security Number 

~ 
Emergency Contact Information 

~ 
Information that reveals whether you have family members 

✓ 

(Date) 



/ 

. :::::.1 

illlSSOUfl CITY 
YE ><Ati 

... 

HUMAN RESOURCES·& 
ORGANIZATIONAL DEVELOPMENT 

PUBLIC ACCESS OPTION FORM 

The Public Information Act allows employees, public officials and former employees and 
officials to elect whether to keep information about them confidential. Unless you choose to keep 
it confidential, the following information about you may be subject to public release if requested 
under Texas Public Information Act. Therefore, please indicate whether you wish to allow public 
release of the following information. 

Home Address 

Home Telephone Number 

Social Security Number 

Public Access? 
No )( Yes_ 

No~ Yes_ 

No'I--. Yes_ 

Information that reveals whether you have family members NoX__ Yes __ 

(Employee Signa ture) (Da te) 

WEBSITE http:/ /www.ci.m ocity.t.x.us PHONE (281)4 03-8500 FAX (281 ) 26 1 - 4233 



Address or Name 
RS 

TMRS members and retirees (or other persons receiving a TMRS monthly benefit) may use this form to make address or 
name changes to their TMRS account. After you have completed and signed this form, please fax it to 512.476.5576 or mail 
to P.O. Box 149153, Austin TX 78714-9153. If you fax the form, please retain the original for your records. If you have any 
questions regarding this form or any other matter, please call 800.924.8677. 

PLEASE COMPLETE THIS SECTION 
Please (V{'f! or use 011fi' blud i1lk a11d do 110 1 highlight. Anv co,re<' lhms 11111st be initialed 

GENEANE RENEE MERRITT 
Full t•fome {f1r~t. micldle. fast) 

: MRS kle-n,ificalic,n Ncimi,er (nc,t rf.!q,;irecl) 

/17/n?J-/2~7 
Soci,;I Sen,ri!y Number 1 

/61- CITY OF MISSOURI CITY 
-=o-,ll_-_,-,;,""'f 8"":r..,.,lt...,;(t"""·At'"',1,-='c,-:-::D-':-!Y-::--::--:Y'r'"'"''():---- CtJrrent or l ast E!l',p!oying Cfly 

111/111r 
Dc1ylime Ptione Number 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR MAILING ADDRESS 

Evening Phone Nurnl)er 

GMERRITT@MISSOURICITYTX. GOV 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR NAME 
771is sec1io11 should 011~1' be completed ifJ-Y>ur name has changed and dJ)f!.~ not match tht? name curre111(1' 011 n:cord with lMRS. 

Old Full hlarr.e (first, i,;iddle. last) 

No?w Full l-,Jamf: (;'rst n•,ir:,:ile. last) 

Reason for Change: 0 marriage D divorce D court order 

Note: f(wm Off completing this section, a photocop_v of one of the.following documents is required will, 1hisfon11: 
Marrir,ge Cf/'t[/icme. Divorci! Decret! (Name Change Sec1ion}, or Cour1 Order. 

REQUIRED 

Please sign and date this section: 
I hereby affirm that.tl~information on this form is true and correct and authorize the Texas Municipal Retirement System to 

update m~_!,.M~~;1:mt'with tltfs-i-1 -~ . . 

,P~~:.:<~-- ,_,,./ A"/ ------ 02/08/2012 
. / ~~---,,--,--c-,,--,--,--e-,,.-------

TMRS • P,!i. ~ox 149153 , Austin, Texas 78714-9153 , 800,924.BGT/ , S17.A76.7m • FAX 512Ai6.551b , Vll'Nl.lMRl.(om 

TMP.5 -CHfJG - Revised 7-2009 

D ate Signed (MM!DD!YYYY) 

111111111 lllll lllll lllll llll lllll llllll llll Ill llll 
FEB O 9 2011 

---



In> LaserJet M2727nf MFP 

Fax Confirmation Report 

HP LASERJET FAX 

Feb-9-2012 22:17 

Job Date 
1425 2/ 9/2012 

Time 

22:16:07 

Type 

Send 

Identification 

915124765576 

Duration 

1: 07 

Address or Name Change Form 
TMRS moinbo1s ono 1011, oM (01 01n~r p~r:ons rocorvin,, ~ I MI-IS ,nono,ty oone!\i> mC'I usi' trn, form h> mnlee nddie:n: ot 
/\afllt! r.h tlt l{lf $ tn tne-it TM~5 ~CC(.)1,11\\, All.el ycu hil'i<~ 001\'lf:ieted on(!: !119nt1d l?W ~.'1111, pl~~e r1-x ll to Sl, .•'il;t..5571; (')r m.."J I 

l«'l P.O. Sot1491S3. AV$1n l 'X 1B71( -9153. lfyou fak the fCJffi, ci~m c- ,euiltl UIO Ollgln~I 10, \ 'VU( weords, 11 y<,tU hi,ve N'1Y 
q!Jf'!.1IM$ , c9:irt11"9 11\.t f()(tn c,: 0!'1}' clhAr J~t~, f)l1',.UO C~I 000.924.aSJ '· 

PLEASE COM~LETE THIS SECTION 
rlr#'tttf(ll llf'NUOl'-!l'»J. trt }IIJ • ildd.'11.'N(~AJ«f;J i fl;{U>"l\'t.'<m!MJl.\'IIYIIJlll,\k.L 

GENEANE RENEE MERRITT 
'i.,li'.l.1o11..-~.11.,*:,..,n 

[ ~1... CITY OF MISSOURI CITY 
\i);'~~-,,,,~._~..,_~,_,,~ ,~<)r.Mc,"'1~~ (%n~lll i.\'1:l\,ill"¥••JU,Y 

lj:OMP~ETE THIS S!;C"TION ONI.Y If YOU AqE CHANGING YOUR MAILING ADDRESS 

h1(tt7 f 

COMPLEn THIS SECTION ONI.Y IF YOU ARE CHANGING YOUR NAMF. 
l11k , .. vtl1111 ~»..V R'l/;1fl,•awJJ/lhinJ(f)m<rfKIJ.H MJi d""'S.l'll lffl-;/df,r~ ,.-.i 'il(!tl'/1 Ill,.· ,NJl/tr t.vtw,,w/;flPl~'".,,_.,,..,llh IM!.'(. 

R• as-on h:ir Chango: 0 mant.ag,o O d lvotc• Ocour1 o rdo, 

Not.:(1>.,,iru•r rwr;f(l(nil~1"1r11. ,1W,tttill'>r(1('111<t'"/«1r.(J/,o•fr,lf.t,,,Wl,,t.,,.._,"''""<-11":t""'~r ... .,.,u.,,fo,m: 
l1IJl'r'itr):, l"m.-·•••,. J)J.,.,,,,.,v ,;,.,u,: (/.'mn" cV1111w.•~rlhMJ, ",c,-,v..w. 

tNS• t:~, l 'lf lUI,) •Jt.A'iw JJ'M'Sl ,J)UU)IU• SUllJ'A,! , f4:,Q..f.Aljs,6 , ..,..Mlllt\ 
il/lHillC , tM!cd?',~J 

lllfllHIIIHIIUIIIIIIIIIIIIIIIU 
FEB 09 2011 

Pages 

1 

Result 

OK 



Address or Name Change Form 

TMRS me1nbers an<:l reti rees (or other persons r0ceiving a TMHS monthly l)0ne!it) rnay use tt1is form to make address or 

na111e clwn~Je!; to their TMRS account. After you have cor.,plete<I and si1Jned th is fo rm, ple,;se fox it to 512.476.5576 o r !M il 
to P.O. Box 149153. Austin TX 78714--9153. lf you fax Ille fo rm, please retain 1110 original for your records. If you twve any 

questions reg,irdin9 this form or ,my other 111att<:)r, please cal l 800.924.8677. 

PLEASE COMPLETE THIS SECTION 
l'/eo.w FJ"(n· nr 11s1• on(r i>lc11·I.· i11k ond do 1101 i:i.Qltf~Q/11. :lu_r c<1l'l,.'diil11s 1/111.,1 he iHifi,,k·,t. 

GENEANE RENEE MERRITT 

[Ol- CITY OF MISSOURI CITY (832) 520-9459 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR MAILING ADDRESS 
I 

f/3/!Llr 

GMERRITT@MISSOURICITYTX.GOV 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR NAME 
! l1i.r ,,·.-1i1111 s/111)(/d m1{r he c•m11pl.:1ed /(mur n.1111e he,.,· cha11gecf and d,1es w.,r IJ/<1/c/l 1//,• 11um<' c:1/lre1lflr ,m ,-.:.wrl irilit J:\IRS 

Reason for Change: D marriage O divorce O court order 

Note: {(m11 on• ,,011,ple1h1:,; 1//is sc,-1;,:,11. a phof()<·•>J~" '?l{)l1;:. '?ld1e foll/Jwing docwm·111.< is ri•quir,d ,ril/11hi.rjnr111: 
,l/r1rriage c ·err/fia,re. /)h•orce Uecr<',' i.\'ame Chm,ge S,•c1io11;. or Cmrn Oaie1: 

REQUIRED 

Please sign and date this section: 
I l1ere1,y affirm 1!1at..thl?"'info rm 1:1tion on this fo, m is true and con ect ,md m1tho1 ize the Texas Municipal Retirement System to 
updnte my TM~0:c01:J'irt~vith this-1nfo1111acio11. -~ ,,.·•· ,, ·• -_,_,,,./' .. r•//. ,_,/ 
-~/='· ···- ef....-·/' ...<~_,,,,,.·-······--·· ··--····· ·---------- · 02/08/2012 

~~-<,;.~.cz_,.. ~ • - f),;1, , S,g•l·c(' (~.iMi1.)1) iYY\'"f) 

<-.. -------
lMRS · P.O. R,;, 1491>3 • ;\us,.,. Tm, 181ii-3iS3 , 800.92-l.8671 • 512.4)5.i'i/7, li.XS.2.47~.~:,)G • '"',,,w_;l,!!5.m,, 
lWlS -(lllJG • Revised 7,2009 

l f Hlllll lHll lllll lllll llll lllll lllll! Im 1111111 



HP LaserJet M2727nf MFP 

Fax Confirmation Report 

HP LASERJET FAX 

Feb-8-2012 04:58 

Job Date 

1423 2/8/2012 

Time 

04 :57:10 

[ 

Type 

Send 

Identi fi cation 

915124765576 

Address or Name Change Form 

Duration 

0:51 

1NRS m('11'1bot1 ti,(,cJ ttllft-o, (l>t (lt,\~,c l)O(fiOl\t 1cccM110 ;, 'IMl~S rrlCtHhlr b('fl(•tlll n,:,-, t,1$(" c1•11. r~m ~ 11,;:k~ cioldwi.1 i>r 
1\Mltl d11t1(JC.S lo !he-tr \'MRS .'¢1,1111'11.. An(I( )Ql f'I~ ,cfl'l)l l)tc"(I l!'n(I .ti!)l'C,d fN,.., ,onn, p lt'MC f1IJI It tu Sl2,'.,'1'1.SS·1s 1)1' !\l(lll 

to P.O. l3a-)t l491S3.A\1~11'1\ TX ?87M-9')3. lfytlU f.)l<tl'IC (ctrll, PieMl! I f.MIi\ l nl~ Q'l\)ln, I lo,r )'Ollf ••co,tJ:;, ff )"Q:_i lmva #'flt 

qu=-•~Uon~ 1e1r,11,e1•"'1a lhts ronn o< m'ly olhc.11nc,1ii1. 1J1?:1~ c.lll l\00.921.66'?'!. 

PLEASE COMPI.ETE THIS SECTION 
,"f(l11.-1_1,-...,.,n l't~•J,hiffl.\l'ff'tof1-"11111"1;/J:}1/i.,:6l.t.'ll' l'h'll\"fh1,Ulll\t~Jtt!tl,d~, 

GENEANE R<:NEE MERRllT 
1.d1-t1o,v. }ro1'ffl!f,ut111 

I lb1- CITY OF MISSOURI CITY 
l'-o•,v<u,11\).l!"~il-~,-,,-- f. ,.:,"''-"0:1r.:• f<lli•;'.lo!;'iJa.:, 

( COMP I.EU n us SfCTION ONLY IF YOU ARE CHANGING YOUR MAtLl'NG ADDRE35 

I ~~=~TT@MISSOURICITYTX.GOV 

COMPt.ETe THI!> SECTION ONLY II'" YOU ARE CHANGING YOUil NAME 
{))4-•,-.;,/,ft1,-ttta,('l\l(J ,-,' l"'IIW,n.·.tCJ;l\1111·; M111n/tl'lf'1'~("111t~ /S-4~1111t11M.-fl ffei• 1-•,r11,JW11o,',••r,J ,i•1,wrf '(•ll'f;/';\(R,\'. 

N4t•: f(Nfl111,1" ''"'11-,1,,,,: rli.',,,,,,.,,;.µ.,, r,,.+,t1"·orr•ll'Nlfr1!!'11\r h fJr,11i<fr:~"1f1>"rlJI /..• •rnl!'ll\1f11•~ ,!tf,tJ,.,N; 
J/,,n 1u."l'(°l'rl-fo-. t:,;.......,.,,1),,tn"o'(,\'r,,,,,1> Cw1ur,: .$,-11,, o!>/, ~11•('.+t." J(Jr,/,;w, 

llllt • 0J\htl~!l1 • ~ . ;.,..'<I 4"!•1'1l • ;)11/UUI • ~11.11''1fl.J• NUk')/f:J.,. !tf..o'~t111 
1•~1.(111 • '-"'"04c.) 

lmllll llfllllB IIIIIBUII illOIIIIIIU 

Pages 

1 

Result 

OK 



General Jnformation 

@) The primary address for Gcneane R Merritt and family has been changed. 

@ Click on the name in the launchpad above to view the employee's personal details. 

Please make any updates to the member's personal information below. 

Prefix: j [ ~ Fi rst: I GENEANE 

• Last: ! MERRITT \suffix: 1 { 

GQ.ftder?~..:_ .. .,;..i SSN, ~ 

• Date of Birth { l) ~--
• Native Language: i ENGLISH ~..1 

" Preferred Written Language: -i E_l'I_G_U_SH __________ ;_·-,. 

• Preferred Spoken Language: '"I E_N_G_U_S_H--------- ~ , 
'--'---'-'-------··-----· 

• Relation/Marital Status Effective Date: ! 09 I/ i 27 l 1 ] 2009 

Relation: EMPLOYEE Marital StatusJ 

~ Required f ields 

Primary Address Information 

The primary address for the person you selected Is: 

C>US. ,none: \LOlJ ,us •• ,,,,_ {l.t{l\1( 

Do you Vlish to change t l\e above address? 

MI: IR 

Additional addresses are util ized when the primary address needs to be suspended for a period of t ime. Do you wish to add 
an additionaJ address? 

Page 1 of 1 

') /QI')() 1 ') 



MetLink - Enrollment Services l l1 Page 1 of2 

Employee Record - GENEANE MERRITT 
Customer: CITY OF MISSOURI CITY, TEXAS (05755072) 

RecordCreated: 12/21/2009 

Employee Information 

Employee ID: XX>O 

Last Name: 

Address 1: 

City: 

ZIP: 

Date of Birth: 

Employee 
Status: 

Division: 

Department: 

l 
( 

MERRITT 

Active 

0001 - CITY OF MISSOURI 
CITY, TEXAS 

Employee Effective Date: 10/01/2009 

COBRA Effective Date: 

Is Employee a Late Entrant? No 

Social Security#: 

First Name: 

Address 2: 

State/Province: 

Foreign National: 

Gender: 

Hire Date: 

Class: 

Last Updated: 02/09/2012 

XXXX> 

GENEANE 

No 

Male 

JJ1J11I 

MI: 

0001 - ALL ACTIVE FU LL­
TIME EMPLOYEES (PPO) 

Employee Termination Date: 

COBRA Termination Date: 

Late Entrant: An employee applying for coverage more than 31 days past hls/her eligibility date without a qualifying event. 

Coverage(s) 

Participating Family Members: ( 11/1\1 f 
Employee 

Benefits as of 02/09/2012 

Division: 0001 - CITY OF MISSOURI CITY, TEXAS 

Number of Children: 

Class: 0001 - ALL ACTIVE FLJ.f _L-TIME EMPLOYEES 
(PPO) 

Coverage 

VOLUNTARY DENTAL 

Effective 
Date 

Participating Family 
Benefit Amount Members Status 

01/01/2011 Employee 

Salary Salary Frequency 

') /01')[)1 ') 



MetLink - Em-ollment Services 

"e,.';> C SS:"2. \ ri] 
Page 2 of2 

Future Benefits 

Dependeni:(s) 

'1 /Q/') (\ 1 '1 



Employee Health Care Benefit!" ~-ligibility Entry Page 1 of 1 

Log out 

<~ Provider locator /o 1/cu 
The value of vision care 

Clients and Benefit Managers 

Ct~re'i:1:,i* 11lil'i Czte ?'~IIDil 

SOEC..TCP, A. 
If C:.-1 L.IV \ V ,\~ ........... •=·~,.r·.""'.-,.,-

Why choose Spectera? 
Change Member lnfonnation ( hJvv4A<A J 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary ofterms 

Benefit description 

Claim history 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
· reimbursement 

Register new users 

Update registration 

About us 

Please make changes in the following form to change information on file for member with Unique Identification: 210681185 

•• Indicates required fields 

First Name ... lnitiaJ Last Name-

!GENEANE I r ·-·· -· ---------L._ __ ; i MERRITT 

( Home Phone 

Address•· 

r---_ ___,]L:::_:::'.:::::ll1:'.::'.::/ n==1f:==;1rfcJ 
l 

City•• 

Sludenl 

@No Oves 
Handicapped 

@No Ovcs 

§\ate- ZIP .. 

Birth Date•1 ~to1 Marital S1atus .. 

ElfediveOate•• ;09 _J J!27 !1J2009 Tier-·~ EMPLOYE~ 

Fund" 5995 

r111tTTln( 
l _,lt?/lll/ 

Save& Exit · · -·-- ·1 ,.!-___ Sa_v_e_&_A_d_d_D_e_pe_n_d_e_n_ts __ _,·j _· ____ a_u_it_-~_·i_ih_; _·~_t s_ .• a_v_in...;.g;..··_···_· ·_··_·_--_· ·..,] 

[Back] 

Contact us Media center About your vision Home Legal and Privacy 

Unless ollle,wise specified. all information in this Web site refers to Specters. Inc. 
However. prepai<! vision-only coverage is provided 'Mthin eaoh state by 1he companies stated in the R<>gulatory Information by State. 

<:> 2005 $pe<:1era Inc. All rights reserved. 

1.-~- . /f,_,,.._ .., • ..-, --------•----- .-.---/.-1.:--• DDr"'l.-.,.. _ _.,..T .... - .. .. ; ... o. ~ l!"O-



============'; 

.,,_ .,. ·- "7. 
- , -~ ~- ~ 

rrussour1 CITY 
T E X A S 

DEPARTMENT OF HUMAN !RESOURCE & ORGANIZATlIONAL DEVELOPMENT 

REQUEST TO CHANGE NAME/ADDRESS FORM 

To Be Completed by Employee: 

Employee's Nam (as it is in the system currently) 

i-Employee's~ew Name £omplete a new I-9 form) 

\_New Address City, State, and Zip Code 

New Phone Number 

To Be Completed by Human Resources & Organizational Development: 

System Effective Date 
Payroll Svstem 
Safeguard 
Ceridian 
Blue Cross Blue Shie 
Spectera 
TMRS 
ICMA 
AIG 
FlexCorp 

HR/ OD Staff Signature 

HR010 
created: 1or1me 
Reviewed/Revised: 612112010 
MillySm~h 

✓ 

✓ 

,_,,,, L--.._ _ ' 
to v~,vn, 

Y\ C\ . I 

\'"\'Ci 
'A\C\ . 

Website Form 
✓ 

✓ 

l/\ \ r-; 
I I • 

✓ 

✓ 

-
-

Date Entered 



Prepared 10/11/1 0 
12:00:02 

Employee S t a tus Change Proposal 

CITY OF MISSOURI CITY 

Dp/Dv/Act 

Employee 
Address 

30 24 53 1 

1 0032 

PUBLIC SAFETY - /CRIMINAL 

MERRITT, GENEANE 

--- ---- ------- - - -- ---- ---- --- --- --Current ---- --- Proposed - -- ----------
Posi tion - Authorized 174 

Posit ion - Ac tual . . 

Dp/Dv/Act - Aut horized 

Dp/Dv/Act - Actua l 

Grade/Step 

El m/Obj 

Hourly rate 

Annual rate 

Pay frequency 

Schedule hours code 

Employee status 

Hourly/Salaried 

Full t i me/part/temp 

Exempt from overtime 

Reason for s t atus change 
Effective date .. .. . 

Comments . . .... .. . . 

Aut horized signatures 

174 

3021531 

3024531 

P6 1 

38. 1848 

79,424.40 

BW 

RG 

FT 

H 

F 

y 

DIRECT DEPOS I T 
l.0/11/10 

EE requested the inactivation of exist i ng 
chkng acct & activation of new CHASE chkg 
a cct effective 1 0/l l./ 2010. 

~nt 

Human Resources 

--~ -





HR Temp 

From: 

Sent: 

To: 

HR Temp 

Monday, October 11, 201 O 12: 12 PM 

Geneane Merritt 

Cc: Janet Hornischer 

Subject: FW: Attached Image 

Attachments: 1071_001.pdf 

Capt Merritt, 

We have received and process your request to inactivate your old md 
reactivate the new!- · - Can you please sign tne attached Authorization 

form and return it to HR for filing? - , I Ol/ L'S 
Call me if you have any questions and/or concerns. ({v,.r..Al,\,} 
Toni McCullough-Moore 
Human Resources & Organizational Development Tech 
Direct: (281) 403-8684 
Fax: ( 281) 261-4233 
Confidential Fax: (281) 403-8971 
hrtemp@missouricitytx.gov 
www .missouricitytx.gov 

From: Ursula P. Ford 
Sent: Monday, October 11, 2010 12:01 PM 
To: HR Temp 
Subject: FW: Attached Image 
Importance: High 

From: Janet Hornischer 
Sent: Monday, October 11, 2010 11:53 AM 
To: Ursula P. Ford 
Subject: FW: Attached Image 

This is Capt.Merritt information. 
Please let me know when you received/get it 
Thanks 
Janet 

From: MCPD [mailto:pdadmincolor@missouricitytx.gov] 
Sent: Monday, October 11, 2010 11:51 AM 
To: Janet Hornischer 
Subject: Attached Image 

10/11/2010 

Page 1 of 1 
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rmssour1 CITY 

DEPARTMENT OF HUMAN RESOURCES & ORGANIZA'fTONAJ, DEVELOPMENT 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 

Company Name; City of Missouri City 

I (we) hereby authorize The City of Missouri City, (hereinafter City), to deposit any amounts 
owed me by initializing credit entries to my account at the financial institution (hereinafter Bank) 
indicated below. Further, I authorize Bank to accept and to credit any entries indicated by City to 
my account. In the event the City deposits funds erroneously into my account, I authorize City to 
debit my account for any amount to exceed the original amount of the erroneous credit. 

The authorization is to remain in full force and effect until received written notice from me of its 
termination at such time and in such manner as to afford City and Bank reasonable time to act 
on it. If you need to make any changes to your direct deposit(such as bank account, account 
number, etc.), you must contact the Department of Human Resources & Organizational 
Development. 

Name of Financial Institution: 

Account# 

Checking • 
Amount or % of Deposit 

Name of Financial lnstituti.on: 

Account# 

Checking • 
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00 
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Prepared 12/03/09 
1 6 : 18:51 

Dp/Dv/Act 

Employee 
Address 

Employee Status Change Propos al 

CI TY OF MISSOURI CITY 

30 24 531 

10032 

PUBLIC SAFETY -/CRIMINAL 

MERRI TT. r.F.NF.~NR 

-- - -------- - ------------------ - - --current--- - - - -Proposed- - ---- - - -----
Position - Authorized 1 74 

Position - Ac~ual . 

Dp/Dv/Act - Au~horized 

Op/Dv/Act - Ac~ual 

Grade/Step 

Elm/Obj 

Hourly rate 

Annual rate 

Pay frequency 

Schedu l e hours code 

Employee status 

Hourly/Salaried 

Ful l time/part/temp 

Exempt from overtime 

Reason for status change 
Effective date .. 

Comments . 

Authorized signatures 

1 74 

3021531 

3024531 

P6 1 

38.1848 

79,42 4 . 40 

BW 

RG 

FT 

Other 
12/03/09 

H 

F 

y 

EE a ut~orized t h e deoosit of 100% f unds 
into ( }:ffectiv 2/03/09 

\ \'.) \ ' \.)-: ~ 
~ ,~-,.._'<\'v' ) 
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rrussoun CITY / 0 ljctJ 
TEXAS Ir ~ 

L{Ylw-u 
DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIO AL DEVELOPMENT 

AUTHORIZATION AGREEMENT FOR DIRECT DEPOSIT 

Name of Financial Institution: 

Account# 

Checking • 
Amount or % of Deposit 

Name of Financial Institution: 

Account# 

Checking 

C;...~ 0.;,coill F<>ff'!I 
C-t«I: 10,ISOI 
Rwt.-«WW .._IO¢Q 
AruoM. Dell 
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Routing# 

Savings • 

Routing# 

Savings • 
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rrussour1 CITY 
.T E X A s 

DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT 

AUTHORIZATION AGREEMENT FOR-DIRECT DEPOSIT 

Name of Financial Institution: ____ ___________ _ 

Account# _____ _ _ __ _ Routing# .:..· _ _____ _ 

,Checking D Savings D 
· · Amount or % of Deposit 

Name of Financial Institution: ---------,--- ----- -
Account# _ _ _ ______ _ Routing# _______ _ 

Checking D Savings D 
Amount or % of Deposit 

. Printed N~ame . G C/lf C R,IVE If) e-, dt 
r /J, f . 

Signature W1&,40-=,,L/J~ Date 

0lroe100po,1t~ rm 
c ,~1o-1t&'!)6 
RGVio,,,,t<t 1~1$.Q00:8 
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Direct Deposit Set-Up Form 



2009-12-03·17:55 

Fax cover sheet 

0.ste: 

To: 

1)-f ~ ()7 
IY\\U-\ C 

Fax#: ~~) to?)- ~ l'.f:fj 
Message: 

f 

P 1/2 

No. of pages, including this cover sheet: 

sent from: ~UJlc.'>lil\ MIFW..eES ~Cte:- ()L~ 

Telephone: 281/265-9444 

-

Q 2008 JPMorgan 0-e Bani<., N.A. 
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~ctqih~~Hl .:1ld r.t<ri,•~•y tj;9, cri~il)~!. Tt,,;:ik YGI.J, 

M0806-01 {0~/08) 
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RETIREMENT 



:-·· . 

Address or Name Change For 
s 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR MAILING ADDRESS 
~ ~ ~/ . ,....-._,,. . 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR NAME 
'This section should only be completed if your name has changed and does not match the name currently on record with TMRS. 

Old Full Name (first middle. last) 

New Full Name (first. middle, last) 

Reason for Change: D marriage D divorce D court order 

Note: If you are completing this section, a photocopy of one of the foll.owing documents is required with this form: 
Marriage Certificate, Divorce Decree (Name Change Section), or Cow1 Order. 

REQUIRED 

Please sign and date this section: 
I hereby affi that the information on thi and correct and authorize the Texas Municipal Retirement System to 
update T S account with thi 

TMRS • P.O. Box 149153 • Austin, fem 78714-9153 • 800.924.8677 • 512.476.7577 • FAX 512.476.5576 • www.TMRS.com 
IMRS-CHNG • Revised 7•2009 

1111111111111111111 lllll llll lllll llllll llll Ill llll . 



06/11/2010 16:16 FAX 281 261 ~-23·3 

TRANSMISSION OK 

T.I/RX NO 
RECIPIENT ADDRESS 
DESTINATION ID 
ST. TIME 
TIME USE 
PAGES SENT 
RESULT 

...... -~ 

CITY OF MISSOURI CITY 

********************* 
*** TX REPORT *** 
********************* 

2104 
915124765576 

06/11 16 :16 
00'24 

1 
OK 

@001 

s 
Address or Name Change Form r 

TMRS members and retirees (or other persons receiving a TMRS monthly benefit) may use this form td> make add~ss or 
name changes to their TMRS account After you have completed and signed this form, please fax ti: to 512.476.5 6 or mail 
to P.O. Box 149153, Austin TX 78714-9153. If you fax the form, please retain the original for your recorcts. If you hav any 

questions regarding this form or any other matter, please call 800.924.8677. , 
i 

• I 
PLEASE COMPLETE THIS SECTION 
Please type or use only black ink and do not highlight. Any corrections must be initialed. 

a-,/4/~AI& llu&.r:_, /12:LL,£ 
Full Name (first. middle.last) ' ' r 

D~~-M~WOO~ 7"""~~~ dfJ 

11~ ldenilflcallonNumber (not re u:°1 , r(n 111/Y 

Snr.,,.r ~P.c.1 irilv Nunlber f 

}1/41r 
Daytime Phone Number 

, ... , ___ ,. 

COMPLETE tHIS SECTION ONLY IF YOU ARE CHANGING YOUR MAILING ADDRESS - - .. -

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR NAME 
This section should only be completed if your Mme has changed and does nol match the name currently on record with TMRS. 

Old Full Name (first. middle. last) 

New Full Name (first, mfddle, last) 

· Reason for Change: QmerTlage O divorce·O court, order 



ts ~ sz . \.ti t ~-V-;f,~, o r :.(r:: ,i e _ _.:; ,. 

v.)\~"'-b\J). d\\ bew{,l1W1 d.Ui~N..c-\-fW tul ff,rktd 
New Member Form u (ulr{ l,r T RS 
MEMBER INFORMATION ( yd. I (W 'I},,_, •-0""'"''-='"n• 
Please type or use only black ink and do not highlight Any corrections must be initialed. 

TMRS Identification Number (not reoufred\ 

l\1llmber's Name (first. middle. last) 
h!)fee.ir-r 

Sex: Q Male @)emale . l <; t5<?-o c:Jf:-Z?-- e,f} 
uate 01 l:l1rtn (lflM/UU/YYYYJ-Gr6ss Monthly Salary Date of Partlcipatio TMRS City Number 

Check one if applicable: Uniformed D fire 'gJj>olice OR Non-uniformed D fire D police 

If you are a member of any of the following systems, please check the appropriate box(es): 

Drexas Municipal Retirement System D Texas County and District Retirement System Oreacher Retirement System of Texas 

D Employees Retirement System of Texas D City of Austin Employees _Retirement System • Judicial Retirement System of Texas 

BENEFICIARY DESIGNATION (LIMIT 3) 
.- Plea_s.e..pad instructions before comuletinf'. 171L~ henefi.r:i11.rv dP..~i<>n11tir>n w;/111nf rm,t,n/ ;,. tl,p '""'"""'" """ ,..,. hnr,..,»n »n.forl 7 

1( 
1f 

IYIL.lf' IUC:n. Vl'-1'1,il-\l Vl"'tC RC\.ilUlr(CLI 

I request that if I die before becoming vested, my account balance and any Supplemental Death Benefits that may be due be paid to the person(s) 
listed above. Should I, at some future time, decide to have my account balance paid to someone other than the person(s) listed above, I will make 
the change in writing on a form prescribed by TMRS. If a beneficiary named above predeceases me and I fail to name another beneficiary, or in 
the event my relationship with said beneficiary ceases, then this designation shall become inoperative as to that beneficiary. I understand that if 
I name more than one primary beneficiary, my account balance will be paid to the surviving primary beneficiaries in equal shares (unless I have 
otherwis d on this form). signing this form, I certify that I have read the attached instructions. 

Please read the information provided on the reverse side of this document. 

TMP.S • P.O. Sox 149153 • Austin, Texas 78714-91S3 • 800.924.86n • 512.475.7577 • FAX 512.476.5S76 • www.tmrs.to m 

!MRS · 0016 , Revised 7-2009 
I llllllll lllll lllll 111111111111111111 111111111 llll 



TRAINING- EDUCATION & PERFORMANCE 
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378536 

RICKPERRY 

GOVERNOR 

CHARLES HALL 

PRESIDING OFFICER 

Wcxa:s Qlommizzinn 
lllt 

DAVID DEWHURST 

LIEUTENANT GOVERNOR 

Jliafu ~ufnrcemcut @£fie.er 
j,tau~arhz au.h ~.hu-eation 

Hereby Awards The Certification 

of 

Basic Peace Officer 
to 

GENEANE R. MERRITT-HUGHES 
as provicledfor i11 the laws of the State u/Texas and the rnles of/he Commissio11 

May 5, 2010 

Sit ... •-= 

TIMOTHY A. BRAATEN 

EXECUTIVE DIRECTOR 

b 
' 

I 
. :1 . 
h' . 

{j 
L,: 

( 

201217 



TEXAS o ·EPARTMENT ·OF PUBLI.C SAFETY· 

THIS CERTIFIES TH.AT 

_,._ ~--· 

Genea·ne ·Merritt 

has· suceessfully completed the reGtUired course of study approved by the 
Law Enforcement Training Academy for the State· of Texas, and is therefore. awarded this 

CERTIFICATE OF TRAINING-FOR -8 HOURSIN 

· NClC./TClC POLICY .AN:Cl PROCED'lJRES TRAINING 
.. , L.Ess··rHAN .FULL ACct:·s ·s OPERATOR 

ON THIS DAY OF . Novembe·~ 3-•; 2009 

Frank Woodall Steven C.·McCraw 
Deputy AssistantDirector,,Education, Training & Research Bureau Director, Texas Department of Public Safety . 
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TEXAS ~OMMISSION ON LAW ENFOR~i::MENT 
OFFICER STANDARDS AN[) EDUCATION 

6330 E. HIGHWAY 290, SUITE 200 

AUSTIN, Texas 78723-1035 

(512) 936-7700 

http://www.tcleose.state.tx.us 

L-1 REPORT OF APPOINTMENT/ LICENSE APPLICATION 
Commission Ru]e(s) §217.1 & 217.7 

Non-refundable fees required for contract jailer or medical facility officer. Money order or cashier's check. 
APPLICANT INFORMATION 

l. TCLEOSE PID 2. Last Name 3. First name 4. M.I. 15. Suffix (Jr., etc.) 

MERRlTT-HUGHES GENEANE R 
6. Social Security# 6. ?river's License Number 8. Date ofBirth 9. Race/ Ethnicity 10. Gender 

***-** - 1,0 _._ - Ill 7,, - D Ame1icaa Indian or Alaskan Native D Asian O Male -
New /\ ppl icnots 0,ilv I I • White [Kj Black D Hispanic D Multicultural IX] Female 

I I. US Citizen 112. Education 

I 
13. Home Phone Number 

IX] Yes • No ti GED Ix] High School D 12 Semester College Hours (Submit F-7 form) 

14. Horne Mailing Address I 15. City I 16. State j 17. ZIP Code 

L_ 

APPOINTMENT AND DEPARTMENT INFORMATION 

(Applicant must sign page 2) 

1K] New applicant: The agency must have submitted to Crime Records Division, TX Dept. of Public Safety, one FBI TCLEOSE 
Applicant fingerprint card stamped "Police Applicant" and have placed the submitting agency ORI number in the employer address 
block. Agency must retain copy ofL-1, original L-2 and L-3 fonn, (or copy from academy) current criminal history (TCIC and NCIC), all 
DD214s (if applicable), proofof education, certified documents from the appropriate authority showing the final disposition of each arrest, 
probation, community supervision, conviction or other criminal history, along with fingerprint card returns from DPS showing record checks 
through FBI and DPS. 

D A lready licensed: The agency must conduct a criminal background check, have written consent to view the applicant's employment 
record(s), obtain a copy of any service or education reports retained by the Comission, and contact each of the applicant's previous 
employers. Occupation code (1701 .45 l )(a)(2). 

Check one 

D License holder with less than a 180-clay break in service: Agency retains copy ofL-1. 

D Lic~nse holder with m ore than a 180-day break in service: Agency must retain copy ofL-1, new L-2, L-3, current 

criminal history (TCIC and NCIC), fingerprint card returns submitted to DPS showing record checks through FBI and DPS 
per §217.?(e), weapons qualifications according to §217.21 within the last 12 months. 

18. Date of Appointment 9/27/2009 119. Retired State Officer OYes [KjNo I 20. Dual Commission • Yes (g] No 

21. Check if appointed as Chief Administrator: D Sheriff D Chief of Police D Constable 0 C ity Marshal 

22. All other appointments 00 Peace Officer D Reserve Officer D Jailer D Public Security Officer 

$100 fee required D Con tract Jailer (5120) D Medical Facility Officer ( 5125) 
23. TCLE0SE Agency No. 

201217 

l 24. Appointrng Agency 

MISSOURI CITY POLICE DEPT. 

125. Phone Number 

(281) 403-8701 

I ce1iify that I am the chief administrator of the above named agency, or the person designated by the chief administrator to sign this document. I 
further certify that this agency has on file and readily accessible to the Commission the appropliate documents to show that the above-named 
individual meets the minimum standards for licensing and/or appointment 
If applicant is required to line ou t an y items on the affidavit, the L-1 must be mailed to t he Com:::a 

Joel F-itzgerald Sr Chief of Police ✓.,., L -~ 
Name and Title of Chief Administrator or Designee (Type or Print) Sigm!ture of Chief Administrator or Designee 

Sworn to and suliscribed before me, this the 29th day otSepte:nber, 2009 
Notary public in and for, State of Texas 

My Commission expires 08 1 06 / 2013 

Notary Seal or Stamp 

-------------

,.,~~¥:~~~',,, JANET HORNISCHEA 
{: f~f ~ Notary Pub/i~, ~ ate of .Texas 

(A \ &..A ~ri}t,1 Name ofNotary 

. pro~'#-..) 
Signature of Notary 

. l \~ / s ~~ Co1r,m1ss1on Expires 
L-1 Repmt of Appointment/ License At,~!.f.~~'j<t.15.2,H,uGUST s·, 2013 Pa,ge I of2 
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lnstniu1ons for completion of L-1 Report of Ai:,t-'Jintment 

Persons who wish to reinstate their law enforcement officer licenses following a Commission-ordered disciplinary action (suspension or probation) are required 
to complete the "Reinstatement Application." An individual may also be required to complete this application. 

You may not be able to truthfolly attest to all portions of the affidavit included on the L-1, due to disciplinaty action taken by the Commission or previous 
criminal history. Therefore, you are instructed to line out and initial all portions of the L-1 application that you cannot trnthfolly complete. 

You are further instructed to provide a written explanation on a separate sheet of paper explaining any instance where you have altered the·L-1 
application. Altered forms must be mailed to the Commission. 

All applicants must sign this form, and it must be notorized. 

STATEMENT OF NEW APPLICANT OR APPOINTEE 
I, the undersigned, attest that I: 

(I) meet the minimum educational requirements; 
(A) have passed a general educational development (GED) test indicating high school graduation level; 

(B) am a high school graduate; or 
(C) have 12 semester hours credit from an accredited college or university. 

(2) have been fingerprinted and subjected to a search of local, state and national records and fingerprint files to disclose any criminal record; 
(3) am not currently under indictment for any criminal offense; 

( 4) have not ever have been on court-ordered community supervision or probation for any criminal offense above the grade of Class B misdemeanor or a Class 
B misdemeanor within the last ten years from the date of the court order; 

(5) have not ever been convicted of an offense above the grade of a Class B misdemeanor or a Class B misdemeanor within the last ten years; 

(6) have not ever been convicted of any family violence offense; 
(7) am not prohibited by state or federal law from operating a motor vehicle; 

(8) am not prohibited by state or federal law from possessing firearms or ammunition; 

(9) have been subjected to a background investigation and have been interviewed prior to appointment by representatives of the appointing authority; 
(I 0) have been examined by a physician, who is licensed by the Texas State Board of Medical Examiners, selected by the appointing or employing agency. The 

physician must be familiar with the duties appropriate to the type of license sought and appointment to be made. The appointee must be declared in writing 
by that professional within l 80 days before the date of appointment by the agency to be: 

( A) physically sound and free from any defect that may adversely affect the performance of duty appropriate to the type of license sought; and 

(B) show no trace of drug dependency or illegal drug use after a physical examination, blood test, or other medical test; 

(l l) have been examined by a psychologist, who is licensed by the Texas State Board of Examiners of Psychologists, selected by the appointing or employing 
agency. The psychologist must be familiar with the duties appropriate to the type of license sought and appointment to be made. This examination may 
also be conducted by a psychiatrist. The appointee must be declared in writing by that professional to be in satisfactory psychological and emotional health 
to serve as the type of officer for which the license is sought within 180 days before the date of appointment by the agency. The examination must be 
conducted pursuant to professionally recognized standards and methods: 

(A) the commission may allow for exceptional circumstances where a licensed physician performs the evaluation of psychological and emotional health. 
This requires the appointing agency to request in writing and receive approval from the commission, prior to the evaluation being completed; and 

(B) the examination may be conducted by a qualified psychologist exempt from licensure by the Psychologist Certification and Licensing Act, Section 22, 
who is recognized under exceptional circumstances; 

(12) have not received a discharge from any military service, if prior military service, under less than honorable conditions including, specifically; 

(A) under other than honorable conditions; 

(B) bad conduct; 

(C) dishonorable; or 

(D) any other characterization of service indicating bad character 

(13) have not had a commission license denied by final order or revoked; 

(14) am not currently on suspension, and do not have a voluntary surrender oflicense currently in effect; 
(15) have not had and am not in the process of having a license or certificate from a POST surrendered, suspended, or revoked; 

(16) meets the minimum training standards and have passed the commission licensing examination for each license sought; 
(17) am a U.S. citizen; and 

(18) have successfolly demonstrated or provided documentation of current firearms proficiency to the appointing agency. 

If any of the above items have been lined out, this form must be mailed to the Commission. 
I 

ent document and, under penalties of perjury, I declare the foregoing information to be true and 

oJ 
' Date 

Sworn to and subscribed before me, this the 29th day oJSeptaner , 2009 
Notary public in and for . ..,,-=s.ta,_t .. e .. o;;;fc:,;T;.;e_x.;;a.,s...,_"""',_"""' ____ """'1 

My Comm si,~~~ ®'NET HORNIOOHER 1 

f:~•:::..Lb:;f*i Notary Public, state ot Texas 
i \_~) ff MyCommlsslon Explres 

Notary Seal or Stamp %:J,£-t·;,·t~~t~~/ AUGUST 6, 2013 
1111tut\l~,\ 

L-1 Report of Appointment/ License Application 11.15.2008 

2013 Janet Hornischer %et: ~~dNameofNotary u - Signature of Notary 

Page 2 of2 
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Performance Pro: Appraisal (P..rintable Version) 
' . Page 1 of 3 

City of Missouri City 

PERFORMANCE APPRAISAL :rmssoe.t1 CfTY 
,I ;. ~, ~::-. , . .; 

Employee: 

Appraiser: 
MERRITT, GENEANE R 

WORRELL, PAT M 
Position: POLICE CAPTAI N 

Current Review Period: 4/1/2009 - 3/31/2010 

Competency Employee Appraiser Weight 
Ethics 0 3 20% 

A!'.,!$raiser <Commeo1'1:s: 
Geneane consistently abides by the organization's code of ethics and maintains confidentiality. She 
demonstrates honesty in all internal and external business dealings. She uses department resources 
appropriately and applies expense account funds to legitimate business activities. Geneane always follows 
through on commitments and preserves the department's reputation with continued ethical behavior. She 
submits true and accurate time records. 

Job Knowledge 0 2 20% 
A~prsi~ssr Comments: 
Geneane demonstrates an understanding of job requirements. Even though Geneane is new to Texas and to 
the department she had adapted quickly to her new environment. She stays apprised of changing policies 
and procedures. Her performance of essential job duties and functions is excellent. She shares the 
knowledge and skills that she obtained during her career with the Philidelphia Police Department with her 
new co-workers. She connects her job knowledge and performance to other operations within the 
organization. Geneane understands how her job fits into organizational success. She takes pride in 
understanding all facets of the job and continually seeks to deepen her understanding. 

Management Effectiveness 0 2 20% 

Appraiser Comments: 
Geneane meets or exceeds organizational goals and objectives. Even though she has been here less than a 
year she still completed the goals commonly given to the cid commander. She prioritizes operations to 
achieve favorable results. She manages her available resources prudently and meets budget requirements. 
She promotes a productive environment. Geneane solves problems promptly and makes timely decisions. 
For several years we have discussed having our detectives do an on the job training period with HPD 
Homicide but have never actually accomplished the task. Geneane has tackled the project and now has 
everyone of our detectives scheduled to work a week with HPD Homicide in the next few months. 

Budget Development and Control 0 2 10% 

Appraiser Commenil:s: 
Geneane has done a commendable job with budgeting considering that she has never been responsible for a 
budget the size of the cid budget. She has accurately projected the budget needs for cid for the 2011 
budget that will take affect in July 2010. She successfully completed the cid budget for 2011 and has 
submitted to the chief. During her tenure here she has monitored spending for cid and has been prudent 
She has operated within budgetary guidelines and followed the appropriate process when exceeding 
budgeted line items by making the necessary line item adjustments. Her budget and related accounting 
documents are in complete compliance with established practices and regulations. Her budget information is 
complete, accurate, and well communicated to management. Her budget decisions are based on an accurate 
understanding of the organization's financial position · 

Communication 0 2 10% 

Apprnlser Comments: 
Geneane listens to others and handles delicate and sensitive interactions with appropriate tone and word. 
She ensures that critical information is disbursed to her detectives and sergeants . She also provides her 
employees with appropriate information to perform their job duties. She consistently is ablle to 
communicate constructive feedback to her employees. When Geneane first came to work here she 
frequently spoke so softly that she could not be heard. As she has become more comfortable with her new 
environment that has not been such a problem. As she has settled in her verbal communication skills have 
improved dramatically. 

Public Relations 0 2 

Apprals-'?r Comments: 
Geneane is tactful and projects a positive and professional image of the police department. She is 
consistently courteous with public contacts and treats them fairly. She is friendly when dealing with the 
public. When dealing with a victim she shows the proper amount of empathy and concern. 

10% 

https://www.hrnonline.com/mem/perf _ new/app _ ApprPrintRev.asp?hmf=8&hmg=4&Com... 3/22/2010 



Performance Pro: App:raisal (Printable Version) ,. ' Page 2 of 3 

Firearms Proficiency 0 2 5% I Appraiser Comments: __________ .. __ .. ______ _ _ _ _ ____ _ _ _ 

i Geneane's average range score is 206 which meeting expectations of above 80% . 

Presentation Skills 0 2 5% 

Appralser Commer1~: 
I have only seen Geneane speak publically a couple of times, both times at our monthly criminal intelligence 
meeting. She was well prepared and her appearance was professional. She was well-versed in the subject 
matter and spoke clearly and with adequate volume. She used appropriate language. 

Goal Periformance 

Goal 

Annual Property Room Audit 

i A;:,praiser Comms n\':s: 

Employee 

0 

Appraiser Weight 

2 25% 

I 
! i The annual property room audit was completed and a report submitted. Goal met. 

' 
___________ ...! 

Division Budget O 2 25% 

i Appraiser Comments: 
I The cid budget for 2011was completed by Capt. Merritt and submitted to the chief. Goal met. 

Division evaluations O 2 25% 

Ap!)l"ais~r Comments: 
The annual performance evaluations for the criminal investigation division are on going at this time. All of 
the evaluation will be submitted within the next 2 weeks and the goal will have been met. 

TCLEOSE training for cid personnel 0 3 25% 

Appraiser Comments: 
All of the officers assigned to the criminal investigation division have met the TCLEOSE mandated training. 
In addition to mandated training Capt. Merritt has assigned additional training for the division in specialized 
areas. She has also arranged to have all of her detectives do a week of on the job training with the houston 
police department homicide division. This is a project that has been discussed for years but has not been 
accomplished. 

future Goals 

Annual Employee 
Evaluations 

Annual Property Room 
Audit 

Prepare Annual Budget for 
CID 

TCLEOSE Mandated 
Training 

Commenis 
Summary Comments 

Appraiser: 

Employee: 

Ensure that the annual evaluations for CID 
personnel are prepared and submitted in a timely 
manner. 

Ensure that the annual property ·room audit is 
completed and submitted to the Chief's office. 

Prepare the CID annual budget for 2012 and submit 
it to the Chief. 

Ensure that all personnel assigned to the criminal 
investigation division meet their mandated TCLEOSE 
training. 

Due:3/31/2011 

Due:3/31/2011 

Due:3/31/2011 

25% ! 

I 
i 

2s% l 
I 

https:/ /www.hrnonline.com/mem/perf _ ne\3//app _ ApprPrintRev .asp?hmf=8&hmg=4&Com... 3/22/2010 



Performance Pro: AppFaisal (P:p.ntable Version) 

Performance Competencies 

Goal Performance 

Totals 

2.20 

2.25 

Weight 

50% 

50% 

Score 

1.1 

1.12 

Page 3 of 3 

iF""'·--~-,-~~•===---, I Performance Rating i 
I 2.23 ! 
j Meets Expectations ! 
................. _. ,_ .. ,. ~-~·""-'"··-· . . . .M 

Appraisal generated: 3/22/2010 9:12:23 AM 

j By signing below, the Employee and Appraiser(s) acknowledge that this Performance Appraisal has been discussed. They each 
l understand that this appraisal is not a contract, but an evaluation of performance and therefore does not affect the employee 
! relationship. If the Employee disagrees with the contents of th is appraisal, he/she may check the following box and attach an 
j explanation of that disagreement. 
I 
1 

!1• I L.. 

Approved by: 
Joel Fitzgerald 

Date: .,j -JB -j6 

Date:3_..).. ')_ ~Jt) 
-----

DateJ- 2'2.-/© 

https://www .hrnonline.com/mem/perf _ new/app _ ApprPrintRev.asp?hmf=8&hmg=4&Com. .. 3/22/2010 



INSURANCE & BENEFITS 



[ ~S2. \0\/C-'-PJ 
~ 

DuringAnnual Enrollment, the following employee elected the benefits listed below, and 
agreed to the corresponding rates for the 2013 calendar year. 

; • ~,•• ., ,,...., ,__, __ .. ....,, ...... ~, ... _, .. ,.,_ , .... 0,0~-M ,•-,rt" ~ ·1 
. . . - . ·. l 

i_ Med/Dent/VJ.Sion Elections: , _ 2013-Elections: -. . , _ .. ___ .• j 
Coverage: PPO - PDP 
Coverage Level: EE/CH 
Monthly Premium: $191.00 

_ .... _ .. ~~-. ...,.. .... .,. ... ____ --- - --~ ,···a,,··-= ~~":"••1 
Opti~nal Benefits: .. ,_:, __ ,,.._,.,,.,, ... , ..... .....,_,.J....j..,_,.;.1~ - ........ - •.-~ ... ...:,_,:....,: .. - ~ j, • .. •• ~~--~ .. ~ j 

H.S.A CONTRIBUTION/PP: 

FLEX CORP(HCRA): 

FLEX CORP (DCRA): 
~~--~~- ,;---r:-·-·-oi:: - . ,_ ..... _, .. ,,_ _ _ __ _ 

L_..1. ............. ~.- ·-............ - -~11;.~ : -~-1.t,~ . .........._ ..... ~ .... L.... ...... ,,_,.,,_,:_ 

SUPPLEMENTAL LIFE COVERAGE: 

SUPPLEMENTAL LIFE 

PREMIUM/Mo: 
DEPENDANT LIFE (Y /N): 
PREMIUM/Mo: 

TRUSTMARK: 

ICMA: $/% 

ICMA ROTH IRA: $/ % 

NATIONWIDE:$/% 

VALIC: $/% 

LEGAL SIDELD - PACK WITH DEP: 
LEGAL SIDELD.- BASIC PLAN: 
LEGAL SIDELD - FAMILY /IDT 
AFLAC - ACCIDENT! 
AFLAC - CANCER: 
AFLAC - DENTAL: 
AFLAC - DISABILITY RIDER: 
AFLAC - HOSPITAL INDEMNITY: 

AFLAC - INTENSIVE CARE: 
AFLAC - LIFE: 

AFLAC-STD 
AFLAC - SPECIFIED HEALTH: 
UNITED WAY CONTRIBUTION: 

Comment(s): Same As 2012 

L 



CSs?,lo\ l 

rrnssour1 CITY 
T E X A S 

2013 
ANNUAL 

ENROLLMEN 
FORM 

By signing below, you certify that the changes, elections or affirmations represent your choices for benefits during the 2013 
calendar year. Furthermore, fou certify that you have completed the required 'forms and presented copies of.all required 
docuinents. You further UJ1derstand that the Hutnan :Resources Department is unable t:o make any changes to your benefit 
elections without yonr~ .. .,,uessed written conse 

PPO - PPO: E/CH 

Medical, Dental & Vision 
Premium:$95:50 

Health SavinzJ\,ccount 
Contributio: 

Flex Spending Account{_ 
(Healthcare) 

Flex Spending Accoun; 
e endant Care 

.. _ 

MEDICAL: I 
BLUE CROSS BLUE SIIlELD 

2012 BENEFITS ELECTIONS 
Optional Benefits 

Basic Life: $50,000 !no cost to you) 

Supplemental Life Coverage: 

Supplemental Life Premiumf 

Dependant Life Premiumj­

Trustmark Universal Life 

2013 BENEFITS ELECTIONS 
DENTAL: 
METLIFE I VISION: 

UNITED HEALTHCARE 

DATE: - "t' -.I'.: 

AFLAC 

Accident 
Cancer 
Dental 
Intensive Care 
Indemnity 
Spec Health: 
Legal Shield: Basic:~ 

1--::-::--:---:-..,.,...,..--...:,o;::-'T:..!:'heft 
United Way 

HEALTH SAVINGS ACCOUNT (HSA) 
Emplo7ee On!,- Ma>< C<>nt $ 3,ZSO 

Emolovee Famil7 Max Cont $ 6,450 

'\ For 2013, my health (medical, dental & vision) coverage will be: . 

~ Same As 2012 D Cancel Health Coverage for201.3* D New Enrollment* 
i elect.HSA coverage for 2013 

~mployee Only \ f mployee +Family 

Your HSA Contr10ution For 2013* 
(Check one): 

) 

I 

D Change Coverage* D Change Dependent Coverage* 

D Change medical coverage from HSA to PPO* D Change medical coverage from 
PPO toHSA" 

D Change dental coverage from PDP to DHMO* D Change dental coverage from 
DHMO to PDP" 

~ PTION 1 \>PTION 4 

OPTION 2 

P PTION 3 

OPTION 5 

fJPTION 6 

___ (Please initial) 
·rs.::ui Contribution Fonn Required 

FLEXIBLE SPENDING ACCOUNT 

iecline FSA for 2013* 

:lect FSA for 2013" 

Medical Expenses 

.$) I I 
(Maxunum per pay period $104.16) 

pependant Care 

(McUUWWJ.1 p ei .1-'"-Y J,J<::nutl $208.33) - -

OPTIONAL BENEFITS 

Same checked 
Optional Benefits as 
2012: 

1.FLAC 
,EGAL SHIELD 
JNITEDWAY 
CMA 
iATIONWIDE 

rALic 

'lease initial 

Cancel the following 
Optional Benefits for 
2013*: 

I wish to change or enroll for 
tbe checked Optional 

Benefits*: 

\FLAC 
~EGAL SHIELD 
JNITEDWAY 
CMA 
'1ATIONWIDE 
(ALIC 

h,1ease initial 

Decline all Optional Benefits 
for 2013 

r ase initial) 
.,_,.. 

iFLAC · 
EGALSHIELD 
NITEDWAY 

ATIONWIDE 
ALIC 

!Please initial 

' lease initial) 

(*)Completed Vendor Form & Signature Required 

'lease initial) 

LIFE/ AD& D 

1013 Hartford Life Insurance 
(Same As 2012) · 

" ~w /Additions/ Cancellations 

\ u pplemental Life* . 

Supplemental Dependent Life* 

f hange Beneficiary* 

l13 Trustmark Universal Life 
(Same As 2012) 

ge / New Enrollment for 2013* 

:ancel Coverage for 2013 .. 

'lease initial) 



s 
Address or Name Change Form 
TMRS members and retirees (or other persons receiving a TMRS monthly benefit) may use this form to make address or 
name changes to their TMRS account. After you have completed and signed thls form, please fax It to 512.476.5576 or mail 
to P.O. Box 149153, Austin TX 78714-9153. If you fax the form, please retain the original for your records. If you have any 
questions regarding this form or any other matter, please call 800.924.8677. 

PLEASE COMPLETE THIS SECTION 
Please type or use only black ink and do not highlight. Any corrections must be initialed. 

g, 
Full Name (first, middle, last) , 

TMRS Identification Number (not required) 

Soc1a1 ::,ecunr.y Numoer 

111/i)7rji1-n 
J 111/1,l 

bate of Birth(MM/DD/YYYY) 
=o-ay~ll,...m-e"'=P~h-on~e""'N""u_m...,b_e_r --------r-3 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGLNG/YOUR MAILING ADDRESS 
1 ,.I),~, A , ,I~ 

I 
U,.Joyu Iu (;;' r1Iv,,~ ,-.u, 1Iv.;, ._.,.,_,,., ,~, ' ''"'''"- .~._., , ,..,_, 

~ttdta)Jo1f!'<e·u1/cJ.y-f~.yv, 
E-ma,I 

COMPLETE THIS SECTION ONLY IF YOU ARE CHANGING YOUR NAME 
This section should only be completed if your name has changed and does not match the name currently on record with TMRS. 

Old Full Name (first, middle, last) 

New Full Name (fi rst. middle, last) 

Reason for Change: 0 marriage O divorce O court order 

Note: If you are completing this section, a photocopy of one of the following documents is required with this form: 
Marriage Certificate. Divorce Decree (Name Change Section). or Court Order. 

REQUIRED 
Please sign and date this section: 
I hereby affirm that the information o ,s form is true and correct and authorize the Texas Municipal Retirement System to 
update_ my T RS account with th· ~1~n~fo~$tiieA'P' ... 

TMRS , P.O. 8-0x 149153 • Austin, Texas 78n4-9153 • 800.924.8677 • 512.476.7577 • FAX 512.476.5576 • wwH.TMIIS.com 

TMRS· CHN6 • Revised 7-2009 

111111111111111111111111111111111111111 
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Cont rmation 

., .... ~.; .. 
...... . ·; .. "('• .. 

. ~--. ·.::·~~· ·. "'.. .. 
. ·, .,jg~ . :,, -. :.--:J'!· .. ~:-; ·1 
· ·.:'h~,1;1~, •l ( ·~ ~-:' ,-,~••:·\';~'14..f 

Ree.9 .. !.:'.t.:.::M..§m6i~&-:d;;:~ng/ ... ::: 
: ... ••• : ;.1,~· .:,fl': ~·. ~-· :,1~:.;:a,:!' .... , ~.-:'fo',,)"-!:.' ,;; ~ .. ~·· 
•• • • • , ··~- .. ,J ... .. ,: .. · ·· ;,,.,,, .> .. -'·':·:'.' '..Ti'ine'h ·:'· :· Nov-14-2012 05:04pm 

.. : .... :.: ::,, .... , .". ~-· ·:-:·: '· ·:··:Te-I J rne · - ·:' 281-208-5551 

.,; ~)?:·.\;,./i~\?ire · ... ~. CITY OF Ml SSOURI CITY 

Job number 

Date 

To 

Document pages 

Start time 

End time 

Pages sent 

Status 

Job number 900 

.::; -~ . .. ! ,:,:~'.H··•--'=c.•-:'! •"F l..,• •· 

. j fft?!A:O~,j~~m ., ;'.t'';;•;:.c;· ·:·~: ,'. . 
_,.•-;,'.·1;···· ::::· ;. ~ . ,, . ":: .. 
:.,,9):5:JU.7.655?;6&,~-.!.' .~;~:-.. , .. ,;:!.: •'-'·-

•,! • • • • ·;~·::r. . ·-: . 

. ,, oor· · .. •,:_:.:: , ... ... 

Nov-14 os: ooi:>m ::- ... 

... , ..... . .: .. ..,;;. .... . 

. •·~.:,;,.%1: :· 
: ·.,•; /:.; . 
1~-:-~•. ••-~·r · 

, •. ~·.t ..... • •. -/': ...... !,~_.: ;, ;.~::;:. i . 
... ,. • -~ •• ·J •• :'. .... i.~ ..... , . . . . . 

. . · -1· 
·' .· ....... 

; , ; , 

. . ·•<··• ' ,. : ... :i' *** SENp;,~si)cc.~~SFUL 
~·-~:-.t: ·. .. 
;~ . : .... ·: _:'",;,.: .. ~. : ·: .. r-~· .. . 

,. . 
; J • I 

Address or Name ~~1~~~;l'7. . Forro 
', .. ,. ' . . , . . . .. ' 

*** 

TMRS momt>Qr-::; ~nd l"~lt'CC2!S- (or" o"ther~)::t"e.-son-s·.rec:eiV'Jng .aa TMRS month.ly bencf\t) may 1.1se ~hJs form ~ mako addre~ 
n a m e changes to Ulelr T MRS a,ccov11~..,.~~~r:Y,9~-,~~v;~ ·p_'?mpfeted and•·s!gned t:hls f'orm~ please f'ax it to 5'12..476.SS?E 
t:o ?.o .. BoK 1"49153. Austfn TX 7S7"t4-9?~@.«'1YdUf1".ax· -u,e):f°onn; pteas:e ~reta in the or19lr'l~I for yo1.1r records .. ff" you rfave 
que:s1:lons rcgar'dlng this -form or any oti-:,er m a~r".· ~•e~se call B00.924.8677. 

PLEASE COMPLETE THIS SECTION . .-.,-.,.~ . ,. '•· ' .-,. .,, .. _.u •. " ., 
P/-60$,1 l),Jp~ or- use onQ' bluc-k lrrk D,td dtt> ,;,,~i.:# •~hlig,tr_ Ariy.;i:°orrcrc;_1lon1 ,n"M$,, be1 J.nJ~J9l6d. 

C ..E"AJe;;..;;, A£ c . . 
a, ... 11 f',J.,.......,,_ u, ...... .r ....... ,...,.,..., _ • • -

~• ··· ··- ........ ,_ ...... ,,,_ • 
. : ~;' 

COMPLETE THIS SECT19,N ONJ,-'Y IF VC>IL.._A~E CHANG'!1'1G,VC>UR MAILING ADDRESS 

._. .. l .:. 

Reason for Change: D ma~<>g•:ti:;?i~ib.i·:~~~;~~4~ ;:~ ;~.::; /;· 
. NQ'l)O: J/'you ur.c- c:O,np,lerine ,hi¥ S#;f;t:(lon. a pwo;o~iil,:,.Y?~.<>.rr• t>XJhe;,Pi✓IWihc d~;,,e,,;$ IS rcquJrcd "'41/rh ,his for,,..: 

/W'Q,-,-h::,f:.- C.r .. •~,,:/lt:,~u•. Dlw::n--co J:>G:~,..,..; ,Nu,n~ <:;.IJ'!i'!E~ Sccrlow). ~r Courl O#"ld~r. 

REQUIRED • •..j i,.', ,', 

Ple ase :::.fgn and date 'Chis :sc:::c:tJOft: . ,. , ,.-, -· . • 
J he-naby- affirm thet ~he ln1""0,l'T'lt:1rtio.ri" o · . . . . s .'(o~·.i(,f'..:~~·~.-;;~~o 'nccc Or.'l-c:t.auu,on2:e- u,e Texas Munielpal Retirement.~ 

upda<e. my R S bccoun< wtth < :;.,.;:~;J.,~~~· ~~i;~;;}~:;:;;,,i,~ ~/-,/~ . 

, or 

\ 
\ 

\ 

.::,,.- man 
ny 

. .. -···· · ..... . ' ., ·.~ :i,;_;~:· .. .. •~· .--..... - · .·• ..... _: ·-

I !111111111111 1111• 11111101 ljlll 1111 IIB 1111111 
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Blue Cross Blue Shield of Te~l'ls - Blue Access for Employers 

BlueCross BlueSbield 
ofTexas 

Home > Employee Maintenance > V!e.:/Update Employee 

12. S Cs s1 ,L t,7 

Employer Home 1/'iew/Update Employee - View Personal Details 

Account Summ3:ry 

Employee Mainten:anee 

View/Updat~ £mptoy~e 

Page 1 of 1 

~ I Help Ce;nter 

Logout 

Welcome, .~na Flores {Acct #U10341) 

Maint~nance Histotv 
----- -;:_:.:.:.:.:.:.:.:.:.:.:.:.:.::.,--------,-----------~---

I want to: I View Personal Detai!s BJ 
ID Cbrd Iii.Story 

Billing 

Reports 

Pay Your Bill 

View, print ~nd pay your bill 

View Bill Sun1mt?ry 

Form Finder 

Find a Doctor 

Adv&1x-ed S<JJrdl j 

Y,sw AU Eoon~ J 

Provider Finder@ i:~ 

Find .) Pharm;)ey cr..i' 
V'(ew Drug C11verage 

r 

\ 

Personal Details 

Coverage Details 

Plan: PPO - PPO 
G;oup/Sect!on: 010341 • 0001 

Other Coverage 

Medicare: 
No one Is eligible for Medicare coverage. 

Etfectivo Date 

01/01/2013 

A Division of Heall~ Care Se:vlce Corporation, a Mutual Legal Reserve Company, 
a n Independent Ucensee o(the Slue Cross and Blue Shield Association. 
© copyright 201s. Health care Servi,,. Comcration. All Rights Reserved. 

imcorrant Jnfowaticn 

t3Bf:nefit s0,0.1c1e:t 

10/01/2015 

https:// employersportal.hcsc.net/wps/myportal/bae/! ut/p/b 1/h Y5db4I wFIZ _y3 6Aa Yu04iV ... 8/31/2015 



MetLink - Enrollment Services. sn..ln Page 1 of 3 

IJBIPIH•h• IE 
ENROLL\\EM 

Enrollment Home > View/Change Employee > View/Change Employ 

,AMI:~ 
View Employee Record 

CITY OF MISSOURI CITY INSURANCE BENEFIT TRUST FUND (0! 

r~;Attion SUJU~~fti'i° '. Rec~r~ of_MERRI1:, GENEANIE has ~een updated. 40) Please updatE 
, · • .·. : •. Part,c,patmg Family Member selection to match coverage 

Employee Record for GENEANE MERRITT 

.Employee Information 

!Employee ID: 

Last Name: MERRITT 

Address 1: 

City: ( 

Created: 12/21/2009 

~ 

Social Security #: 

First Name: 

Address 2: 

State/Province: 

Last Updated: 08/31/ 

View/change another E 

Im -

:;/nir/t'il 
GENEANE 

ZIP: 

Date of Birth: 'ol-
{fl/ /IJ'f Foreign National: 1W 

Gender: 

TX 

No 

Male 

Employee Status: Active 

Division: 0001 - CITY OF MISSOURI 
CITYINSURANCE BENEFIT 
TRUST FUND 

Department: 

Employee Effective Date: ~ 10/01/2009 

COBRA Effective Date: 

Is Employee a Late Entrant? No 

Hire Date: 

Class: 0001 - ALL ACTIVE 
TIME EMPLOYEES (i 

Employee Termination Date: 

COBRA Termination Date: 

Late Entrant: An employee applying for coverage more than 31 days past his/her eligibility date without a qualifying 

Coverage{s} View coveraq 

Participating Family Members: Number of Children: 

EmployeE 

https://smile.metlink.com/MetLinkSMILEWeb/submitDependentUpdates.do 8/31/2015 



MetLink - Enrollment Service~ Page 2 of 3 

Benefits as of 08/31/2015 

Division: 0001 - CITY OF MISSOURI CITYINSURANCEClass: 0001 - ALL ACTIVE FULL-TIME EMPL 
BENEFIT TRUST FUND (PPO) 

Coverage 

VOLUNTARY DENTAL 

Salary 

Future Benefits 

Dependent(s) 

Participating Family 
!Effective Date Benefit Amount Members 

01/01/2011 Employee 

Salary !Frequency 

https://smile.metlink.com/MetLinkSMILEWeb/submitDependentUpdates.do 

s· 

8/31/2015 



MetLink - Enrollment Services- Page 3 of 3 

VOLUNTARY DENTAL 01/01/2011 

l.jfflj!@ Legal 

© 2002 - 2012 Metropolitan Life I nsurance Co, 

https://smile.metlink.com/MetLinkS11ILEWeb/submitDependentUpdates.do 8/31/2015 



Enrollee Detail Report Print Date 

Group Information 

Group Number 
Group Name 

Last Update Date 

0754236 

CITY OF MISSOURI CITY BENEFITS TRUST 

Employee Information - GENEANE MERRITT 

Social Security# - 7 \ti /P,7r/1'-l7 Date of Hire 

Employee ID ~ f11111f/1~1Retirement Date 
Alternate ID 919882697 Date of Death 
Alternate Authorized NO 
Individual 

Coverage Information 

08/31/2015 

08/31/2015 

09/27/2009 

Policy Product Effective 
Date 

Termination Plan 

VISION 

Other Insurance Information 

Medicare NO 
Medicare A 
Medicare B 
Medicare D 
Medicare Eligibility 
Medicare Crossover 

Date Var 
04/01/2013 09/30/2015 0001 

Start Date Stop Date 

HIC Number 

Report 
Code 
0001 



MERRITT, GENEANE ID# 790 

n11.ssour1 CITY 
f E ;'( A S 

4363 PALMER PLANTATI ON DR 
MISSOURI CITY, TX 77 459 

ls your mailing address correct'? (check one) 
YES O NO If. NO. please complete TMRS Address Change Form 

Drive a City vehicle? }(YES O NO 

2012 
Annual 

Enrollment 
FORM 

If, YES HR/OD must liave a current & valid co of our drtver's license 
EMPLOY]?l!; SIGNATURE . . DATE: .. 

/ 

PPO (M) - Dntl PPO - E/CH Optional Benefits 
Basic Life Ins. Supplemental Ufe FSA/PP Medical. Monthly Premiu m: Mcdlcal Dental & Vision HSA $50.000 

Per Pay Pertod Employee $ .00 $ .00 
Contribution: Supplemc.-ntal Per Pay Period Life Dependent Life FSA 

AFLAC: Pre-Paid 
457 Pla:n(s): Legal: 
Per Pay Pertod P~r Pay 

Period Per Pay 
Pcnod 

$95.SO s .00 Insurance Monthly Premlum Dependent 
s .00 s .OU s .00 

$ .00 S .00 $ .00 

MY 2012 BENEFITS ELECTIONS 

MEDICAL: DENTAL: VISION: 
BLUE CROSS BLUE SBJEW METLIFE UNITED HEALTHCARE 

• 
For 2012, keep my medical, dental and vision insurance. same as 2011. 

D Ch ange m y medical. dental and vision insurance coverage for 2012• 

D Cancel my cu rrent medical. den tal and vision insurance * 

• 

HEALTH SAVINGS ACCOUNT (HSAJ 

0 Em 

Employee Only Ku Coat $ s.100 
co Pamll llm< Cont $ 6.250 

ee Only 

D Employee 

United 
Way: 

Per Pay 
Period 

S .00 

0 I decline med ical. dental and Vision insurance coverage for 2012 

D New Enrollmene D Change Dependen t coverage* Your BSA Contribution F r 2012"' (Check one): 

0 OPTION 1 [J'O.PTION 4 D Change coverage from I-ISA to PPO* 

D Change coverage from PPO to HSA* 

*Complete appliccuion/ enrollrnen£.fonn 

FLEXIBLE SPENDING ACCOUNT 

0 I elect FSA for 2012 (NEW)• 

0 I elect FSA for 2012. same as 201 I" 

"'Complete enrollmentjonn• 

I decline the FSA benefit for 2012+ 

+ omplete enroll/ decline J 011n + 

D Medical Expenses 

OPTIONAL BENEFITS 

2 Optional Benefits (Same as 2011) 

0 Ch e / New Enrollment• 

0 Cancel tlonal Benefit for 2012* 

0 No Option eneflts for 2012 

Check all that ;,- • 

• AFLAC 

0 PRE-PAID LEGAL 

0 UNITED WAY $_______ • 
(Maximum per pay period $208.33) ICMA 

0 NATIONWIDE 

0 Dependant Care 0 VALIC 

$ ______ _ [JTRUSTMARK UNIVERSAL LIFE 
(Maximum per pay period $208.33) 

S .00 
~Complete corrl!sponctill.(J .(om1s 

0 OPTION 2 . 0 ~ ION 5 

0 OPTION 3 0 OPT~ 6 

•HSA Contribution Form Req1Lired 

LIFE/ AD&D 

~ 
0 Sup emental Life (EMPLOYEE ONLY) t•) 

0 Supplemen Life (with Dependem) (•) 

0 Decline Coverage or 2012 

D Cancel Coverage for O 12 

(Allac.:h Appllcati01 

(•) 2012 Supplemental 

(Complete only if Employee has 
OL>erage} 

Cl,IANGE BENEFICIARY 

DEC 12 2011 

B \ ,f)f Y: _ '"'""n 

supplemental 



CITY OF MISSOURI CITY 

cs S-Z...lb\/ C..Lt>1 
~-~ho~ ""4t~J ill+o<fh«t-io-i -tkro"'--~+ dbcu.~f:r 

.,,, u1 ~ N~EA~ . FLEXIBLE EMPLOYEE BENEFITS ENROLLMENT FORM ) l ) -, 01/01/12 Throu h 12/31/12 

• Male ~ale 
o Married • o Single 

Employee Name \...::;oc1a1 ::iecunty Number ./ No. of Dependent Children __ 

Birth Date 

Address 

o New Enrollment 

Date of Hire Effective Date 

City 

D Change (please mark one of the following) 

Salary 

o Marriage o Divorce • Birth/Adoption of child o Death of spouse/child 

o Other: 

CAFETERIA PLAN - Bl-WEEKLY COSTS (24 Pav Periods) 

E-mail Address 

State Zip 

o Change of spouse's employment 

MEDICAL INSURANCE (check the coverage selected) HDHP/HSA (with Dental HMO} (010) HDHP/HSA {with Dental PPO) (01 1) 

Employee Only $0.00 $ 8.0~ 
Employee+Spouse $ 74.50 $90.50 
Employee+Child(ren) $49.50 $ 73.50 
Employee with Family $125.00 $153.sq -

MEDICAL INSURANCE (check the coverage selected) PPO {with Dental HMO} (012) PPO {with Dental PPO} (013) 

Employee Only $16.0( $23.5( 
Employee+Spouse $104.0( $119.5( 
Employee+Child(ren) $ 71.5( $ 95.5( 
Employee with Family $164.0( $192.ol 

FLEXIBLE SPENDING ACCOUNTS 

HEALTH CARE REIMBURSEMENT ACCOUNT (HCRA) (70) 

You may set aside tax-free dollars to pay for qualified Medical, Dental, and Vision. 
The maximum contribution per pay period: $208.33. 

Please indicate your pay period amount cline to participate in the HCRA 

DEPENDENT CARE REIMBURSEMENT ACCOUNT {DCRA) (80) 

You may set aside tax-free dollars to pay for qualified child-care expenses. 
The maximum contribution per pay period: $208.33. -
Please indicate your pay period amount: to participate in the DCRA 

-
Authorization: 

By participating in City of Missouri City Flexible Employee Benefit Plan ("Plan"), I agree to be bound by all the terms, conditions and limitations of the 
Plan and any and all separate plans, contracts and documents made a part thereof. I agree to have my gross salary reduced by the amount of the 
cost of benefits selected and understand that this amount will not be subject to Social Security or federal income tax withholding, which may result in 
a reduction of fu!u~ial Security benefits ich I may be entitled. I understand that my unused balance of the reimbursement accounts, if any, 
at the ear~Piffeefl'CI of the Plan Y r my te of termination may be forfeited by me back to my employer. 

/ / ~--t:,,- /Z: ~/z-// 
Signature Oat€. 

I 

I 



H fl'.m).63167. 
Groue.._# 

CTI CJ 
Group# 

-section# 
l I I u •.. .J-~ 
Section# 

;:..,... J 
D! I 
r-fTl 
Dept # 

SECTION 1 - ENROLLMENT EVENTS 
lSrNcw Enrollee uld Dependent 

..... . . 
~NROLLME' '. APPLICATION/CHANGE FOR/i 

->0<:101 ~ecuruy Numoer, ?/ d &fnl BlueCross. ·BlueShield • .Fon DEARBORN L r.FE 
_________ ;..f _ / I/ T. Q of Texas 1 '"'""'"" c,,,.pony 

Category 17 • . - • •w""°""°',,,.-_.~.,.,°""'. 

PIEASE CHEO; All THAT APl'I.Y - IF YOU ARf DEOJNIN/3 COVERAGE, CCMl'lETE SECOONS 2 ftM> 10 ON1 

Add Coverage: sf Health _DJ)eru:al . D Cancel Eorolkc O Cancel Depcndc~ 
0 Tenn Life )ependent Life List names of those canceling in Section 4 below ~ you applying as a result ot a Special Enrollment 

Event? 0 Yes D N,~ _ _J_f yes, select 
Event: - v!arriage 3rrth, Adoption, Suir for Adoption 

::Ourt Order (s~ i.n.muctions) 

0 Short Term • .,...biliry (STD) Event: Divorce D Deach 
D Long Tenn Disability (LTDL ferminared Employm~t 

.oss of Other Covcra,,oe (provide Cectification of Covec,ge) 
Aher (Explain): 

0 Change Primary Care Physician (PCP) b thcr Reason·_____________ I 
· Indicate l:.vent Date: __ / __ / __ 

0 Change Primary Care Dentist (PCD) 

Indicate Event Date: ~/2..7 / 2.00"i 

• 

E--1 

Name of Employer 

Ct 
Eligibility Starus: Active Employee 

Reason: ____________ _ 
Cancel Coverag~: n H,.,,Jth D Denco.l D Tenn Li! 

I Dependent Life D STD O LTD 

Due of Birth Jt ~ ~ial SCGUri~ Number 

5 
I .t. f.-V1.u c; , ,,v1.u:,.. _ 

Do you usually work at least 30 hours a week for this employer? 

• No 

D Continuation of Group Coverage (insured plans only) 
ployee • Date of Retiremenc: --------------• COBRA Continuation 
0 Dependent Continuation of Group Coverage (insured plans, only) 

• • .. Ptweii°ci:AtlTHAT Af'i'l.r .. . ----,~ ,..------
~ uees (select one) "1)7.;;;;f- -- ·-· l.E.irolle; (select one)-- ··----~-Health (select one) 

• PPO • ~ imployee Only O Yes - Employee Only 
D BlueEdge HCA ueEilge HSA :mployec {Spo.= 0 No Employee /Spoose 

~ployee /0,ild(rcn) Employee /Child(renJ 0 HMO Consumec ot.i:e Plan (small group ooly) 
0 PPO Consumer Choi~ Plan (small group, only) 'amily Plan~, if known: ,Family 

am not applying for i------- ~ am not applying 
0 Ocher: _ ____________ _ 

Plan•. if known: .,ealth coverage for dental covera.,oe 

Complete only if you are appl}'ing for HMO coverage: 
Primary ~e· 0 Check here to requc$t a Spanish Member Handbool: 
Do you have a disability affecting your ability to communicate oc read? D Yes D No 

lf"Ycs", describe special communication materials nee:::d:;;cd::::::.: = ==:a==.~=:;:::;:;:::;::;;===:;:;:::;:=======:;;:;;;:;;:::==;::;::::;:::;:::;;=:::::;~=:;;::=======:;;======--
• • • • • SB..ECT A PCP fOR HMO OR POS ONLY. SELECT A PCD FOR HNO BLUE TEX.AS DENTAL OPnON ONlY. 

Empl'A~e/Enrollee's Na.mt,,!) ,. / PCP No. . ew Patient? PCD Name PCD No. New Patient? 
l.Ys=:t..1eia.L'f . J 1 IPr-r,~ n v nw 

. ' 
Employee Occupation/Job tide, _ _________ _ 

Group Basic Term Life & AD&D 

Group ~ena' Life 
Group Supplemental Life 
Employee election: $ 

Short Term Disability (STD) 

Long Term Disability (LTD) 

Primary Fmst Name 
Beneficiary 
Contingent 
Beneficiary 

FirstName 

D I do not apply 

D I do not apply 

• I do not apply 
Spouse election: $ 

• I do not apply 

D I do not apply 

Initial 

Initial 

0 I do apply 
D I do apply 

Child election: $ 

D I do apply 

• I do apply 

Last Name Relationship Date of Birth Social Security No. 

Last Name Relationship Date ofDlrch Social Security No. 

A 0.-d -<:,,• SenQO,,,O.,,o•. • iM.d. l.eg,l ,.,.,., Compc,y. on bloPf"<l,;)tt li<:cn,e, .,f IIC 6'w 0,,,,~ SI., Sl,.l:I ....,...,.,. foe: Oooto,• lh hAJ.-o!<rCe,,pa,,,. o Me,,!,o,.,f ~~A•l,,-.d 11110,-,ol G-=,.-p 

. WOiCS Oto7 1 



/·~\ 
Last Name: -,i:l'!':'IIM '5ecurily Number: 1. ·---..... - ----..- I . H Group# l.._LT r L. 

"' 1 - • 0o·No,.--&iM;;im IF APPLYING FOR HMo GR IN•AOSfrrAL INDEMNrt'Y coVERAGE·--~ ·~ .... ,:, 

In order to receive credit for pre-existing condicion.Uw.il:ili.li'ltinllloglllpllerli:io:,i;ds, you mllSC provide infonnacion about the last 12 months of cove~ge ( 18 months if n ew/current coverage is se 
funded) for you and any dependents listed. If you have a cercificace of prior coverage, please attach a copy to chis enrollment application. (If more than one plan was in effect, or 
infonnation is different for dependen cs, a ttach additional pages.) If Medicare, please complete the Medicare Cove~e Information in Section 8. 
List names of every individual covered: 

te of Birth. ""\ / 1. Relationship to Applicant Group or Policy No. 

1-~""'---'-,-j~.J..."-"'-"-"--4µ..-'-'f..ef'""--',, ..14-- ..J-'-•'-----lf-;;;;._ __ _L,._.i_ l_f _D...:.,S....:po_u_s_e_•_De___:p_en_d_en_t-l- --- ---l..t..4...:,£-'-"-'--

N 

Employer's Name: c.~ oF ?J,;J~~lj}hl'CA.. 
Ni3~;d;c;;~ in676pany. TPA. HM•. 
SECTION 7 - OTHER COVERAGE INFORMATION 

Employment Da;e,::!.... ;?
9 

tf...i 
Effective Date .::J._ Is_ l':f..:1 
Will Coverage be Continued! • 'l'es "'rs.No 

If No, Expected Cancel Dace !l ~/ O'/ 

Type of Coverage 

Health 

'6.l. Dent a 1 

Type of Policy 

Self 1mily 

Employee/Spot 

Employee/Chit 

Complete this section only if you or any of your dependents have other health and/ or dental coverage that wi11 not be cancelled when the coverage under this application 
becomes effective. Llst names of each individual covered: 

Type of Coverage Group Coverage Name and Address of Other Health Care Company 

• Health O Dental • Yes • No 

Name of Policyholder Dace of Birch • Male 

• Female 

ID Number Employment Dace Effective Dace of Coverage 

Name of person covered: 

D Medicare Part A (hospical) 
Stare Date: End Date:. ______ _ 

Month/Day/Year Month/Day/Year 

D Medicare Part D (prescription drugs) 
Start Date: End Date:. _____ _ 

Mond:,/Day/Year Mench/Day/Year 

Relationship to Applicant Type of Policy 

• Self D Spouse D Dependent D Self O Two Person O Family 

Group or Policy Number Employer's Name 

Medicare HlC# (from ID card}: 

0 Medicare Part B (medical) 

Scare Date: End Dace: 
Month/Day/Year 

0

"'M""'o-n""'th,..,/Da;;s-y""'f'(.""ea_r _ _ 

If BCBSTX is not the Medicare Parr D carrier, please provide name and address of 
the carrier: 
Name: _· _________________________ _ 

Address:_--=----------=,--------------
Cicy Stare 

Cb.eek reason for Medicare eligibility: D Entitled age D Entitled disability D End-stage renal disease D Disability and current renal disease 

Name of person covered: 

0 Medicare Pari: A (hospital) 
Stare Dace: End Date.: ______ _ 

Month/Day/Year Month/Day/Year 

D Medicare Part D (prescription drugs) 
Stan Dace: End Date.: ______ _ 

Mond,J[lay/Year Month/Day/Yea, 

Medicare HIC# {from ID card): 

D Medicare Part B (medical) 

Start Date:..,..,- ~~~-­
Month/Day/Year 

End Date: 
·"'M~o-n""'th,..,/Da;;s-y""'/Y""ea-,--

If BCBSTX is n'ot the Medicare Part D carrier, please provide name and address of 
the carrier: 

Name: --------------------------

Address=--=--------.,...----- ------- -
Cicy State 

D Entitled age D Entitled disability D End-stage renal disease • Disability and current renal disease 

• 
Name of disabled dependent 

Has disability been diagnosed as permanent? D Yes • No If temporary, how long is dependent expected to remain disabled? ___________ _ _____ _ 

ls dependent unable to work due to the d isability? D Yes D No If disabled child is over the dependent age limit of your employer's plan, please attach a completed 
Dependent Child's Statement of Disability form. 

SECTION l O - DECLINATION OF HEALTH COVERAGE 
This is co cenify the available covecage has been explained to me, I have been aiven the opportunity co apply for cb.e coverage offered co me and my eligible dependents and have 
voluntarily elected to dedine the coverage as indicated below. lf I desire to appfy for coverage at a lacer dace, 1 understand tliere may be a delay in the effective dace of the coverage 
as well as a pre-existing condition waiting period. . 

Employee_,.--,-------==--=,...,---,=---=-------=::-:-,-,,-
Reason for declining: D Other Group Coverage D Medicare D Medicaid D Other, explain: ---------------~ -
Spouse _ ____________________ _ 

Reason for decliniAg: D Other Group Coverage D Medicare D Medicaid D Other, explain: ------,-------------
Chilci(ren) __________________ _ 

Reason far declining: D Ocher Group Coverage D Medicare D Medicaid D Other, explain: ____ ____________ _ 

SECTION 11 - COVERAGE CONDITIONS 
... 

• lam on employee of the Employer named in thls Enrollment Application. I am eligible to participate in the oo·,eragc(s) affon:lcd by my Employer's plan, which ls either underwritten or administcICcl by Blue Cw.; and 
Blue Shield of Texas (BCBS'TX) oc Fort De:ubom Life Insurance Company (FDL). On behalf of m,.,..lf and any dependents listed on rhls Eruollmenc Application, I apply for those coven,ge<s) for which I am eligible. 
I state tlia, the iruormarion given on chls EnroUmem Api;,llcadon is true a11d correct. I undeiscand and agre, chac any lncorr,a si:acemenu material to the ri;k and lcnowinglv made bi· me will lnv•lida« my covmge{s). 

• Only chose cov=ge(s) and arnourus for \Vhich 1 am eligible will be available to me. I undetstand chat if this Enrollment Application is accepted, the covecoge(s) will become effective ln accordance wich che provi-
sions of che Comra:ts(s)/Plan(s). 

• l und.ecstand that the Health coverage for wh.ich I 3m applying ~y ha.vc ;1. pte-cxUtin& condition ~xclusion waiting period. 
• I ag~ that my Employer acts as my agent. I aucho~nece,sary payroll deduccion ~ Employer, lf any, to cover che c.ost of my coverage(,). 
• l undasiand d,ac my participation ln the cov ~ ~Y'is s ct to any futwe am_. dmem:. l ~lso underswn\d that all notic s 2)vcn to my Employtt arc binding upon me. 

Applicant's Signature Date ~.lo- <;:-{ff_ 
.&8427.• 

2 



Blue Access for Employers,.- f.) 1
.--~ Cross Blue Shield of Texas Page 1 of 1 

Contact Us Logout A¥ BI:u:eCr.oss BlueShie.ld 
T. ~ ofTexas 

Fast Path ' ?ele~t ~r?~}ist... · · Goll 
Identification : Go_ tj 

Home > Employee Summary 

Employee 

Employee Summary 

Request ID Card 

Update Personal 
Information 

Update Product 

Update Olaracteristic/ 
category 

cancel 
Employee/Dependent 

Reinstate 
Employee/Dependent 

Add Dependent 

COBRA Enrollment 

Update HIPAA Certificate 

View Benefit Booklet 

Employee Activity Log 

Find Employee/Dependent 

Number/SSN 

~ printer friendly version 

Employee Summary ID Nbr: 

)Ne have your employee, GENEANE R MERRITT, listed ~ the following address: 

111jtnr' 
GENEANE's hire date with CITY OF MISSOURI CITY is 09/27/2009, and effective date is 
09/27/2009. 
GENEANE is in the Active Category for Billing effective 09/27/2009. 

Coverage 

Relationship Date of Product 
Name 

SSN Birth Product Effective 
I 

_, Date 

GENEANE R 
Emolovee ll -1/11 1~h 

1 
PPO-HOSP - BLUED HSA 

09/27/2009 90/70 OED 
- - -

Characteristic Information '"!'"' 

Characteristic Value 

CMSESC Active 

Actively Employed Yes 

Group Section Information 

The Group Section for the PPO-HOSP Product is 010539-0002. 

Medicare Information 

No one is eligible for Medicare coverage. 

Pre-existing Waiting Period Information 

The Pre-existing Waiting Period has been aoolied and wiJI expire on 09/27/2009. The Waiting 
Period applies to: GENEANE, ll1f.,n'1>- . 
The Pre-existing Waiting Peno• nas oeen app11ea and will expire on 09/27/2010. The Waiting 
Period applies tof Ill /r,1.r 

[Top of pageJ 

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company,. 
an Independent Licensee of the Blue Cross and Blue Shield Association. 

© Copyright 2009. Health Care Service Corporation. All Rights Reserved. 
Legal I nformation I Contact Us 

23 

https://employers.hcsc.net/employers/servlet/com.hcsc.employer.SubRetrieveServlet?uniq... 10/8/2009 



Employee Health Care Ben~-foi"• Eligibility Entry Page I of 1 

Log out 

~ Provider locator 

The value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim history 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

Clients and Benefit Managers 

C-ociptc1~i:~11.e·, rHc•:t G1iC Pm~ram1 

SPEEIC06 . 
. '1 LIV\ 

( ] . ,. .,, . • r.·-- ... 

You can now retroactively Add, Terminate and Reinstate members and dependents. Click Here to 
learn more 

As a Spectera client, you are able to add, change or delete information about a member by entering the 
member's Unique Identification number, then clicking the appropriate button. 

Client Code: 5995 
Sub Code: 5995 

Enter the Member's Unique Identification Number: 

( l.L3f. .. ____ -·· _ Example: 123456789 

Select the Group Name: 

5995 - CITY OF MISSOURI CIT!'__] 

Add j Change I Reinstate D~!ele 'j 

MEMBER NOT FOUND 

About us Comact us Media center About your vision Home 

Privacy Not\ce; Unless otheiwise specified, all illformation in this Web site refers to Spectera. Inc. 
However, prepaid visi01'1-only coverage is pro.;ded within each state by the companies stated in the Regulatory Information by State. 

e 2005 Spedera Inc. All rights r!!served. 

https:/ /ww2.spectera.com/clientEEinput.jsp?memberID=21068 l 185&subCode=5995&for ... 10/8/2009 



Employee Health Care Benefit,_ ·· Eligibility Entry Page 1 of 1 

Leg out 

.,,,. .... 
· ' • _:,r Provider locator 

The value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim history 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

Clients antl Benefit Managers 

cnange Member lnfonnatlon 

Please make changes in the following form to change information on file for member with Unique Identification: 210681185 

- Indicates required fields 

First Name-

JGENEANE __ .. 

Address .. 

1niua1 Last Name•· 

r !MERRITT __ 

S ex 

Home Phone 

.... .. .J 

Student 

fF'3 C-: No Cves 

Handi:apped 

<i:' No (j Yes 

'll1./ ll1f 
I 

State•· 

Bir1il Date Marilal Status .. 

Etteciive Date- · 1~. d?.?. t!?O..Q.9_'. ner·· 

3ave & Ex,'. Save & Add Jep;,r,jen:s 

[Back) 

Abou; us Con!ac! us Med!a center About your ,is:on 

Qurt v1itroLJt Sav,ng 1 

Privacy NO'lioe: Unless olherwise specified, all infonna1ion in this Web site tefers to Spe~era, Inc. 
However. prepaid visic,i-only ooverage is provided within each &l:\te by the companies stated in me Regulatory Information by Smte. 

tl:> 2005 Spectera Inc. AU rights reserved. 

https://wv.,r2.spectera.com/clientEEChangelnquire.jsp?memberID=210681 l 85&clientCod... 10/28/2009 



Employee Health Care Benefit!" ·· Eligibility Entry Page 1 of 1 

l..cg out 

~ ·' :,/ Provider locator 

1110 value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Add, Change or Delete Dependents 

1Z fY' ("'TC rt r, ,.; 
V L'-.., I L,l\l \ 

Please select a dependent for member unique identificalion number. 210681185. To add a dependent, click Add. To 
change a dependent's information, select the name and click Change. To delete a dependent, select the name and 
click the Delete button. 

Select Dependent 

_:E_e
11
~-~: __ bfi_:

1

_
1
,

1

s_:o_s:_r_ip-ti_o_n ____ l _. ---- ----- -- ----- --
191 1 1 y entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

--
Record add successful 

[Return 10 Member Record] 

About us Contact u;s f;,ledia center About your vision Heme 

Privacy Notice: Un(ess otheMise specified, all Information in this Web site refers to Speciera, inc. 
However, prepaid vision-only coverage is providea within each slate by the companies staled in the Regulalory Information by State. 

II:) 2005 Spec!era Inc, All rights reserve<I. 

https://ww2.spectera.com/clientDepEESelect.jsp?formMessage=Record+add+successful ... 10/28/2009 



Employee Health Care Benefits - Eligibility Entry Page 1 of 1 

l og out 

<':~ Provider locator 

The value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim !listory 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update negistration 

~~~ 
~ 5 Clients a nd Be nefit Manage rs 

C::rojlre1.r.1i1~ l'c1lo 1 V.f-= Fr:>;1J1111 

SPEE:"fER,\ 
(:, --:- . 

You can now retroactively Add, Terminate and Reinstate member., and dependents - Click Herc to 
learn more 

As a Spectera client, you are able to add, change or delete infomiation about a member by entering the 
member's Unique ldentmcation number, then clicking the appropriate button. 

Client Code: 5995 
Sub Code: 5995 

Enter the Member's Unique Identification Number: r - l )G . Example: 123456789 

~elect the ~~up N_?me: 
5995 - CITY OF MISSOURI CITY 

• 1 

MEMBER NOT FOUND 

About us Contact us Media center About your vision 

Privacy Notice: Unless otnerwise spe<:ified, all intonna1ion in !his Web site refers 10 Speclera, Inc. 

Home 

Howewr. prepaid vision-only~• is proviefed wijhin each state by Iha companies staled in the Regulato,y lnfoonation by Stale. 
0 2005 Spedera Inc. AU rights reserved. 

https://www.spectera.com/clientEEinput.jsp;jsessionid=OOOOHVSYZPIWNDUWHUYYJ ... 10/27/2009 



-UnitedHealthcare$vision"' 
')MPLETED BY BENEFITS OFFICE: 

Effective Date: oq I -2_ f I ;2 0() q 
Client Code: 5995 Sub Code: _ _ 

Coverage Desired 

G/L Number: ___ ___ _ 

Vision Plan Enrollment Form 

Fax to 1-888-574-7335 or email to vision_eligibility@uhc.com 

Jew Enrollment 

:hange of 

REASON FOR CHANGE IN STATUS 

D Termination 
D Marriage 

D Death 
D Divorce 

tatus/ Address 0 Newborn Child 
D Other Insurance 
0 Move to COBRA 

D Last Name/ Address Olange 

Social Security Numbe 

Date of Hire 

>pen Enrollment 

:OBRA 

_} ll7/ll7f jt~1 
- oC/ Gender £ 

D Adoption/legal custody 
of child 

D Legal custody of 
parent 

D Dependent child 
married/reached age 
limit 

YourName __ - ~a~~--M~--C~-&~~~f./.-"?--~~~-~Z-.. '/J?...,_~;+;.zf",,__ ______________ _ 
(Middle Initial) (Last) 

Birth Date 
-; ) 

Address 

Home Ph< 

III. List All Eligible Family Members Below {if electing dependent coverage): 

Spouse 

Child 

Child 

Child 

Child 

First Name Last Name Birth Date 

- I I 

eriod of 12 months 

Full Time Student? 

not applicable 

I agree to continue e~ent in the vision 
/ / ...::::~=-++==== 

Your Signatur~,/ M.- __ ,,.--, Date,/4?-J -cfj 

Sex 

0M/0F 

.(l 
n r 



Ceridian Benefits Continuat;,w ~ervices ,. 

-- -----~ - -__ =_:~t..--~ ~-~- - -

r 

- -_ --_ -sr$,ervices __ '.-~- -
- - ~- P(Yovt;retibyCendl;,ht; ,'_:_:-_-~ --_--

JCOBRA/BBS/SCSAdmin,, ij ( ,Y~! 

Olent Name: CITY Of MISSOURI CITY 
Client Accou:1t: 
Division/ Unit; nuli i null 
Employee SSN : ~ 

St~•u·• · "bffi'4 ~rl Qi',. ~. .... 1..,,."1;.·u. 

Toolbo~, 

Message: Document was successfully submitted to the WebQE Database. 

F:ecords attached to this Document: 
l...\ST FIRST i'4I ADDRESS CITY ST Z.l!> JU'l.T 

F l:MP 

N7/tl7f 

New Document 

https://ncrr2.ceridian.com/eqeweb/webqe_newhire_stub_5.jsp?stp=5 

Page 1 of 1 

-
-----== 

------
---~_._;;:,-

10/8/2009 



Ceridian COBRA Continuation Services 
NEW EMPLOYEE/COVERED SPOUSE 
NOTIFfCATION FORM 

Ceridian COBRA Services Center 
P. 0. Box 534066-

From: _ _ ....:....... _ __ --=-- ---- ----
Company 

St. Petersburg, Florida 33747-4066 
DivlsionorRegiooCode CompanylD0< UnilCode 

Ceridian COBRA Services Account #: ______ _ 

Please notify~following riew employee and/or new spouse of his/her COBRA continuation 
rights: l!I new employee • newly covered spouse · 

If an active covered employee who has been notified previously by Ceridian is adding a spouse to the 
plan, check here: • · 
Employee SSN#_ 

\__ 

· Nameof 
Emptoyee: 

Mailing Address: _ 

Last 

-. street 

~ u 1d17r;; f7 
_1 I 7 

(}. 5 A/t:;IJV & . 
First 

City 

Name of Spouse: 
- -,-La_s_t ------ -----

R. 
State 

111/t111 

First 

Note: This.employee has dependent(s) who live at the following different address(es): 

Name: -------------- -- Relationship:. ___________ _ 

Mailing Address: ___________ _______________ _ 
Street · City State . Zip 

Name: Relationship: ---------------- - - ----------

Matling Address: _ _ _ _______________________ _ _ 

Street City State Zip 

: Prepared by=-- ---------....---- _,..,..,,_..,...,...,,.,..,..,,.,.-..----- -------
Name and Trtle (please pnnt) 

Signature Date Phol)e# Fax# 

Ceridian COBRA Services Center · 3201 34th Street South• St. Petersburg, Florida 33711-3828 
Telephone: 800-488-8757 • Fax: 727-865-3648 

© 2004 Ceridian Corporation 



Hello, 

Geneane 
Merritt/MOCTYDOM 

10/29/2009 11 :29 AM 

To Edward G. Williams/MOCTYDOM@MOCTYDOM 

cc 

bee 

Subject Change of benefits 

I would like to change my benefits from HSA to PPO if possible. 

Thank You, 

Capt. Geneane Merritt .. 10032 

b.<?~v-ol 
~ ~ \-\~~ 

\t.) 
~~ ~'v~-,~~ 

' 



OptumHealthFinancial.com 

OptnrnHealth 

Participants Dvcurnenta!icn Heip 

Paiib:rnn!s > Sa.'.m~h f~es!.!!ts > GE.NF.ANE fviERRITT > Terminate Participant 

Terminate Participant 

Terminatio~ Date (mmldd!yyyy) : ·11_0/3~ 1?909 '. W~ 

Cancel and Go Back ~~~j 

PrivHcy & Security I Ccn!act Us J Terms o1 Use 

© 20CS OptumHeai!h Financial Ser..rices . All Eights Resan;ed. 

Page 1 of I 

Welcome CITY OF MISSOURI CITY 

Logged in as Toni Moore 

Profile 

Logou1 

https://secure.optumhealthfinat1c1al.com/portal/server.pt?uuID=%7BEEL ~1 2Dl-A578-5 ... 10/29/2009 



10/08 / 2008 18:08 FAX 28 1 28 1 4233 CI TY OF MISSOURI CIT ~ 

TRANS MI SS ION OK 

TX/R X NO 
RECI PI ENT ADDR ESS 
DESTI HA TIOt~ ID 
ST. TIME 
TIM E USE 
PAG ES SE NT 
RE SULT 

********************* 
*** TX REP ORT *** 
********************* 

1315 
81800785878 8 

10/08 18:08 
00'5 5 

3 
OK 

~\l ~ HUMAN RESOURCES and ORGANIZATIONAL P EVEI.OPMENT 

n:11sso1Jr1 CI'I'Y 
EDWARD G. WILLIAMS, Ph.D., DIRECTOR Of HOMAN RESOURCES 

T I= X A S 
1522 Tl!XAS PARl<WAV MIHOURl CITV, TEXAJ 77/189 

FACSIMILE TRANSMITTAi~ 

Recipient: O ptumHealthBa n k 

Recipient Fax: 800-7 (j5-6766 

From: T0ni McCn11ough-Moore: ext . 8684 
HR/00 Tcc.hn ici:c.m 

Date: August 4 , 2009 

Pages: ---..;3;.... _ . indu din g this cover sht::et 

Subject: Acc.Oll nt Holder: Genean e R . Hughes 
HDHP Effective Date: OCJ/27/200 9 

COMMENTS: 

Folln,ving ii; 1.he cornpl<:tc:d a pplication for the referenced employee Lo ef;tablish an 
,icco1.ml.. Plca~c process in your usual and customary manner. Sh ould ym1 hav,~ any 
q u c-: sf-.inns. pkast: do 110!. hc.:~it.atc l.o cunl:'1N our c.1 fficc. 

~ 001 



:,~~,,~\ HUMAN RESOURCES and ORGANIZi )NAL DEVELOPMENT 

ffilSSOUTl CITY 
T E X A S 

EDWARD Ci. WILLIAMS, Ph.D., DIRECTOR OF HUMAN RESOURCES 
1522 TEXAS PARKWAY MISSOURI CITY, TEXAS 77489 

FACSIMILE TRANSMITTAL 

Recipient: OptumHealthBank 

Recipient Fax: 800-765-6766 

From: Toni McCullough-Moore ext. 8684 
HR/OD Technician 

Date: August 4 , 2009 

Pages: ~3:::--_, including this cover sheet 

Subject: Account Holder: Geneane R. Hughes 
HDHP Effective Date: 09/27/2009 

COMMENTS: 

Following is the completed application for the referenced employee to establish an 
account. Please process in your usual and customary manner. Should you have any 
questions, please do not hesitate to contact our office. 

WEBSITE: http: //www.ci.mocity.tx.us PHONE 
EMAIL: HRTemp@missouricitytx.gov 

(281)403-8500 FAX (281) 261 -4233 
(281 )403-8971 



SafeGuard Page 1 of I 

H:C!i'11:~ I f Ff~Q gj i HEtP U SHlH 01.JT Q ,1.:JSER: City of Missouri Administrator 

1bsareGuard r Client y Membe~ l( Provid~r l 
Home I Employee List I Employee Detail 

Employee Detail 

\ B;;w is a sum~ ry of information for City of Ml~s-;;~ri City #81764 employee MERRITT, GENEANE. To make changes 
j to this employee, click on the appropriate buttons below. 

General Information 
Employee Name:cr-MERRITT, ~~EANE 

Date of Birth: '.> 1.- _ /. 
SSN: ll1/ll1'fN 7 

Employee Number: 

Address & Contact Information 
Street: 

City: 
State: 

Zip Code: 

Employment Information 
Hire Date: 09/27/2009 

Group Name 

City of Missouri City 

User Account Information 

Cover Spouse: N 
Spouse DOB: 

Number of Children: 3 
Language Code: English 

Group No. 

81764 

Work Fax: 
Email: 

No Group Administration User Account is established for MERRITT, GENEANE 

. Done , .. _._....._~~ 

©2001-2006 Verilet 

https://online.safeguard.net/Router.jsp?source=List&component=EmploveeMaster&action... 10/8/2009 



I EE 

ffilSSOUfl CITY 
T E X A S 

THE DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT 

2009 EMPLOYEE BI-WEEKLY HSA CONTRIBUTION DEDUCTIONS 

Total City Emp!Max Opt# 1-Two · Opt# 2-Four Opt# 3 -Six Opt# 4, 
allowed Contributes Contribution 
in 2009 (optional) 

payments in payments payments 24 payments 
Jan 09 between Jan between Jan between Jan 

and Feb 09 ' and Mar 09 and Dec 09 
$3,000 $ 1,250 $1,750 $875.00 . $437.50 $291.67 $72.92 

I EE+FM $ 5,9 5 0 $2,250 $3,700 $1,850.00 $925.00 $616.67 $154.17 

As a Health Savings Account (HSA) holder, you have the option to authorize the City to withhold pre-tax 
dollars, which the City will then deposit into your HSA. This deduction may help you reach your allowable 
annual contribution. Since your contribution to your HSA is optional, you may change the amount you 
contribute twice each year. However, you can only change from option 1, 2 or 3, to option 4 or 5. You may 
only change from option 4 to option 5. If you choose option 5, the City will NOT withhold any moneys for 
your HSA, but you are still responsible for bi-weekly premiums. A final alternative is option 6, wherein 
active employees may elect to contribute any amount to their HSA via payroll deductions (i.e. $15, $25, 
$50, etc ... per pay period). 

Please check the box (contribution option) that best reflects your choice for withholding of 
funds that the City will deposit into your HSA account (Check ONE only): 

Employee Only: 

• Option #1 $ 875.00 on 2 Paydays 

• Option #2 $ 437.50 on 4 Paydays 

• Option #3 $ 291.67 on 6 Paydays 

• Option #4 $ 72.92 on 24 Paydays 

• Option #5 $ 00.00 per pay period 

• Option #6 $ 

Employee/Family: 

• Option #1 2 Payments of $1,850.00 

• Option #2 4 Payments of$ 925.00 

• Option #3 6 Payments of$ 616.67 _ • Option #4 24 Payments of $154.17 

~ Option #5 $ 00;00 per pay.period 

(1/9, 1/23) 

(1/9, 1/23, 2/6, 2/20) 

(1/9, 1/23, 2/6, 2/20, 3/6, 3/20) 

(Jst & 2nd Pay Day of each month) 

(Active employees must still pay premiums) 

(Amount you want the City to deduct from your paycheck) 

(1/9, 1/23) 

(1/9, 1/23, 2/ 6, 2/20) 

(1/9, 1/23, 2/6, 2/ 20, 3/6, 3/ 20) 

(Monthly payment option) 

(Active employees must still pay premiums) 

• Option #6 $. ____ _ (Amount you want the City to deduct·from your paycheck) 

Printed Name ~'-~ Signature ~ Date 

Opt# 5 
No 
payments 
in 09 
$0.00 
$0.00 



~S [~S7,l \71 
,iUMAN RESOURCES and OR, ...... NIZAi _ 4AL DEVELOPMENT .--~,·~ -~ ~ rrnssour1 CITY 

T E X A S 
EDWARD Ci. WILLIAMS, Ph.D., DIRECTOR OF HUMAN RESOURCES 
1522 TEXAS PARKWAY MISSOURI cnv, TEXAS 77489 

FACSIMILE TRANSMITTAL 

Recipient: 

Recipient Fax: 

From: 

Date: 

Pages: 

Toni McCullough-Moore ext. 8684 
HR/ OD Technician 

~Cvl\ . (p, 2--Q\O 

S , including this cover sheet 

Subject: \j ~ C,\ 0 \I\ ~ ~..(.;-\ \)L-·\·c:(\ \ c... 

~V•'t V\..,__ ·~. '. C"-r-j c-f 1--A:c.c.ow,; Ot'j,IS9"1s ' 
COMMENTS: 

...-.---
ic>\ \awi~j OK": ~~~ ~\ c. -¾},,,-o~\-f- ~d 

U" ""'6 IJ \C:;I""' x> \.-.-- · 

WEBSITE: http:/ /www.ci.mocity.tx.us PHONE 
EMAIL: HRTemp@missouricitytxgov 

(281)403-8500 FAX (281) 261-4233 
(281)403-8971 



HUMAN RESOURCES and ORGANIZATIONAL DEVELOPMENT 

T E X A S 
EDWARD G. WILLIAMS, Ph.D., DIRECTOR OF HUMAN RESOURCES 
1522 TEXAS PARKWAY MISSOURI CITV, TEXAS 77489 

FACSIMILE TRANSMITTAL 

TO: 

FAX: 

FROM: 

. DATE: 

TML-IRP 

281-893-8705 

Toni Moore 
HR/ OD Technician 
HRTemp@rnissourici tytx. gov 
(281) 403-8684 
(281) 403-8971/fax 

PAGES: _, including this cover sheet 

SUBJECT: 

COMMENTS: · 

My best, 

Toni Moore 

WEBSITE http://www.ci.mocity.tx.us PHONE (281)403-8500 FAX 

' I 

(281) 403-8971 



Employee Health Ca, 

l og out 

'i"\ <., ~-Provider locator 

The value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim history 

.£1igibllity entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

Benefit.-, Benefit Description Page 1 of 1 

i' ' 

Please Note: Member must be eligible at dale of service to receive benefit. 

Coverage Type: EMPLOYEI 

Coverage for: Claim 
Authorization Explanation GENEANE MERRITT 

Number 

Eligible for an exam 01/06/2010 

Eligible for lenses o r contacts in lieu of 
eyeglasses 01/06/201 O 

I Eligible for frames 01/06/201 o 

Claim authorization numbers are valid for 60 days . 

For additional information please contact our customer service department at 1 (800)638-3120. 

General Plan Information 

To view general information which applies lo all individuals 
eligible for this plan, select the type of information you are 
interested in from the list on the right. 

[Back] 

Copays 

Out-of-Network Reimbursements 

About your vision 

Privacy Notice: l!r:less otnerv..iss specified, all information in thl:s Web site refers to Spectera, :nc. 

Horna 

However, prepaid vision-only coverage Is provided within each slate Dy lh.e companies staled in the Rcgulalo,y lnlom,atlon by State. 
© ~OS Spactera lne. All rights reserved. 

r 

I 

https ://ww2.spectera.com/clientBenefitsDescription.jsp 1/6/2010 



Employee Health Car 13enefJ,t,. Benefit Description Page 1 of 1 

Log out 

; :i'\ 
· .,,. Provider locator 

The value of vision care 

W hy choose Spectera? 

Producer ccmpensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim history 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

Please Note: Member must be eligible at date of service to receive benefit. 

\ 
For additional information please contact our customer service department at 1 (800)638-3120. 

General Plan Information 

To view general information which applies to all individuals 
eligible for this plan, select the type of information you are 
interested in from the list on the right. 

[Back) 

Atcutus Contact us Media cef:'ter 

Copays 

Out-of-Network Reimbursements 

About your vision Home 

Privacy Notice: UcJess o\l\e:wise specified, all inlormatlon ir. this Web site refers to Spec!era, inc. 
However, prepaid vision-only coverage is providee! within .:,ach state by the companies ~1ated in the i'll?l!ulatory Information by State. 

© 2005 Spoctera Inc. All rights reoorved. 

1/6/2010 



Employee Health Car 13eneff Benefit Description Page 1 of I 

Log out 

/ i'-1. 
· ',;, Provider locator 

ll1e value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim history 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

Clients and Benefit fu1enage-rs 

Co-Pays for Member and Dependents 

!service Description !co-Pay I 
EXAM 7 $10.ool 

!MATERIAL COPAY $25.ool 

!LENTICULAR/CATARACT $25.ool 

FRAME I $25.ool 

lcoNTACTS $25.ool 

IDISPOSABLE CONTACTS $25.ool 

[Back] 

Aboutus Contact us Media center About your vis,on Home 

Privacy Nc1ice: Unless olherwise specified, all information in this Web site refers to Spec!era, Inc. 
However, prepaid vision-only coverage is prcvided within each s!..at'e by the companies stated in the Regufalory ln/ormatian by State. 

© 2005 Spectera Inc. A ll rights resented. 

l-,ttn<: · / /umr? <:nPr.tPr::t r .nm /cl iP.nt'Re:ne:fitsDescrintionC:onav. i so?memberSSN=2 l 0681185&0 ... 1/6/2010 



Employee Health Car 'ienefit~ Benefit Description Page 1 of 1 

Log out 

✓-~ 
··, " Provider locator 

The value of vision care 

Why choose Spectera? 

Producer compensation 
(PDF) 

Frequently asked questions 

Glossary of terms 

Benefit description 

Claim history 

Eligibility entry 

Enrollment forms 

Order status 

Out-of-network 
reimbursement 

Register new users 

Update registration 

Clients anci Benefit Managers 

Out-of-Network Reimbursements 

!service Types Reimbursement Amount I 
EXAM I $4o.ool 

jSINGLE VISION S4o.ool 

jBIFOCAL sso.ooJ 

jTRIFOCAL sso.ool 

jLENTICULAR/CATARACT $So.col 

FRAME I $45.ool 

JcoNTACTS $1os.00J 

jDISPOSABLE CONTACTS I s1os.ooj 

JcoNT ACTS-MEDICAL II s210.00! 

[Back] 

/\boutu& Contact us Medta center About your vision Horne 

Privacy Notice: Unless otheM·ise specified, au information in this Web site refers to Spectera, lr.c. 
However, prepaid vision~only coverage is provided within each slate by the companies stated in the Regulatory Information by State. 

© 2005 Spectera Inc. All rtghts reserved. 

https:/ /ww2.spectera.com/ clientBenefitsDescriptionReimbursements.j sp ?members SN=2106 ... 1/6/2010. 



City of Missouri City 
Department of Human Resources & Organizational Development 

2010 Benefits Year: STATUS CHANGE PROPOSAL 

,=·•-- -- --···- ---- . -, 
During Annual Enrollment, P,ENEANE MERRIT1i elected the benefits listed below, 
and agreed to the corresponding rates for the 2010 calendar year. 

Coverage Tier: EC 

Benefit: 
Medical: 
Dental: 
Vision: 

Optional Benefits Elected: 

HR/OD Approved 

PPO 
PDP 
Vision 

Rate Per Pay Period: 

(if blank, no change(s) from previous year) 

Optional Benefits Cancelled: 

' 
'fr\._J-l~ 

HR/cbD Entered 



nussour1 CITY 
T E X A S 

DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT (HR/OD) 
2010 ANNUAL ENROLLMENT ABBREVIATED ENROLLMENT FORM 

In the event you do not wish to make any changes to your Benefit Elections for medical, dental, and vision (for the 2010 
calendar year), you may complete this Abbreviated Enrollment Form. If you wish to add, cancel, change or enroll in any 
new benefits, you must complete the corresponding enrollment form and supporting documentation then submit these to 
HR/OD by 12:00 P.M. Noon on Thursday, October 22, 2009. 

~EoicAt:: stfiE cRoss-Bi.uE· smEtP 
Preferred Provider Option (PPO} or 

Health Savings Account (HSA) 

~ No Change in coverage for 201 O ( Same as 2009) 

D Decline Coverage for 2010 (Medical, Dental & Vision) 

D Cancel Coverage for 201 0* (Attach Application) 

D Change I Add Coverage for 201 0* (Attach Application) 

D New Enrollment* 

D Change PPO coverage to HSA coverage* 

0 Change HSA coverage to PPO coverage* 

0 Change Dependent coverage* 

*Complete application/enrollment form 

HEALTH SAVING~_ACCOUNT l~§A}_~J 
*Must complete HSA Contribution Fo~ 

D N~ g in coverage for 2010 (Same s2009) 

0 EE- EMPLOYEE 

0 EE+ FAMILY* 

0 OPTION 1 

0 OPTION6 

__ '. Y!.SION:. UNITED DEALT~£~ SPECTERA j 

B(_ No Change in coverage for 2010 (Same as 2009) 

D Change / Add Coverage for 201 0* 

D New Enrollment* 

D Change Dependent coverage* 

*Complete application/enrollment form 

,··-, 

DENTAL : · METLIFE/SAFEGUARD -···-- . ·--··--·~--~-· -·-·- ---

Dental Health Maintenance Option (DHMO) 
Preferred Provider Option (PPO) 

-25( No Change in coverage for 2010 ( Same as 2009) 

0 Decline Coverage for2010 (Medical, Dental & Vision) 

D Cancel Coverage for 201 0* (Attach Application) 

D Change/ Add Coverage for 2010* (Attach Application) 

D New Enrollment* 

D Change DHMO coverage to PPO coverage* 

0 Change PPO coverage to DMHO coverage* 

D Change Dependent coverage* 

*Complete application/enrollment form 

OPTIONAL BENEFITS-:: ---- ~:------ , __ ,, ___ .... ·- ~~ 

0 ~hange in coverage for 2010 (Same as 20 ) 

D Chan e / Add Coverage for 201 0* (Attac pplication) 

D Cha e* D New E 

0 AFLA FLAC 

0 ICMA 

D Nationwide D Nationwide 

TfJ-New Enrollment (Basic Life & AD&D) 

0 Change / Add Coverage for 201 0* (Attach Application) 

-.....,--:- FLEXIBLE SPEiijjjg""ACCOUN~{~--.. ---·_J D Voluntary Supplemental Life Insurance (Employee only) 

~ * Enrollment Forms Required / D Voluntary Supplemental AD&D (Employee only) 

D No Change-i~ overage for 201 0*(Same 009) D Voluntary Dependent Life Insurance 

D Change/ Add C~Fage for 20 Attach Application)* *Complete application/enrollment form 

0 New Enrollment* -......,~ . _· __ ', .. : .·:: ADDRESS CHANGE_ - ... - ·- ........ .... _ 

0 Medic eimbursement co~ge* Do we have yrr current address on file? 

0 D pendent Care coverage* ~ ~ES D NO 

D Decline_ Coverage for 201 o *****If NO, please complete a Change of Address Form***** 

~ print r ..,,_ then sign & ..,, before~,._~ . ~ ~/ 

NAME: futE:-A;,./,£ ;/V-e/'v f S@at~r~w -~ P;l~e: . 10 [ 3ol 09. 



H ! __ l _, : _ _i __ ,_ IJ r - - ···· . ·-·-,.-··, 
L __ Lj_J NROLLMENT APPLICATION/ CHANGE FORJ 

Group# 

'--"-=------'._i .J, __ ; .. _J 
Group# 

Section# Social Security Number 

+. 
'

. BlueCro:SS BlueShield • FORT DEABBOI.IN LIJiE 
~ of Texas 1"'"'""'' o,,,.po•y 

Category • • "".,..1:•d""""'-'-.-"'--bll;191,11 

SECTION 1 - ENROLLMENT EVENTS • 
~ New Enrollee D Add Dependent 
Are you applying as a result of a Special Enrollment 
Eveot? • · Yes '1Sl No If yes, select 
Event: D Marriage O Birth, Adoption, Suit for Adoption 

D Court Order (see instructions) 
0 Lou of Other Coverage (pcovi.de Cerrifiotion of Cover-aJl.e) 
D Orher (Explain): 

SECTION 2 - PLEASE TELL US ABOUT YOURSEL 
l..lst Name 

!7?& 7 

.~GIEGKAU. lH~r°~LY--l{YaJ AAEO£mt-lWWt ,·. ,. ·/COt,,PLETf~'2;AND}(h!ii-1 
Add Coverage, ~ ";;j~----·-• o:;-;:i··--·-~- D Cancel Enrollee~-- --~--~--•C:::;;';e!D;dent ... 

D Term Life O Dependent Life List names of those canceling in Section 4 below 
0 Short Tenn Dis-ability (STD) Event: 0 Divorce D Death 
D Long Term Disability (LTD) D Terminated Employment 

D Change Primary Care Physician (PCP) • Other 

Rca~ .. ·----- --------
0 Change Primary Care Dentist (PCD) 

Indicate Event Date: __ / __ / __ 

Reason; _____ _______ _ 

0 Change Address/Name 

Cancel Coverage: D Health D Dental D Term Li 
D Dependenr Life D STD D LTD 

:.,G~BENIF:DroiNi' 
Date of Birth h 

City,,,,-- I I 
wt1 

_j 

r/Mf 
-- ~ I Zip . '·- '-. .:1 

I I .A' u Mate ~mate ousmess Yllone,: _ J n omc !"none <= : ....,
1
\
1 

~ " . . . . . _ _ , __ -----Y work at 1"'1St5U hours a week tor this employ,lr~ 7, 

IO fYes • No 

Eligibility Status: tiv . ployee D Retired Employee • Date of Retirement: - - ----- -------• COBRA Continuation 
D Continuation of Group Coverage (insured plans only) D Dependent Continuation of Group Coverage (insured plans, only) 

SECTION 3 - SELECT YOUR COVERAGE _PIEAse:OiE0< Ati!f~---:::~v.._,,_:~ __ .;:. -.~7'7~..._: ____ ~~-::-1.:::::.:.~· ,~~ 
Health (select one) 
f;l'PPO O HMO . 
D Bluef.dge HCA D BlueEdge HSA 
0 HMO Consumer Oioice Plan (small group only) 
D PPO Consumer Choice Plan (small group, only) 
D O cher: _________ _ _ _ _ _ 

Plan "'• if known: 

Complete only if you are applying for HMO cove~oe, 

Enrollees (select one) Dental Enrollees (select one) 
D Yes O Employee Only 
• No D Employee /Spouse 

Plan..-, if known: 
0 Employee /Child(ren) 
• Family 
D I am nor applying 

for dental coverage 

Primary Language; D Check here to request a Spanish Member Handbook 
Do you have a disability affecting your ability to commw:,ic;ite c,r read? D Yes D No 

If "Yes", describe special communication materials nc:::ed:;ed;::,: ;;:.=.:;;::;;:=;:==:::;::;;::;:':=::::;:;:;;;;::'::;:;;;::;:;:::::::;;;::;;:::;:;:=;;:;;===;;=::;:;:.:;:;;:;;:::;;::::;;::=:;:;::;::::::::::;;;:;;::::;::::;::;;:::;:::;:::::::::;;;::;::;::;::===:.,,, 
• • • ·S$:A ~ FQR·tw.0-~lOS-~·:seiEq.A.PCQ·FQ'R·HMQ~~ l;i!i,roo{(~•n6t,;f.(bl!'lli:1,'c_·-:s :,; ;. .,] SECT! 

PCP No. New Patient? PCD Name PCD No. New Patient? 
• YON O N 

Employee Occupacionnob ride: W~erace$ per D hour D week D month D year 

Group Basic Term Life & AJ:tl&D 0 I do not apply 0 I do apply Amount$ 

Group Dependents' Life ' D I do not apply D I do apply 

Group Supplemental Life ! D I do nor apply . D I do apply 

Employee election; $ Spouse election: $ Child election: $ 

Short Tenn Disabilicy (STD) 0 I do nor apply D !do apply 

Long Tenn Disability (LTD) D I do not apply D !do apply 

Primary First Name Initial Last Name Relationship Date of Birth Social Security No. 

Beneficiary 

Contingent First Name Initial Last Name Relationship Date ofBirth Social Security No. 
BeneHciary 

EE/OiGS 0807 .dB.427.01 



Social Security Number: j ,-,.,.,..--=-,-==..,..-· H G roup # L i .I-:- !_ 
~DpJ~,l0J\~/4t 1if~L'iifeG~F0R:ttM0, Olt'-i~~~-c8~f:£:J?'.:1J 

Last Name: 

SECTION 6 - PREVIOUS COVERAGE INFORMATION 
In order to receive credit for pre-existing condition waiting periods, you must provide information about the last 12 months of coverage (18 months if new/current coverage is se 
funded) for you and any dependents listed. If you have a certificate of prior coverage, please attach a copy to this enrollment applicat ion. (If more than one plan was in effect, or 
information is different for dependents, attach additional pages.) If Medicare, please complete the Medicare Coverage Information in Section 8. 
List names of every individual covered: 

Name of Primary Enrollee 

Employer's Name: 

I 
Date of Birth 

I I 

Name and address of other insurance company, TPA, HMO: 

SECTION 7 - OTHER COVERAGE INFORMATION 

• Male 
0 Female I 

Relationship to Applicant 

D Self D Spouse D Dependent 

Employment Date_ / _ /_ 

Effective Date_ /_ /_ 

Will Coverage be Continued? D Yes O No 

If No, Expected Cancel Date_ /_ /_ 

Group or Policy No. 

Type of Coverage 

• Health 

• Dental 

ID Number 

Type of Policy 

0 Self D Family 

0 Employee/Spa, 

0 Employee/Chi! 

Complete this section only if you or any of your dependents have other health and / or dental coverage that will not be cancelled when the coverage under this application 
becomes effective. List names of each individual covered: · 

Type of Coverage Group Coverage Name and Address of Other Health Care Company 

• Health O Dental • Yes • No 

Name of Policyholder Date of Birth • Male 

0 Female 

ID Number Employment Date Effective Date of Coverage 

.. 
·Name of person covered: 

D Medicare Part A (hospital) 
Starr Date:. ______ _ 

Month/Day/Year 

• . ' 
End Date:. ______ _ 

Month/Day/Year 

D Medicare Part D (prescription drugs) 
Start Date: End Date: _____ _ 

Month/Day/Year Month/Day/Year 

Relationship to Applicant Type of Policy 

D Self D Spouse D Dependent D Self D Two Person D Family 

Group or Policy Number 

Medicare HIC# (from ID card): 

D Medicare Part B (medical) 

Start Date:...,...,_.,....,,,,-=-­
Month/Day/Year 

Employer's Name 

End Date: 
·~M,.,..on-t7h/Da=-y"'/Y""e-ar--

If BCBSTX is not the Medicare Part D carrier, please provide name and address of 
the carrier: 
Name: ____________ _ ____ ______ _ _ _ _ _ 

Address:_ --::::-- ------- -=-- -------------
Ciry Srate 

Check reason for Medicare eligibility: D Entitled age D Entitled disability D End-stage renal disease D Disability and current renal disease 

Name of person covered: 

• Medicare Part A (hospital) 
Start Date:._______ End Date:. ______ _ 

Month/Day/Year Month/Day/Year 

D Medicare Part D (prescription drugs) 
Start Date: End Date:. ___ ___ _ 

Month/Day/Year Month/Day/Year 

Medicare HIC# (from ID card): 

D Medicare Parr B (medical) 
Start Date: 

·aM.;-o-nth/'"Da"""1"•/Y"e-ar--
End Date: 

·-:M,..,-on-rh/"'D'a-y/Y"e_ar __ 

IfBCBSTX is not the Medicare Part D carrier, please provide name and address of 
the carrier: 
Name: _________ _____ ____________ _ 

Address:,---,C"'i_cv _________ "'St_a_t•--- ------- --~ 

Check reason for Medicare eligibility: D Entitled age D Entitled disability D End-stage renal disease D Disability and current renal disease 

• • • • • 
Name of disabled dependent 

Has disability been diagnosed as permanent? D Yes D No If temporary, how long is dependent expected co remain disabled? _ _______________ _ _ 

ls dependent unable to work due to the disability? D Yes D No If disabled child is over the dependent age limit of your employer's plan, please attach a completed 
Dependent Child's Statement of Disability form. 

SECTION 10 - DECLINATION OF HEALTH COVERAGE 
This is to certify the available coverage has been explained to me. I have been given the opportunity to apply for the coverage offered to me and my eligible dependents and have 
voluntarily elected to decline the coverage as indicated below. If I desire to apply for coverage at a later date, I understand tliere may be a delay in the effective date of the coverage 
as well as a pre-existing condition waiting period. 
Employee _ ____________________ _ 

Reason for declining: D Other Group Coverage D Medicare D Medicaid D Other, explain: _____ _ _ _________ _ 
Spouse _ ______________________ _ 

Reason for declining: D Other Group Coverage D Medicare D Medicaid D Other, explain: ___ _____________ _ 
Child(ren) _ _ _ _ _ _______________ _ 

Reason for declining: D Other Group Coverage D Medicare D Medicaid D Other, explain: ________________ _ 

SECTION 11 - COVERAGE CONDITIONS 
• I am an employee of chc Employer named in this Enrollment Application. I am eligible to participate in the covCI'..lge(s) afforded by my Employer's plan, which is either underwritten or adminiscered by Blue Goss and 

Blue Shield of Texas (BCBS1X) or Fon: Dearborn Life Insurance Company (FDL). On behalf of myself and any dependents listed on this Enrollment Application, 1 apply for those coveroge(s) for which [ am eligible.' 
I state du1t the information given on chis Enrollment Application is true and COTTCCt. I undm:tand and agree that any incottect statements material to the risk and knowingly made by me will invalidate my coverage(s) 

• Only those covcrage(s) and amounts for which I am eligible will be avai?able to m e. I understand that if this Enrollment Application is accepted, the covcrage(s) will become effective in accordance with the prov 
sions of the Contracts(s)/Plan(s). 

• 1 understand that the Health coverage for which I am applying may have a pre-existing condition exclusion waiting period. 
• l agree that my Employer acrs 35 my agent, I aurh rue necessary payroll deduction by my Employer, if any, to cover the cost of my covcragc(s). 
• I understand .that my participation in the cov (s) is subject to any future amen~mem. I a lso w\derscand thac all notices given to my Employ~ are binding upon me. 

Applicant's Signature Date 

EE/OfGS 0807 
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111/m(/141 
' rT"-,· 1 . . ·---,- . H I _ i ___ i _ _L_ _ __ LI · - ···--·····-··,···-1 r ______ LI __ . _ !._f_J ( ENROLLMENT APf -:ATION/ CHANGE FORA 

Group# 
r I i ~ l ··-i 

Section# 

~~ion
1
/ 

D(pti# ' ---•-· ._._,,,...,, "I ' ......... ...,..,_,, 

+. '1. BlueCross BlueShield • FO:Rt DMllllOllN LlJ.'£ 
lnturanu ('n;r.pt:n;; 

-·Group# 
- --· __ , _..J 
Dept# ;,.,....-c,n-..~--.:•.i;~c;,_ 

~ ofTelWl 
Category • • 

New Emollee O Add Dependent 
_ PlEA.2f.S!:!~ All THAT APPLY - lF Y',?lJ A!!!=.~!:l.~ . CCNEJIAGE., C~~~_]_'.;_"-f:.lQ (?N! 

~ ealth D Dental O Cancel Enrollee O Cancel Dependent 
Are you applying as a result of a Special Enrollment 
Event? D Yes 'S No If yes, select 
Event: • Marriage D Birth, Adoption, Suit for Adoption 

D Court Order (see insm,crions) 
D Loss of Other Coverage (provide Certification ofCovera~) 
D Other (Explain): 

0 Term Life O Dependent Life List names of chose canceling in Section 4 below 
D Short Term DisabUicy (srD) Event: D Divorce D Death 
D Long Tenn Disability (LTD) D Terminated Employment 

D Change Primary Care Physician (PCP) D Ocher 
Reason: ____________ _ 

U Change Primary Care Dentist (PCD) 
Indicate Event Date: / _ !_ 

Reason: __________ _ _ _ 

Indicate Event Date: __ / __ / __ D Change Address/Name 

Cancel Coverage: 0 Health D Dental O Term Lif 
0 Dependent Life O STD O LTD 

• COMPLETE EVEN IF DECLINING (O~Gf: 

/ - ~cial Security Number ...., p1/ 
ir1r 
,r1 

uJjJnr 
I I 1 nome !"none:; ..., 11) 

~ame of Employer - - ~di 
Do you usually work at leasi30 hours a week for this employer? 

Yes • No 

Eligibility Stacus: dtivGt_nploy~ 0 Retired Employee - Date ofRetiremenc: 
D Continuacion of Group Coverage (insured plans only) D Dependent Continuation of Group Coverage (insured plans, only) 

. fu.AsE.CHECK.A.lLTHAT Af'l'l.y ---·------ ·-- ------SECTION 3 - SELECT YOUR COVERAGE 
Health (select one) 
-~ i'PPO • HMO 
D BlueF.dge HCA • BlueEdge HSA 
0 HMO Consumer Choice Plan (small group only) 
D PPO Consumer Choice Plan {small group, only) • Other. _ ____________ _ 
Plan#, if known: 

Complete only if you are applying for HMO coverage: 

Enrollees (select one) Dental 
• Yes 
• No 

Plan#, ifknown: 

Primacy Language: 0 O>eck here to request a Spanish Member Handbook 
Do you have a disability affecting your ability to communicate or read! D Yes D No 

- ·Enrollees (select one) 
D Employee Only 
D Employee /Spouse 
D Employee /Child(ren) 
• Family 
D I am not applying 

for dental coverage 

If "Yes", describe special communication materials needed;::'.::'..:'-=== ========================================-
• • • Sa.EC,- A PCP FOR HMO OR POS ONlY. SEI.ECT A PCD FOR HMO WE TEXAS DENTAL OPnoN ONLY. 

~Jl:ployee/Enrollee's Name , / 
Ur.:w e nve. me f'r. tr 

PCP No. New Patient! 
• YON 

PCDName PCDNo. New Patient? 
• .¥ n 1'1 

ACCIDENTAL DEATH AND DISMEMBERMENT (AD&D) AND DISABILITY INSURANCE COVERAGES 
Employee Occupation/job title: ___________ _ Wage rare $, ________ per D hour O week D month D year 
Group Basic Tenn Life & AD&D 

Group Dependents' Life 
Group Supplemental Life 
Employee election: $ 
Shore Term Disability (STD) 

Long Term Disability (LTD) 

Primary 
Beneficiary 

Contingent 
Beneficiary 

First Name 

First Name 

DI do not apply 

D I do not apply 

• 1 do no t apply 
Spouse election: $ 

DI do not apply 

• I do not apply 

Initia l 

Initial 

D I do apply Amount$ 

D I do apply 

DI do apply 

Child election: $ 
0 I do apply 

• I do apply 

Last Name Relationship Date of Birth Social Security No. 

Last Name Relationship Date of Birth Social Securicy No. 

A Oitk:ic:o o! 116oth Core. Ser-tee Cc.po10!io11, o i\'t..1lool wg:,I P.e--..e,~ Com~y. 011 hdepencf,31,l lfooMee of 11,,e l!,!ue Oo~s ond But Sli eld AJ~io!ion f«I Oa01bon1 Ufe Jn$u,ooce Company. o wlemb-!1 of lhe P,ek>,red Fnanclol G1011p 

EE/CHGS 0807 



Last N a me : / 
I 

SECTION 6 - PREVIOUS COVERAGE I FORMATION 
·s ocial Security Numbe r: I ------, H Group #! J .r _!_ i 

-Eio"-Nor. COMPLETE IFAPPLYINGFOR HMo oRSIN-HosPITAL:,NDEMNrTY coveRAGE___ •· ··-·--;,-.=-
In order t() receive credit for pre-existing condition waiting periods, you must provide infonnation about the last 12 months of coverage ( 18 months if new/current coverage is self 
funded) for you and any dependents listed. If you have a certificate of prior coverage, please attach a copy to this enrollment application. (If more than one plan was in effect, or ii 
information is different for dependents, attach additional pages.) If Medicare, please complete the Medicare Coverage Information in Section 8. 
List names of every individual covered: 

Name of Primary Enrollee I Date of Birth • Male 

I 
Relationship to Applicant Group or Policy No. ID Number 

I I D Female D Self D Spouse D Dependent 

Employer's Name: Employment Dace_ / _ /_ Type of Coverage Type of Policy 
Name and address of other insurance company, TPA, HMO: Effective Date _f_ /_ • Health • Self • Family 

Will Coverage be Continued? D Yes D No D Dental D Employee/Spous 
lfNo, Expected Cancel Dace_ /_ /_ • Employee/Child 

SECTION 7 - OTHER COVERAGE INFORMATION 
Complete this section only if you or any of your dependents have other health and / or dental coverage that will not be cancelled whm the coverage under this application 
becomes effective. List names of each individual covered: 

Type of Coverage 

• Health • Dental 

Group Coverage Name and Address of Other Health Care Company 

• Yes • No 

Name of Policyholder Date of Birth • Male 

D Female 

ID Number Employment Date Effective Date of Coverage 

• 
Name of person covered: 

D Medicare Part A (hospital) 
Start Date: ______ _ End Date:. _ ___ __ _ 

Mon ch/Day/Year Mench/Day/Year 

Relationship to Applicant Type of Policy 

D Self D Spouse D Dependent · D Self D Two Person D Family 

Medicare HIC# (from ID card): 

D Medicare Part B ( medical) 

Start Date=·--~---­
Month/Day/Year 

Employer's Name 

End Dace=--~---­
Monch/Day/Year 

D Medicare Part D (prescription drugs) 
If BCBSTX is not the Medicare Part D carrier, please provide name and address of 
the carrier: 

Start Date: _______ End Date:. ______ _ Name: ___ _______ _ ___________ _____ _ 

Month/Day/Year Month/Day/Year Address=---=------~--..,,,..----- ---------
Ciry State 

Check reason for Medicare eligibility: D Entitled age D Entitled disability 

Name af person covered: 

D Medicare Part A (hospital) 
Start Date:______ _ End Date: ______ _ 

Month/Day/Year Month/Day/Year 

D End-stage renal disease D Disability and current renal disease 

Medicare HIC# [from ID card): 

D Medicare Part B (medical) 
Start Date: ______ _ 

Month/Day/Year 
End Date=--~-~-­

Month/Day/Year 

D Medicare Part D (prescription drugs) IfBCBSTX is not the Medicare Part D carrier, please provide name and address of 
the carrier: ·-Start Date:_______ End Date:. ______ _ 

Month/Day/Year Month/Day/Year Name:----------------------------
Address=----- --- ----~----------- - - -

Ciry State 

Name of disabled dependent 

D Entitled age O Entitled disability D End-stage renal disease D Disability and current renal disease 

• 
Nature of disability 

Has disability been diagnosed as permanent? D Yes O No If temporary, how long is dependent expected to remain disabled? __________________ _ 

Is dependent unable to work due to the disability? D Yes O No If disabled ch ild is over the dependent age limit of your employer's plan, please attach a completed 
Dependent Child's Statement of Disability form. 

SECTION 10 - DECLINATION OF HEALTH COVERAGE 
This is to certify the available coverage has been explained to me. 1 have been given the opportunity to apply for the coverage offered to me and my eligible dependents and have 
voluntarily elected to decline the coverage as indicated below. If I desire to apply for coverage at a later date, I understand tliere may be a delay in the effective date of the coverage 
as well as a pre-existing condition waiting period. 
Employee ________ ______________ _ 
Reason for declining: 0 Other Group Coverage O Medicare D Medicaid O Other, explain: _ _____________ _ __ _ 
Spouse _________ ______________ _ 

Reason for declining: D Other Gro\lp Coverage D Medicare D Medicaid D Other, explain: ________ ____ _ _ _ __ _ 
Child(ren) __________________ _ 
Reason for declining: D Other Group Coverage D Medicare D Medicaid D Other, explain: __________ _______ _ 

SECTION 11 - COVERAGE CONDITIONS 
• I am an employee of the Employer named in this Enrollment Application. 1 am eligible to participate in the coverage(s) afforded by my Employer's plan1 which is either undernrritten or adminiscered by Blue Cross and 

Blue Shield of Texas (BCBSTX) or Fort Oearbom Life Insurance Company (FOL). On bd1alf of myself and any dependent> listed on chis Enrollment Application, [ apply for chose coverage(s) for which I am eligible. 
I state chat the information given on chis Enrollment Applicadon is aue and correct. l understand and agree that any incorrecr statements material to che risk and knowingly made by me will invalidate my coverage(s). 

• Only those coverage{s) and amounts for which I am eligible wilt be available to me. I understand that if th is Enrollment Application is accepted, the coverage(s) will become effective in accordance with the provi~ 
sions of the Conrract,(s)/Plan(s). 

• I understand that the Health coverage for which I am applying may have a pre~existing condition exclusion waiting period. 
• l agree that my Employer aces a.s my agent. I auth rize necessary payroll deduction by my Employer, if any, to cover the cost of my coverage(s). 
• l undemai,d chat my participation in the cov (s) IS subiect to any futur~ t- I also understand chat all notices g,ven to my Employer are bmdmg upon me. 

Applicant's S ignature Date 

EE/OIG5 0507 4S.427.08 



Blue Access for Employers - Blue Cross Blue Shield of Texas 

~ v BlueCross BlueSbield -r. U of Tex.as 
< Close > 

Employee Summary ID Nbr: 000832544270 

We have vour emolovee, GENEANE R MERRITT, listed at t~z following address: 

111(11J 
GENEANE's hire date with CITY OF MISSOURI CITY is 09/27/2009, and effective date is 
09/27/2009. 
GENEANE is in the Active Category for Billing effective 09/27/2009. 

Coverage 

Relationship Date of Product Name 
SSN Birth 

Product 
Effective Date 

' 

GENEANE R Emolovee 111/111f/N1 PPO-HOSP 11/01/2009 

Characteristic Information 
lUl/CU' 

Characteristic Value 

CMS Employee Status Code Active 

Actively Employed Yes 

Group Section Information 

The Group Section for the PPO- HOSP Product is 010341-0001. 

Medicare Information 

No one is eligible for Medicare coverage. 

Pre-existing Waiting Period Information 

The Pre-existing Waiting Peri.od has been applied and t·11 e_:<pire on 11/01/2009. The Waiting 
Period applies to: GENEANE li1 /l1) 
The Pre-existing Waiting_Penoa has been app11ea and ill expire on 09/27/2010. The Waiting 
Period applies to:• 1/n1f 

[Top of page] 

A Division of Health Care Servlce Corporation, a Mutual Legal Reserve Company, 
an Independent Licensee of the Blue Cross and Blue Shield Association. 

© Copyright 2009. Health Care Service Corporation. All Rights Reserved. 
Legal Information I Contact Us 

22 

Page 1 of 1 

1f 

https:/ /employers.hcsc.net/employers/servlet/com.hcsc.employer.SubSum.mary RetrieveSer... 11/6/2009 



_: -Blue Access for Employers - B!,,e Cross Blue Shield of Texas 

BlueGross :m .ueS.h:ield 
.of ~Vex.as 

Page 1 of2 

·---·---------·-----·······-··------··----····---····--·-----------
Em'ployee Summary ID Nbr: 000832544270 

WP h::t\tP vru,r PmnlnvPP . GENEANE R MERRITT. li~tP.rl r1t the following address: 

r11(tn1 
GENEANE's hire date with CITY OF MISSOURI CITY is 09/27/2009, and effective date is 
09/27/2009. 
GENEANE is in the Active Category for Billing effective 09/27/2009. 

Coverage 

Name Relationship Date of Product Product 
SSN Birth Effective Date 

GENEANE R 
EmDlovee rr1/111f.L,'-17 

'PO-HOSP 11/01/2009 

Characteristic Information 161/(,(.,f" 

Characteristic Value 

CMS Employee Status Code Active 

Actively Employed Yes 

Group Section Information 

The Group Section for the PPO-HOSP Product is 010341-0001. 

Medicare Information 

No one is eligible for Medicare coverage. 

Pre-existing Waiting Period Information 

The Pre-existing Waiting Perio~d has been applie.Q.Qnd will expire on 11/01/2009. The Waiting 
Period applies to: GENEANE 111/fr'f/ . 
The Pre-existing ~aiting_Peri3ct ha...5 been applied and will expire on 09/27/2010. The Waiting 
Period applies to: \\1/ \\1} 
The Pre-existing Waiting l>eriQ.Cl has been applied and will expire on 02/06/2010. The Waiting 
Period applies to~ \\1/t )1., · 

[Top of page] 

https :/ /employers.hcsc.net/employers/servlet/ com.hcsc.employer. Sub Summary RetrieveSe... 12/15/2009 



12/15/2009 15:39 FAX 281 261 4233 CITY OF MISSOURI CITY ~ 00 1 ------------

TRANSMISSION OK 

TX/RX NO 
RECIPIENT ADDRESS 
DESTINATION IO 
ST. TIME 
TIME USE 
PASES SENT 
RESULT 

********************* 
*** TX REPORT *** 
********************* 

1540 
92812814238 

12/15 15 :39 
00'20 

2 
OK 

!!~,,~ HUMAN RESOURCES and ORGANIZATIONAL DEVEl.OPMENT 

nnssour1 CITY 
SDWAM a. WIWAMS, Ph.D., omECTOR OF HUMAN RESQU~CES T E X A S 
1522 'tEXAS PARKWAY MISSOURI cnv, TEXAS 77489 

FACSIMILE TRANSMITT AI, 

,,-) l J 
Recipient: l -4>+ - IY \ew.+\-
Recipient Fax; 2J:~ \ ~ 2,_(:.:, \ - 42..3<o 
From; 

Date; 

Pages: 

Subject: 

COMMENTS: 

Toni McCullt'>ugh~M(lore ext. 8684 
HR/OD Technician 

12.\ I~ \2.001 
_ l_, including this cover sheet 

~ow\vt4 i½ D...---\c\v\~O~il.11 id 
~1~"--s.e, ~. (,0;\\ Md 

CCtXd ,ex Ol).,,V di<:;ut~s.101,,~~, 

) -\z) ,q Ov\-Y' bcJ-ef~ 
~\cUA ( 1 f//UJ · d . \ 

l~ O\f\ ~ 0-\\~e,r-· '?\OvV\<;. (te, Oe-V\~rJ. ~: \J\C:,\OV\) · 

V ~.e CcJ \ ~ ~ CDV'\~S'v-lN\ (;\,(\\A ~T~; Vc,, - ~( ~,,..{ 



-~,,~, -~ ~ HUMAN RESOURCES and ORCANIZA. NAL DEVELOPMENT 

rmssour1 CITY 
T E X A S 

EDWARD Ci. WILLIAM$, Ph.D., DIRECTOR OF HUMAN RESOURCES 
1522 TEXAS PARKWAY Ml$$OURJ CITY, TEXAS 77489 

FACSIMILE TRANSMITTAL 

Recipient: ~+ · ~ew.\t 
Recipient Fax: 2,e> \ - 2f; \ - Lf ~~ 
From: 

Date: 

Pages: 

Subject: 

COMMENTS: 

Toni McCullough-Moore ext. 8684 
HR/OD Technician 

\ 2-\ I~\ 2.0o 1 
L , including this cover sheet 

WEBSITE: http:/ /www.ci.mocity.tx.us PHONE (281)403-8500 FAX 
EMAIL: HRTemp@missouricitytx.gov 

(281) 261 -4233 
(281 )403-8971 



Blue Access for Employers - 1;11'le Cross Blue Shield of Texas 

DlgrneCt·oss BlueShield 
o.f 'Dex.as 

Page 1 of2 

<Close> 

-----·------~-...... ___ .,., .... _ ... ,_ .---

Print a temporary ID card ID Nbr: 000832544270 

The document below will serve as proof of insurance for any upcoming doctor or 
hospital visit. 

Date: December 15, 2009 

Dear Provider, 

Please accept this letter as a temporary Blue Cross and Blue Shield identification card . 

According to the information on file, the following individual(s) have Blue Cross and Blue 
Shield coverage: 

Subscriber: Geneane R Merritt 

Medical Group Number: 010341 

Drug Group Number: 010341 

DEPENDENT INFO: 

Identification Number:( 
Eff date: 11/01/2009 
Eff date: 11/01/2009 

This letter does not guarantee coverage or payment and does not represent prior 
approval for benefits. All claims are subject to coverage provisions and medical necessity. 
For self fu nded health plans (ASO), Blue Cross and Blue Shield of Texas provides 
administrative claims payment services only and does not assume any financial risk or 
obligation with respect to claims. 

-1(-/C For eligibility, benefits, claims status, and pre-authorization inquiries, call (800) 451-0287 for 
PPO and POS. 

ATTENTION PROVIDER: This Temporary ID will automatically expire within 10 days after 
the date of its issuance. If you are providing services to this enrollee or his/her dependent 
after the expiration date, please call the number listed above to check that the information 
contained in this letter is still accurate . 

Please file all claims with your LOCAL Blue Cross and Blue Shield plan. 

Thank you. 

httos://emplovers.hcsc.net/employers/servlet/com.hcsc.employer.ReqTempldCardServlet... 12/15/2009 



Prepa red 10/29/09 
11 :51:25 

Op/Dv/Act 

Employee 
Address 

Employee Status Change Proposal 

CITY OF MISSOURI CITY 

30 24 531 

10032 

PUBLIC SAFETY - /CRIMINAL 

MERRITT , GENEANE 

--------------------------- - - -----Cur r en t----- --Proposed-- - --------- -
Posit i on - Authorized 174 

Pos ition - Actu~l .. 

Op/Dv/Act - Auth~rized 

Dp/Dv/Act - Actual 

Grade/S tep 

Elm/Obj 

Hourly rate 

Annual rate 

Pay frequency 

Schedule hours code 

Emp loyee s tatus 

Hourly/Salaried 

Full time/part/temp 

Exempt £r om overtime 

Reason for status change 
Effect i v e dat e . 

Comments . 

Authori zed sig natures . . 

1 74 

30 2153 1 

3024531 

P6 1 

. 38 .1840 

79,424.40 

BW 

RG 

FT 

Other 
11 /01/09 

H 

F 

y 

HR/OD app roved medical benefit change from 
HSA to PPO per employee's request; effctve 
11/01/2009. 

Human Resources 



Geneane Merritt/MOCTYDOM 

10/29/2009 11 :29 AM 

Hello, 

To Edward G. Williams/MOCTYDOM@MOCTYDOM 

cc 

bee 

Subject Change of benefits 

I would like to change my benefits from HSA to PPO if possible. 

Thank You, 

Capt. Geneane Merritt .. 10032 



SafeGuard Dental Enrollment Form 
Texas 

Please print clearly when completing the Enrollment Form and return it to your Benefits Coordinator. 

Benefits Coordinator Use Only 

Subscriber's Information 

Home Addre.?s -' 

City l 

/Ut,_ 

Dependent Information 

Spouse/ 
Dependent 

" I 

,, I Home Teleohone 

Last Name 

Plan Selected: 

/ -

117/1111 

First Name 

Effective Date 

~ 27 0¢. 

Subscriber SS# 

----c 

Date of Hire 

CV2-, o 

Ext. 

111/111 
,~1 

111117/ 

Ml Male/ 1--_D_a~te_of_B_irt_h__, 
Female Mo. Day Year 

Primary language: __.,~...-,...~--....,-t+\ ....,1'~,..,_,...__ __ _ Please note any commun.ication impairment: _______________ _ 

SafeHealth does not require an HIV test as a condition of obtaining health insurance coverage. 

Authorization to release dental records - I hereby authorize the release and disclosure to review, or to obtain a copy of, any and all dental records which 
pertain to me or any member of my family, maintained by my chosen Selected General Dentist and/or Specialist, to SafeGuard and/or any designated agent 
or representative for t he purposes of dental treatment, care and for SafeGuard's quality assessment and utilization reviews, which will be kept strictly 
confidential. This authorization shall remain valid for the term of this coverage. 

D I hereby apply to SafeHealth Life lnsuranc,e for Group Dental Insurance as presented to me and authorize my employer to make any necessary 
deduction from my salary to pay the premium when my insurance becomes effective. 

Waiver of Coverage 
I have been given the opportunity to apply for group dental insurance, but 

0 Do not choose to elect this coverage. 

Date 

SHL/EFtOENTAL D-EF•TX ll/04 



01/08/2010 11:03 FA X 2? 1 281 ~133 CITY OF MIS~ OU~ I CITY 
., ----------....,....., ----,--

', 
*************************** 
*** ER ROR TX REPORT *** 
*************************** 

TX FUNCT IO N WAS NOT COMPLETE D 

TX/RX NO 
RECIPIENT ADDRESS 
DESTINA TIO N ID 
ST. TIME 
TI ME US E 
PAGES SEHT 
RESUL T 

1587 
82812814238 

01/06 11:03 
00 ' 37 

0 
HG 

-~,,~ 
• fa--; ~ 

HUMAN RE~OURCES and OROANIZA TIONAL DEVELOPMENT 

~ 001 

missour1 CITY 
. .::=-:=--.'C~Jlol;M,,.,.,.,,,,..,. ....... =====,======== 

T E X A S ISDWA1'D G. wtUIAMS, Ph.D., DIRECTO~ OF ffUM~N RESOURCes 
1522 TEXAS PARKWAY MISSOURI CITY, '1'EXA$ '174$9 

FACSIMILE TRANSMITT Al, 

Recipient: 

Recipient Fax! 

From: 

Date: 

Pages: 

Subject: 

COMMENTS: 

.... ~-·~-
-\-o \ \cwi.v, i1 

\ , .. ) 

Toni McCLJllough-Moore ext. 8684 
1-!R/OD Technician 

-:;:r~v11 , l, r <]_O \ 0 

__ $' , including thi$ cover sheet. 



01/06/2010 11: 01 FAX 28 1 261 4233 CITY OF MISSOURI CITY - .- · -----~----
*************************** 
*** ER RO R TX REPORT *** 
*************************** 

TX FUNCTION WAS NOT COMPL ETE D 

TX/RX NO 
RECIPIENT ADDRESS 
DEST INATION IO 
ST. TIME 
TIME US E 
PASES SENT 
RESULT 

1588 
82812614238 

01/06 11:01 
00'37 

0 
NB 

:~,,~ HUMAN RESOURCES and OROANIZATIONAL DWEL.OPMENT 

IlUSSOllfl CITY 
EDWARD (l. WIU.IAJ-«S, P!\.D., [)J~cron OF J,IUJ,{A.N RESOURC:SS T E X A S 
ts:U TEXAS i>ARl<WAY MISSOURI cnv, tEXA$ 714$9 

FACSIMILE TRANSMITTAI, 

Recipient: 

Recipient Fax: 

From: 

Date; 

Pages: 

Subject: 

COMMENTS: 

Toni McCulloughwMoore ext. 8684· 
HR/OD Tedmicirui 

_ ·_ , jnduding this cover sheet 

---~ 
... +D \\~wt V'. '\ 0,)( ~- k~ ~~- ~~\ \ c;,. 

\ 
. ...._,,: 

~ 001 



: (?plimHealthBanksM 
tumHealthBank.com Toll-free phone: 1-866-234-8913 

Mail your oompleted applicatioo 
(and opening deposit, if applicable) to: 

OptumHeallh Bank, P.O. Box 30777, Salt Lake City, UT 84130 

PART 1: PERSONAL INFORMA noN - ACCOUNT HOLDER 
____ ____,._ _ __ II --i/11,d/LI; 

T Social Security # / ( 
Tax Identification # 

"First Name c 
. EAJf 0\1€< 

IMIOOle '°f< 
• Street AcJA,,c.,., ,,.,,..,..,,,+ h.o. "' °" h,,.,., • • 

· Or fax b0th sides of this form ta: 800-765-6766 
and maH openin!!J depesit, if ap~icable, separately to: 

OptumHeal1h Bank, P.O. Box 271629, Salt Lake City, UT 84127 

• Date of Birth, 
(mm/ddlyyw) 

I *Lasl Name mf th ii: 
\.,ILY 

I • - --

i:>tace 

rt .. 

...J 

,,11 
1111 

"!=fomephone# \\ \\ ) - Wol'kphone# 

(12 1'¥ I ' I) I l£1o L3 1-1 "?17 I/ [5Jext . .___l ____.I· 
, erification Code (such as your Mother's Maiden Name) . {-
·.' . AO l)e Used for $eCtJrity Purposes- Up to 10 Letters I 

PART 2: REQUEST FOR ADDITIONAL DEBIT CARD {OPTIONAL) 

Yoo will receive a Health Savings AcC01:1nt MastetCarlf® Prepaid Debit Care. If you wish to req1:1est a Health Savings Accoul'lt Caro"' for use by an 
authorized user - either your spouse or another eligible dependent - please complete the sectfen below. 

Authorized User's Middle Initial · I Last Name 
Rrst Name 

Date ef eirth I 
(mm/dd/yyyy) I 1/1 · 

. 

I 1/1 I I I I Social Security#/ 
Tax ldeAtification # I I I I -I I I- I I I I 

lf Address is Same as Account Mailing Ctty State ZIP 
Holder, check here • Address 

PART 3: HIGH-DEDUCTIBLE HEALTH PLAN (HDHP)IMEDICAL PLAN INFORMATION 

• M ooiral lflsurance Plan or GrouP- # 

0 \05 9 

Jjf , 

I 

HOHP Member Identification # (you may find this on your ID card) 
·~~~~eDatel o 19 1/12-lr 1/1210 lo 19 I 

'ho is Covered? (check one): • Individual ~amily [Individual + Dependen~s}] 

*Are yoo Enrolling in an HSA through your Employer? (check one): 13'i'es o N0 If Yes, Provide yoyr \ . . 
Employer's Name:u~ 

045-0130 11107 



PER THE USA PATRIOT ACT: 
To'heip th"e government fight the funding of terrorism and money laundering activities, fedec:al law requires all fiflancial institutions to ootair-1, verify and 

,re(:Or,q Information that identifies each person who opens an account When you o~n the aecourtt we will ask f0ryour Aame, str-eet address, date of 
birth and other infonnation that wiH allow us to identify you. We may also ask to see your driver's ficense or other fofentifying decuments. 

l ,,,, m of Identification {check one): Identification # I State c 
· ~river's License D State ID • Passport 

; 

PART 4: BENEFICIARY INFORMATION (OPTIONAL} 

If you d0 not desigriate otherwise-, your estate will be the beneficiary of your HSA upon your death. Te desi1:1nate an alternative beneficiary, please e0mplete 
a Designation of Beneficiary form, available on OptumHealthBank.cem or request one fr0ffl customer servi€e, toll-free at 1-866-234-8913. 

PART 5: REQUIRED SIGNATURE (Please Read Before Signing} 

By signing below, I acknowledge that: 
• I wish to establish an HSA with OptumHealth Bank as custodian. 
• I understand and agree that my HSA will be opened under and governed by OptumHealth Bank's Custodial and Deposit Agreement. Terms of 

this agreement will be ·binding on me unless I close my account within 30 days. This document will be sent!o me when my account is opened, 
along with OptumHealth Bank's Privacy Policy and Schedule of Fees. · · 

• I authorize OpturnHealth Bank to provide information about my HSA, including my account number, to my employer (if applicable) and those 
acting on behalf of my employer or OptumHeallh Bank (if applicable), in connection with the establishment and maintenance of my HSA 

e _I acknowledge that my employer and all others a~ting on behalf of my _employer (if applicable), may provide information on my behalf to 
establish and maintain my HSA · 

• I understand my monthly account statements will be made available to me electronically. I agree to notify OptumHealth Bank if I wish to have 
statements mailed to my home address. 

•. If I have filled out the information to request an additional debit card, I hereby request OptumHealth Bank to issue a debit card on my account. 
to the person indicated and I acknowledge I will be liable for the use of the debit card by the Authorized User. 

• I certify that the information provided in this application is true and complete. 

Date 

IMPORTANT: We cariflot process this application without your signature. 

PART 6: OPENING DEPOSIT 

OpeniAg deposit enclosed with application ~f applicable) (check one): • Yes ~o Amount:$. _ _________ _ 

If you are an individual maifir:ig an opening depesit for ~our own HSA, please write your name and social security number on the check. 

page2 



PR525U04 

Employee ..... 
Benefit code 
Date last received 

Amount 
Percentage 
Maximum per check 
Max.imum per year 
Reference . 
Start ·date 
End date 
Priority 
Include in net earnings 
Status 

Effective date 

Press Enter to continue . 

. F3=Exit F12=Cancel 

CITY OF MISSOURI CITY 
! · splay Benefit Information-· 

10032 
, 12 

10/16/09 

.00 
.000 
.00 
.00 

0/00/00 
0/00/00 

2 

9/27/09 

MERRITT, GENEANE 
CITY HSA-EMP/OTHER BW 

93.75 * 
.000 * 

. 00 * 
2,250.00 * 

I=Inactive 

10/29/09 
11:37:36 



.. 1, ., 

CITY OF MISSOURI. CITY 
Benefits Ehrollment Form 

HARTFORD UtrD. AC• DENT INSURANCE COMP~ 

-~---...!.!!:=~~G-r~tf~~~<-,..l--1--!a.J...1..:.' -..::..i~ -- Social Security#: 
Date of Birth; ( 

Effective Date: 

City of Missouri Qty provides, at no cost to you, tfle following coverage: . . 

• Basic Life Insurance in the amount of $50,000. Please see your HR/OD Department fur further infonnation. 

• · Basic Accidental Death a. Dismemberment Insurance in the amount of $50,000. Please see your HR/OD Department for 
. further i nf9f1Tlcltion. 

• Long Term Disability {LTD} insurance helps to replace· your income if you are sick or injured and cannot work. This . 
coverage begins after y~ have been· disabled fur a predetennined waiting period, known as an elimination period, of 90 days 
and provides income protection to replace ~P to 66.~7% of your regular pay to a maximum monthly benefit of $5,000. 

. .- . 
~e following com; .should be calculated based on your age and annual sala,r as of your effectiVe date of coverage: · 

Supplemental Life/ AD&D Insurance - Employee 
You have the opporb.mity to enroll in City of Missouri City's Supplemental Ufe/AD&D Insurance plan. Your election may be made in 
increments of $10,000,. to a maximum of 7 times salary or $300,000, whichever iS less. If you elect an amount that exceeds the 
guaranteed Issue amount of $100,000, you will be required to provide evidence of insurability that is satisfactory to Hartford Life 
'before the excess can become effective. You l1JU5t complete the Benelidary Designation section below. .. 

Use the 1c1te dlart and calculation line below to determine your Semi-Monthly (24)' cost for this coverage.* 

8J elect to enroll in the Supplement:s1 Life/ADB!D plan at the Semi-Monthly (24) cost below.* 
., elect to decline the Supplemental Ufe/A'D&D· plan. 

$ + $1,000 =e _.... _ _____ x __._ _____ _ = 
_Elected Benefit Amount Rate Above Your Semi-Monthly (24) 

c;ost* 

*Note: Benefit reductions begin at age 65. Please see·your ttR/00 Department fur further infunnation. 

Supplemental Life Insurance - Spouse and/or Child(ren) 
If you elect the Supplemental Ufe plan for yourself, you may elect Supplemental Ufe mverage tor your spouse and/or 
child(ren). · · · 

Spouse Benefit: $10,000. 
Child{ren) Benefit: 15 Days to 6 months $500. 

6 months to 25 years $5,000. 

Payroll deductions are $0.61!)> per paycheck and cover any and all eligible Dependents, regardless of the number of children 
covered. · · · 

~ ,..! elect ~ enroll my spouse In the Supplemental Ufe plan. 
· -~ elect to decline the Supplemental Life plan for my spouse . 

. SPOUSE• . 
First Name .Last Name Gender Date of Marriaae Date of Birth 

·.PLEASE.SIGN AND-RETURN THIS·FO.ftM :ro··vouR BfNEITT'.ADMlNISTMT-OR~ ·: 



• l ,. 
,. ·~·. Employee Name 

t'~ I elect to enroll my Dependent Child(ren) in the Supplemental Ute plan. 
~ I elect to decline the Supplemental Life plan for my Dependent. Child(ren). 

CHILD: 
First Name Last Name Gender 

Beneficiary Designation 

Date of .Birth 

It is Important that your beneficiary designation be dear so that there will be no question as to your meaning. It is also important · 
that you oame a primary and contingent beneficiary. When naming your benefidary[ies) please indicate. their full name, address, 
social seaJrity number, rel~tionship, date of birth and distribution percentage. If the beneficiary is not related ·either by blood or by 

· .. marriage, insert the words', "Not Related• next to their stated·relationship. If you need assistance, contact your HR/OD Department 
or your own legal counsel. ·following are examples of the most common designation.s: 

.fdl!lstrt: 
• Mary J. Doe, Wife (not Mrs. John Doe). 

Contingent: 

• Joseph w. Doe, Son and Jane Doe, Daughter, In equal shares 
(50%). 

• Estate ot the Insured. 

If you name more than one beneficiary with unequal shares, please show the amount of insurance to be paid to each beneficiary in 
fractional parts, for example "33% to Mary Jones, Mother, and 67% to Edith Jones, Wife.• 

......... __ 
C:C:N , RP.lationshio % 

Prima I n1 /1t1, 
Contin ent 

The benefidary for life insurance on the lives of your spouse and children will automatically be you, if surviving, otherwise tt,e estate 
of the spouse and children, subject to policy provisions. A benefidary for employee Uf'e Insurance may be changed upon written 
request. 

Employee Confirmation 
I have been given the opporb.mity to enroll in City of Missouri c-.ty's Group Long Tenn Disability and Supplemental Life/AD&O 
Insurance plans. I understand that if I decline now, but later decide to enroll, I will be fe9Ui~ to provide evidence of insurability, at 
my own expense, that is satisfactory.to Hartford Life and ui:iderstand my request for coverage may be denied. 

I authorize my employer to make the appropriate payroll deductions from my wages on a post-tax basis. I am not now disabled 
and I am performing all the duties of my oa::upation on a full-time basis. I am aware that if participation requirements are not met, 
this plan wili not be implemented and the coverage elected will not be ii"! force. 

~:,_aware that • § '" n,qui,em~ ~re not met,-this plan will not be implemented and the oo,erage elected will not be in 

Slgnatu.,., ~, D- /4 -3o-0'o/ 

PLEASE SIGN AND RETURN THIS FORM TO YOUR BENEFIT ADMINISTRATOR 



el New Enrollment D Change Enrollment Form • . FORT DEARBORN LIFE 
Insurance Company® 

® Chicago, Illinois Administrative Offices: Downers Grove, Illinois I Cleveland, Ohio I Dallas, Texas 

EMPLOYER: If group is self-administered, subm~ enrollment form only if evidence of insurability is required. If group is not self adminfstered, submit enrollment form to us. 

EMPLOYEE NAME - LAS.T FIRS MIDDLE IAL :; F rEI' CATE OF BIRTH • - 0 OF~~ {l:IJLL TIME) 

JOBTITLE CLASS ·' 
I 

I MISSOURI CITY, TX 

COVERAGE SELECTION: Your non-medical group insurance program may not include all the benefits listed below. Ask your employer for the 
details about the benefits available to you, your cost, if any, and whether you will be required to complete a health questionnaire. 

-=B..:..A.:..:S:..:.IC.::....:C:....:O=-V:....:E::..:R.;.;.A..:..G=E=>...:(S:..!.) __ ~ _ _ ___ ~ ___ ___. Supplemental Life Supplemental AD&D Other ___ _ 

Basic Life/AD&D 
{t1YES .ONO 

STD Benefit 
DYES ~ NO 

LTD Bene_f_i_l/ 
~ YES i!JNO 

Dependent Life 
DYES ONO 

VOLUNTARY COVERAGE($) (Evidence of lnsurability may be 
required on employee and spouse Life and Critical Illness Insurance) 

Voluntary Term Life: Employee 

Voluntary Term Life: Spouse 

Voluntary Term Life: Dependent Child(ren) 

Voluntary AD&D: 0 Individual 0 Family ~El.NO 

Voluntary Short-Term Disability• Incremental DYES .z) NO 

Voluntary Short-Term Disability - % of Earnings • YES iZl NO 

Voluntary Long-Term Disability- Incremental • YES iZl NO 

Voluntary Long-Term Disability - % of Earnings DYES iZl NO 

0 Add O Change O Del. 
$ _---'.. ____ _ 

(A)dd· 
(C)hange 
(D)elete 

0 Add O Change O Del. 
$ ______ _ 

Total Amount 
of Coverage 
Applied for 

·• Yes ONo 
$ _ ____ _ 

If (C), my prior 
coverage was 

SPOUSE NAME - LAST 
(if applicant) 

FIRST M.I. SEX SPOUSE DATE OF BIRTH 
MO FD 

SPOUSE SOCIAL SECURITY# 

Has Employee (if applicant) used cigarettes or other tobacco products Has Spouse Of applicant) used cigarettes or other robacco products 
in the lasl 2 years? 0 YES O NO in the laS1 2 years? 0 YES O NO 

• Review the following guidelines which apply to voluntary coverage(s) 

• You may enroll, apply for additional coverage, or request a 
change to current voluntary benefits only during a scheduled 
enrollment period. 
If you are eligible for state-mandated temporary disability 
benefits, or any employer sponsored income replacement 
benefits, the combination of your state mandated benefit or 
other income benefit and your STD weekly benefit may not 
exceed 60% of your basic weekly earnings. 
New Voluntary STD plans and benefit increases are subject to 
a 12/12 pre-existing condition limitation (3/12 in PA). 

Your Voluntary LTD and/or Voluntary STD benefit for 
incremental plans may not exceed 60% of your basic earnings 
(excluding bonuses, overtime and any extra compensation 
other than commissions). 
New Voluntary LTD plans and benefit increases are subject to 
a pre-existing condition limitation. Your certificate of coverage 
will fully explain this limitation. 

• If your earnings are based in whole or in part on commissions, 
commissions will be averaged over the 12-month period prior ' 
to the date disability begins. 

BENEFICIARY DESIGNATION (For Employee Only: Must Be Completed if you have applied for life or AD&D insurance) If two or more 
primary beneficiaries are named, and you do not list benefit percentages, proceeds will be paid in equal shares to the named primary 
beneficiaries who survive you. If no primary beneficiary survives you, proceeds will be paid to the contingent beneficiary(ies), If you list 
benefit percentages, the total must equal 100%. (Employee is the beneficiary of proceeds from spouse or child coverage.) 

FIASTt••­
Primary 

Primary 

Contingent 
(NII if 

I 

Jr1/tl7J' 
/'P "I• 

% 
I HEREBY REQUEST TO BE INSURED AND AUTHORIZE DEDUCTIONS, IF ANY, FROM MY COMPENSATION FOR MY SHARE OF THE COST OF THE BENEFITS TO 
WHICH I MAY BE ENTITLED UNDER THE GROUP POLICY (IESJ ISSUED TO THE EMPLOYER LISTED ABOVE. I UNDERSTAND THAT IF I AM NOT ACTIVELY AT WORK 
AS DEFINED IN THE POLICY ON TI-IE DATE MY COVERAGE WOULD OTHERWISE BECOME EFFECTIVE, MY INSURANCE WILL NOT BEGIN UNTIL THE DAY I MEET 
THE POLICY DEFINITJON OF ACTIVELY AT WORK. FOR TI-IOSE COVERAGES I HAVE DECLINED, I UNDERSTAND TI-IAT IF I CHOOSE TO ENROLL AT A LATER DATE_, 
MY COST MAY BE HIGHER AND A HEALTH QUESTIONNAIRE MAY BE REQUIRED. 

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing~ aterially false information, or conceals for the purpose of misleading, information concerning any 
fact material thereto, com · . udulent ins nee act whic is a crime and subjects such person to criminal and civil enalties. 
(Not enforceable in OR <~ ,.,...---;;. . FOR FOL use ONLY 

EMPLOYEE SIGNATUR -=.-,,fo~~~fi:=r===-- DATe/ .µ' / ~ r 
9-552-207 R2/07 I 25220 
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· :NEOGOV Insight - Applicati9,t ""etail 

. Police Captciliiro (Open U1n1til !Fil led) 

Contact Information -- Person ID: 4842325 

Name: 

Home Phone: 
Person ID: 

Month and Day of 
Birth: 

GENEANE R 
HUGHES 

.4842325 

01/14 

Personal Information 

Driver's License: 

Address: 

Email : 
Notification 
Preference: 

Alternate Phone: 

Former Last Name: 

Email 

Merritt 

24-231-598 

Can you, after emp·loyment, submit proof of your 
legal right to work in the United States? 

Yes, 

Yes 

What is your highest level of education' 
. - · .. 
Preferences 

Preferred Salary: 

Are you willing to relocate? 

Types of positions you will accept: 

Types of work you will accept: 

Types of shifts you will accept: 

Objective 

POLICE LATERAL CAPTAIN EMPLOYMENT 

Education 

College 
AXIA UNIVERSITY OF PHOENIX 
2/2007 - 7/2011 
PHILADELPHIA, Pennsylvania 

• Work Experience 

POUCE SERGEANT 
4/1999 - 3/2009 

CITY OF PHILADELPHIA 
401 N.21ST 
PHILADELPHIA, Pennsylvania 19119 
(215) 686-1776 

Duties 

Some College 

$70,000 .00 per year 

Yes 

Regular 

Full Time 

Day , Evening , Night , Rotating , Weekends 

Did you graduate: No 
College Major/Minor: EDUCATION 
Degree Received: No Degree 

Hours worked per week: 40 
Monthly Salary: $4,500.00 
# of Employees Supervised: 20 
Name of Supervisor: LT. bARTORILLA -
LIEUTENANT 
May we contact this employer? Yes 

SUPERVISE 15-25 POLICE OFFICERS WORKING STREET DUTY. 

Reason for Leaving 
STILL EMPLOYED 

Certificates and Licenses 

Type: P.O.S.T. 

Number: 

Issued by: 

Date Issued: 11 /1999 Date Expires: 7 /2011 

Page 1 of 3 
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https://secure.neogov.com/employers/app_tracking/view_resume.cfm?Print=Y&JobID=17 ... 9/21/2010 



NEOGOV Insight - Applicatior """'etail 

Skills 

Office Skills 

Typing: 70 
Data Entry: 0 

Additional Information 

References 

Professional 
JOHNSON,SYLVESTER 
RETIRED POLICE COMMISIONER 
PHILADELPHIA, Pennsylvania 19100 
(215) 301-3113 

Professional 
LANCIANO, JOSEPH 
SERGEANT 
Philadelphia, 19100 
(215) 685-1100 

Professional 
FITZGERALD, JOEL 
CHIEF OF POLICE 
MISSIOURI CITY, Texas 
(267) 228-3707 

Resume 

Text Resume 

Attachments 

Agency-wide Questions - -
1. Q: Have you ever worked for the City of Missouri City? 

A: No 

2. Q: If yes, list dates below; From (mm/yyyy) to (mm/yyyy) 

A: 

3. Q: If requested, can you provide proof of your eligibility to work in the United States? 

A: Yes 

4. Q: Do you have relatives working for the City of Missouri City? 

A: No 

5. Q: If yes, please list names, relationships, departments and position. 

A: 

6. Q: Have you ever been convicted or pied guilty to any crime? 

A: No 

Page 2 of 3 

https://secure.neogov.com/employers/app_tracking/view_resume.cfm?Print=Y&JobID=l7... 9/21/2010 



NEOGOV Insight - Applicatior "etail 

7. Q: If yes, please explain, include location, dates, and final adjudication 

A: 

8. Q: Are you able to meet the Time and Attendance requirements associated with the position for 
which you have applied, if applicable? 

A: Yes 

9. Q: If no, please explain: 

A: 

10. Q: How did you find out about this position? 

A: www.hotjobs.yahoo.com 

Supplemental Questions 
·- - -- -· · - · -- - - .. 
1. Q: Do you have a high school diploma or equivalent? 

A: Yes 

2 . Q: Do you have a least two (2) years of professional experience as a sergeant or lieutenant in a 
state certified police agency? 

A: Yes 

3. Q : Do you hold, or are you able to secure a Texas Commission on Law Enforcement Officer 
Standards and Education (TCLEOSE) Certificate? 

A: Yes 

4 . Q: Do you have a valid Class C Driver's License? 

A: Yes 

5. Q : Have you received any "moving" violation citation within the past 12 months? 

A: No 

6. Q: If yes to question #5, please indicate how many tickets you received in the past 12 months? 

A: 0 

Page 3 of3 

7. Q: Do you have a brother, sister, parent, step-parent, grandparent, aunt, uncle, niece, nephew, 
grandson, granddaughter, mother-in-law, father-in-law, or significant other, currently working 
for the City of Missouri City's Police Department? 

A: No 

8. Q: The review team will consider your application incomplete if you do not attach a professional 
resume with your application. Have you attached a resume to your application? 

A: Yes 

https://secure.neogov.corn/employers/app_tracking/view_resume.cfm?Print=Y&JobID=l 7... 9/21/2010 



·•··============ 

nussour1 CITY 
TEXA.S 

DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT 

EMPLOYEE MANDATORY OR RANDOM DRUG TESTING CONSENT FORM 

I understand that I may, from time to time, be asked to provide a specimen for testing to determine if I 
have used drugs or alcohol. I UNDERSTAND THAT I DO NOT HAVE TO PROVIDE SUCH A 
SPECIMEN IF I CHOOSE NOT TO DO SO, BUT THAT MY REFUSAL MAY RESULT IN 
DISCIPLINARY ACTION, INCLUDING DISMISSAL. FURTHERMORE, I UNDERSTAND THAT A 
CONFIRMED POSITIVE TEST MAY RESULT IN DISCIPLINARY ACTION, INCLUDING 
DISMISSAL. 

I hereby give consent to and authorize the City of Missouri City ("City") and its agents, servants, 
employees and/or physicians chosen by the City to take specimens at random intervals and to 
release same to a testing laboratory, hospital, other person or service for testing. I hereby give 
consent to and authorize the City and its agents, servants, employees and/or physicians chosen by' 
the City and any such testing laboratory, hospital, person or service to conduct such random drug 
tests and to release the results of the tests or other information concerning the specimen to the City, 
or to another testing laboratory, hospital, person or service to conduct further or confirming tests. 

I understand that if there should be a positive test result that a confirming second test, involving the 
use of gas chromatography/gas spectrometry methodology, will be performed at the City's expense 
using a portion of the same test sample withdrawn initially. 

NT TO PROVIDE A SPECIMEN FOR USE IN THE MANNER DESCRIBED HEREIN . 

. ~ <lt,.Cd?f/ 
Date 

-----·-------- -----------· --- ·---
1 DO NOT CONSENT TO PROVIDE A SPECIMEN. 

Employee Signature Date 

~ _,· !-..re ___ _,=--__ ----------------
-----------------------------------------

HR004 
Cre:iltd: 1~1e.ro6 
Reviewed: 8/21/20011 
Atl1M.81H 

Datef 
RECEIVED 

AUG 2 G 2009 
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Missouri City Police Department 

Interview Board Questions 

Police Applicants 

June 6, 2009 

Date: 

Applicant: 

Evaluator: 

Score: 

Board Scores 

Low Score -----------,------___,,.,....._ ___ High Score 

Average Score 

Y\ 
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While on patrol you receive a call of a disturbance in a rundown neighborhood. When you arrive 
you observe a young female, about sixteen years of age, pointing a pistol at a man lying on the 
ground. As you exit your patrol car you hear the man crying "don't shoot" and you hear the girl 
say, "so long, sucker." You are roughly twenty feet from the girl. What should you do? 

l .... ...... 2 . ......... 3 ....... ... 4 ........ .. 5 . .... . .... 6 .......... 7 . .... ... w ....... 9 ...... .. .. 10 

A B / C 
Evasive Issues verbal commands ·Issue verb al commands 

Shoot her immediately Continues to issue verbal -'Take/ maintain cover 
commands 

,Call back-up before ever 
Would ultimately shoot exiting car 
suspect if didn't surrender 

✓comments on reading body 
Summon back-up language - impacts decision 

Limited discussion I/Recognizes responsibility to 
protect victim on ground 

Would not let much time 
elapse before shooting if 
suspect keeps gun pointed 
directly at victim 

-Recognizes it is a very 
dynamic situation - but 
understands victim's life is 
at great risk - must take 
action pretty quick 

·- tc.,_,\,\ 'v.)A,.)<.... ~ 
~\ ~<X '?U..';;,9e.J- ~c.:) o-C ~-\CR C,._<....\-\.:, ;, 
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You are a patrol officer assigned to the 10 pm - 6 am shift. At approximately 11 :30 pm you are 
dispatched to a residential address regarding a loud music call. When you arrive you park in 
front of an adjacent house and as you exit your car you can hear the ''very loud" music coming 
from the target house. You go to the house and knock on the front door but get no response. 
You ring the doorbell and get no response. About this time MCPD dispatch radios you that they 
have received four more complaints on the loud music. What are you going to do? 

1 .......... 2 . ........ . 3 .. _. ...... . 4 .......... 5 ... ....... 6 .......... 7 .. .. .. (D ....... 9 . . ... :· ···10 

A B C 
No answer at door - clear Keep !mocking✓ Includes most of responses -
scene in coluinnB -

Obtain phone number for 
Force door house and try it ✓ v-w a1k around entire house if 

possible - !mocking on 
Check cars in driveway Vwindows, rear door etc. 

· Look into house through 
windows if possible for -

people inside - are they 
okay, possible medical 
problem etc. 

/Check with :O:eighbors for 
possible help _-have key 
and permission to enter. 
Know relative they can call 

Find unsecure door - holler 
loud, blow whistle 

f-Use car siren in driveway 

.V se car spotlight on house 
windows 

Consider short break in . 
power supply - aware of 
concerns with this though 

-✓No luck - close patrol" and 
inform complainants 

11/Yo <-'{:. cL, c,\l . 
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You are a patrol officer assigned to the evening shift, 2 pm - 10 pm. · At approximately 6:30 pm 
you receive a call of a suspicious person walking and jogging along a major street. Dispatch tells 
you that the person is acting strange, i.e. dancing, apparently talking to himself, waving and 
grinning at passing motorists, and twirling a plastic bag ar~:mnd. Several callers express concern 
that the subject may be a danger to himself. What will you do? 

l . . . . ...... 2 .. .... .... 3 ... ... . ... 4 .. ... . .... 5 ....... ... 6 ........ .. 7 . .. .. . V•····9··········10 

A B C 

Take no action - no ..-Contact subject Includes most of responses 

violation in columnB -
~alk to him - check mental 

K:ipon arrival, sit back and No justification for contact state 
~ 

observe actions for a minute 
Check for possible if possible 
intoxication - alcohol or 
drugs Check subject via computer 

for wanted, i.e. missing 
mental person etc. 

--Offer ride home if possible 

lontact friend or family 
member if possible 

,~Recognizes subject may 
siniply be eccentric - no 
violation/s, no illness -
caution subject to stay out 
ofroad 



You are a patrol officer assigned to the evening shift, 2 pm-10 pm. At approximately 8:00 pm 
you are dispatched to a domestic disturbance call. When you arrive you are greeted at the front 
door by a very emotionally upset female. She tells you that her and her husband have been 
arguing and she wants to leave because she simply can't deal with his harassment anymore. She 
says that her husband won't give her their one-year-old son. She asks you to assist her. What 
will you do? 

1 .. ........ 2 . . .... .... 3 .. ········4 . .. ....... 5 ..... . . ... 6 .. ....... . 7 ......... 8 .. .... . @. ....... 10 

A 
Take child from husband 

No violation - no action 

B 
eparate parties - talk to 

both 

Investigate sufficiently to 
determine if crime has 
occurred - no crime, leave 

Counsel parties to behave 

.,{imited actions / analysis 

C 
Includes most responses 
from column B 

- /'--c(,'1«...-\ . 

• v-,~.,>-J":> 

.,.,. .-,\.€.-~---~ ~ -~+­
r--:,.O:; c.. .,. \. kttN N!-tl 

ake sure child is okay 
- fWt'I\~\ 7_ 

Verify status ofrelationship - S.a.f«-"'A- e... 

regarding legal right to 
child 

ecognizes both parents 
have equal right to child 

ediate - try to get parties 
to reach mutual solution 

xplain it's a civil action -
refer to attorney for long 
term solution 

Protect both parties rights as 
best as possible 

Comprehensive 
understanding of situation 



You are a patrol officer assigned to the 10 pm - 6 am shift. When you get off duty one morning 
you stop by a local convenience store to pick up a loaf of bread and a half-gallon of milk to take 
home. As prepare to pay the clerk tells you the cost is $1.00. You realize the clerk is giving you 
a "discount." What will you do? 

1 ....... ... 2 ..... . . ... 3 .......... 4 .......... 5 .......... 6 .. .... .... 7 ....... Q ........ 9 .......... 10 

A B / ' C 

Pay $1 and leave Accept discount - thank --0ffer to pay regular price -
clerk 

'1lecognizes complexity of 
-

Evasive remarks 
__9'ffer to pay regular price issue - takes a position 

Understands may be a issue v'.kecognizes department 
policy impacts issue 

I 
✓Recognizes ethical concerns 

Comments on public 
perception 

Recognizes potential pitfalls 

Av-ill accept discount rather 
than have a scene in store -
will probably avoid store in 
future 

Comprehensive response 
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While on patrol you receive a call of a disturbance in a rundown neighborhood. When you arrive 
you observe a young female, about sixteen years of age, pointing a pistol at a man lying on the 
ground. As you exit your patrol car you hear the man crying "don't shoot" and you hear the girl 
say, "so long, sucker." You are roughly twenty feet from the girl. What should you do? 

1 .......... 2 ....... ... 3 .......... 4 ... .. . .... 5 .......... 6 .......... 7 . . .. .. ... 8 .. ..... .. 9 .. ..... ... 10 

A B C 
Evasive Issues verbal commands Issue verbal commands 

Shoot her immediately Continues to issue verbal Take / maintain cover ./ 
commands 

Call back-up before ever v' 
Would ultimately shoot exiting car 
suspect if didn't surrender 

Comments on reading body / 
Summon back-up language - impacts decision 

Limited discussion Recognizes responsibility to 
protect victim on ground 

Would not let much time 
elapse before shooting if 
suspect keeps gun pointed 
directly at victim 

Recognizes it is a very 
dynamic situation - but 
understands victim's life is 
at great risk - must take 
action pretty quick 

,:----_, 
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You are a patrol officer assigned to the 10 pm - 6 am shift. At approximately 11 :30 pm you are 
dispatched to a residential address regarding a loud music call. When you arrive you park in 
front of an adjacent house and as you exit your car you can hear the "very loud" music coming 
from the target house. You go to the house and knock on the front door but get no response. 
You ring the doorbell and get no response. About this time MCPD dispatch radios you that they 
have received four more complaints on the loud music. What are you going to do? 

1 . ... . ... .. 2 . . ... . .... 3 .......... 4 .......... 5 . . ..... ... 6 .. ........ 7 ......... 8 . ........ 9 . . .... .. .. 10 

A B 
' 

No answer at door - clear Keep knocking i/ 
scene 

Obtain phone number for / 
Force door house and try it 

Check cars in driveway 

C 
Includes most of responses 
incolumnB 

Walk around entire house if 
possible - knocking on 
windows, rear door etc. 

Look into house through 
windows if possible for 
people inside - are they 
okay, possible medical 
problem etc. 

Check ;ith neighbors for ✓ 
possible help - have key 
and permission to enter. 
Know relative they can call 

Find unsecure door - holler 
loud, blow whistle 

Use car siren in driveway 

Use car spotlight on house 
windows 

Consider short break in 
power supply - aware of 
concerns with this though 

No luck - close patrol and 
inform complainants 

~l.. T J/cJ,"1. 
j.;:'A._11.C /Pl'f/'ernt11tYt.J< 
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You are a patrol officer assigned to the evening shift, 2 pm-10 pm. At approximately 6:30 pm 
you receive a call of a suspicious person walking and jogging along a major street. Dispatch tells 
you that the person is acting strange, i.e. dancing, apparently talking to himself, waving and 
grinning at passing motorists, and twirling a plastic bag around. Several callers express concern 
that the subject may be a danger to himself. What will you do? 

1 . . ........ 2 ........ .. 3 .. ........ 4 .......... 5 .......... 6 .......... 7 .... . .... 8 ......... 9 ......... .10 --
A I B C 

Take no action - no / Contact subject Includes most ofresponses 
violation incolumnB 

\J 
Talk to him - check mental 

No justification for contact state Upon arrival, sit back and 
observe actions for a minute 

Check for possible if possible 
intoxication - alcohol or 
drugs · Check subject via computer 

for wanted, i.e. missing 
mental person etc. 

V Voffer ride home if possible 

Contact friend or family 
member if possible 

Recognizes subject may 
simply be eccentric - no 
violation/s, no illness -
caution subject to stay out 
of road 



You are a patrol officer assigned to the evening shift, 2 pm-10 pm. At approximately 8:00 pm 
you are dispatched to a domestic disturbance call. When you arrive you are greeted at the front 
door by a very emotionally upset female. She tells you that her and her husband have been 
arguing and she wants to leave because she simply can't deal with his harassment anymore. She 
says that her husband won't give her their one-year-old son. She asks you to assist her. What 
will you do? 

1 ........ .. 2 . .... . . ... 3 . .... . . ... 4 . .... . .... 5 . . .... . ... 6 . ..... .. .. 7 .. ... .... 8 ... ... ... 9 ....... ... 10 

A B C 
Take child from husband Separate parties - talk to / fucludes most responses 

both from column B 
No violation - no action 

Investigate sufficiently to/ Make sure child is okay 
determine if crime has 
occurred - no crime, leave Verify status of relationship 

regarding legal right to 
Counsel parties to behave child 

Limited actions / analysis Recognizes both parents 
have equal right to child 

Mediate - try to get parties 
to reach mutual solution 

Explain it's a civil action -
refer to attorney for long 
term solution 

Protect both parties rights as 
best as possible 

-
v-Comprehensive 

I understanding of situation \ 



\1[/ 
You are a patrol officer assigned to the 10 pm - 6 am shift. When you get off duty one morning 
you stop by a local convenience store to pick up a loaf of bread and a half-gallon of milk to take 
home. As prepare to pay the clerk tells you the cost is $1.00. You realize the clerk is giving you 
a "discount." What will you do? 

1 ........ .. 2 .......... 3 .. ... ..... 4 .. ...... .. 5 .......... 6 .......... 7 ...... --~ -..... .. 9 .......... 10 

A B C 
Pay $1 and leave Accept discount - thank J Offer to pay regular price ✓ 

clerk 
Evasive remarks Recognizes complexity of 

Offer to pay regular price J issue - takes a position 

Understands may be a issue Recognizes department 
policy impacts issue 

Recognizes ethical concerns 

Comments on public J 
perception 

Recognizes potential pitfalls 

Will accept discount rather 
than have a scene in store -
will probably avoid store in 
future 

Comprehensive response 
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----Date: :._.) u~~ G, , 2.~o 9 
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Score: __ \(1 __________________ _ 
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While on patrol you receive a call of a disturbance in a rundown neighborhood. When you arrive 
you observe a young female, about sixteen years of age, pointing a pistol at a man lying on the 
ground. As you exit your patrol car you hear the man crying "don't shoot" and you hear the girl 
say, "so long, sucker." You are roughly twenty feet from the girl. What should you do? 

1 ....... ... 2 .. ..... ... 3 .. ..... .. . 4 ..... ..... 5 ... .. ..... 6 ....... ... 7 .. .. ..... 8 .... ..... 9 .. .. .. . ~ 

A 
Evasive 

Shoot her immediately 

B 
Issues verbal command 

Continues to issue verbal 
commands 

Would ultimately shoot 
suspect if didn't surrender 

Summon back-up ~ 

Limited discussion 

C 
Issue verbal commands 

ake / maintain cover / 

Call back-up before ever 
exiting car 

Comments on reading body 
language - impacts decision 

Recognizes responsibility to 
protect victim on ground 

Would not let much time 
elapse before shooting if 
suspect keeps gun pointed 
directly at victim 

Recognizes it is a very 
dynamic situation - but 
understands victim's life is 
at great risk - must take 
action retty uick 

~o- ~v--k 6\ \~ o--,l ~ SLL es~~~. 

~~M'\kp.__~.\,n.- ✓ 



You are a patrol officer assigned to the 10 pm - 6 am shift. At approximately 11 :30 pm you are 
dispatched to a residential address regarding a loud music call. When you arrive you park in 
front of an adjacent house and as you exit your car you can hear the "very loud" music coming 
from the target house. You go to the house and knock on the front door but get no response. 
You ring the doorbell and get no response. About this time MCPD dispatch radios you that they 
have received four more complaints on the loud music. What are you going to do? 

1 . ...... . . .2 .. ....... .3 . ...... .. .4 ....... .. .5 .. .... . ... 6 ... .... ... 7 .... . . \b) .... 9 ....... ... 10 

A 
No answer at door - clear 
scene ;µ. 

~~ ""' Force door - tfrl, 2, 

~ i_~rs.~ 
1~~ 

B 
Keep knocking 

Obtain phone num~ 
house and try it 

Check cars in driveway 

C 
Includes most of responses 
incolumnB 

Walk around entire house if 
possible - knocking on 
windows, rear door etc. 

Look into house through 
windows if possible for 
people inside - are they 
okay, possible medical 
problem etc. 

Check with neighbors for 
possible help - have key 
and permission to enter. 
Know relative they can call 

Find unsecure door - holler 
loud, blow whistle 

Use car siren in driveway 

Use car spotlight on house 
windows 

Consider short break in 
power supply - aware of 
concerns with this though 

No luck - close patrol and 
inform complainants 



You are a patrol officer assigned to the evening shift, 2 pm-10 pm. At approximately 6:30 pm 
you receive a call of a suspicious person walking and jogging along a major street. Dispatch tells 
you that the person is acting strange, i.e. dancing, apparently talking to himself, waving and 
grinning at passing motorists, and twirling a plastic bag around. Several callers express concern 
that the subject may be a danger to himself. What will you do? 

1.. ........ 2 ... .... ... 3 ... .... . ..4 .. ...... .. 5 .. ..... ... 6 ... ••,• .... 7 ..... .... 8 .. ... .... 9 ...... It;) 
A 

Take no action - no 
violation 

B 
Contact subject 

Talk to him - check mental 
No justification for contact state 

Check for possible 
intoxication - alcohol or 
drugs 

f Mi b 1) ~J,v-

{)d L, -~cjµ 
LFJ s½ 

C 
Includes most of responses 
incolumnB 

Upon arrival, sit back and 
observe actions for a minute 
if possible 

Check subject via computer 
for wanted, i.e. missing 
mental person etc. 

Offer ride home if possible 

Contact friend or family 
member if possible 

Recognizes subject may 
simply be eccentric - no 
violation/s, no illness - "'.""'­
caution subject to stay out 
of road 



You are a patrol officer assigned to the evening shift, 2 pm-10 pm. At approximately 8:00 pm 
you are dispatched to a domestic disturbance call. When you arrive you are greeted at the front 
door by a very emotionally upset female. She tells you that her and her husband have been 
arguing and she wants to leave because she simply can't deal with his harassment anymore. She 
says that her husband won't give her their one-year-old son. She asks you to assist her. What 
will you do? 

I .... .. .. .. 2 . . ..... .. .3 .. ..... . ..4. : ...... . .5 . . ........ 6 . ......... 7 ..... . ... 8 ......... 9 ... ··® 
A 

Take child from husband 

No violation - no action 

B 
Separate parties - talk to 
both 

C 
Includes most responses 
from column B 

Investigate sufficiently to ake sure child is okay 
determine if crime has 
occurred - no crime, leave Verify status of relationship 

regarding legal right to 
Counsel parties to behave child 

Limited actions / analysis Recognizes both parents 
have equal right to chil 

Mediate - try to get parties 
to reach mutual solution 

Explain it's a civil action­
refer to attorney for long 
term solution 

Protect both parties rights as 
best as possible 

Comprehensive 
understanding of situation 



l1L-
You are a patrol officer assigned to the 10 pm - 6 am shift. When you get off duty one morning 
you stop by a local convenience store to pick up a loaf of bread and a half-gallon of milk to take 
home. As prepare to pay the clerk tells you the cost is $1.00. You realize the clerk is giving you 
a "discount." What will you do? 

I ........ .. 2 .. ........ 3 ....... .. .4 ... ..... .. 5 ... ... . ... 6 ... ....... 7 ...... ... 8 . . .... ... 9 .. ... ✓-8 

A 
Pay $1 and leave 

Evasive remarks 

B 
Accept discount - thank 
clerk 

Offer to pay regular price 

Understands may be a issu 

C 
Offer to pay regular pric 

ecognizes complexity of 
issue - takes a position-

ecognizes department 
policy impacts issue 

Reeognizes ethical concerns 

Recognizes potential pitfalls 

Will accept discount rather 
than have a scene in store -
will probably avoid store in 
future 

Com rehensive res onse 



Interview Board Questions 

Police Applicants 

June 6, 2009 

Date: 
(9 -OCii - 09 

' · 

Applicant: 

Evaluator: 

Score: 

Board Scores 

Low Score -----',------ -f------___,~-- High Score 

Average Score 



While on patrol you receive a call of a disturbance in a rundown neighborhood. When you arrive 
you observe a young female, about sixteen years of age, pointing a pistol at a man lying on the 
ground. As you exit your patrol car you hear the man crying "don't shoot" and you hear the girl 
say, "so long, sucker." You are roughly twenty feet from the girl. What should you do? 

1. .. . ...... 2 .......... 3 . ........ .4 .. ... . ... .5 .......... 6 .......... 7 .. -G -..... 9 . .... ..... 1 o 

A B C 
Evasive Issues verbal commands Issue.verbal commands 

Shoot her immediately Continues to issue verbal Take / maintain cover ~ec ~ 
commands 

Call back-up before ever 
Would ultimately shoot ~itingcar V 
suspect if didn't surrenders/ 

~ 
Comments on reading body 

V Summon back-up language - impacts decision 

Limited discussion Recognizes responsibility to 
protect victim on ground .,....., 

J.--

Would not let much time 
elapse before shooting if 
suspect keeps gun pointed 
directly at victim ✓ 

Recognizes it is a very 
dynamic situation - but 
understands victim's life is 
at great risk - must take 
action pretty quick 



You are a patrol officer assigned to the 10 pm - 6 am shift. At approximately 11 :30 pm you are 
dispatched to a residential address regarding a loud music call. When you arrive you park in 
front of an adjacent house and as you exit your car you can hear the "very loud" music coming 
from the target house. You go to the house and knock on the front door but get no response. 
You ring the doorbell and get no response. About this time MCPD dispatch radios you that they 
have received four more complaints on the loud music. What are you going to do? 

1 .... . .. . .. 2 .. ..... ... 3 . . .... . . .. 4 .. ..... ... 5 .. ..... ... 6 .. .... 0 : .... 8 . . ....... 9 .. ... . . ... 10 

A 
No answer at door - clear 
scene 

Force door 

B 
Keep knocking 

Obtain phone num~r 
house and try it 

Check cars in driveway 

C 
Includes most of responses 
in columnB 

W a1k around entire house if 
possible - knocking on 
windows, rear door etc. 

Look into house through 
windows if possible for 
people inside - are they 
okay, possible meffie'al 
problem etc. V 

Che_ck with neighbors for 
possible help - have key 
and permission to enter. 
Know relative they can call 

Find unsecure door - holler 
loud, blow whistle 

Use car siren in driveway 

Use car spotlighy6n. house 
windows 7 

Consider short break in 
power supply - aware of 
concerns with this though 

No luck- close patrol and 
inform complainants 



\l~ 
You are a patrol officer assigned to the evening shift, 2 pm - 10 pm. At approximately 6:30 pm 
you receive a call of a suspicious person walking and jogging along a major street. Dispatch tells 
you that the person is acting strange, i.e. dancing, apparently talking to himself, waving and 
grinning at passing motorists, and twirling a plastic bag around. Several callers express concern 
that the subject may be a danger to himself. What will you do? 

I ......... . 2 . . ........ 3 . ........ .4 .. ... .. .. .5 .. ...... --~ ...... .... 7 .... . ~ -..... 9 . ..... . ... I 0 

A 
Take no action - no 
violation 

No justification for contact 

B 
Contact subject 

Talk to ~heck mental 
state 

Check for possible 
intoxication - alcohol or 

C 
Includes most of responses 
incolumnB 

Upon arrival, sit back and 
observe actions _f0t a minute 
if possible ~ 

Check suqj ect via computer 
for wanted, i.e. miss_~~ ~ 
mental person etc.~ 

Recognizes subject may 
simply be eccen c - no 
violation/s, no · lness -
caution subj t,.to stay out 
ofroad ·· 1 



You are a patrol officer assigned to the evening shift, 2 pm-10 pm. At approximately 8:00 pm 
you are dispatched to a domestic disturbance call. When you arrive you are greeted at the front 
door by a very emotionally upset female. She tells you that her and her husband have been 
arguing and she wants to leave because she simply can't deal with his harassment anymore. She 
says that her husband won't give her their one-year-old son. She asks you to assist her. What 
will you do? 

A 
Take child from husband 

No violation - no action 

B 
Separate parties - talk t 
both 

Investigate sufficiently to 
determine if crime has 
occurred - no crime, leave 

Counsel parties to behave 

Limited actions / analysis 

l 

C 
Includes most responses 
from column B 

Make sure child is okay 

Ve "fy status of relationship 
garding legal right to 

child 

Recognizes both parents 
have equal right to child 

Mediate - try to get parties 
to reach mutual solution 

Explain it's a civil action­
refer to attorney for 19r(g 
term solution ✓ · 

Comprehensive 
understanding of situation 



You are a patrol officer assigned to the 10 pm - 6 am shift. When you get off duty one morning 
you stop by a local convenience store to pick up a loaf of bread and a half-gallon of milk to take 
home. As prepare to pay the clerk tells you the cost is $1.00. You realize the clerk is giving you 
a "discount." What will you do? 

1 ........ .. 2 .. ..... ... 3 .. ..... . ..4 . .. .... .. .5 .. ...... .. 6 .......... 7 .. ... ~-. ... 9 .. .... · . ... 10 

A 
Pay $1 and leave 

Evasive remarks 

B 
Accept discount - thank 
clerk 

Offer to pay regular pric 

C 
Offer to pay regular price 

Recognizes complexity of 
issue - takes a position 

Understands may be a issue Recognizes department 
policy impacts issue 

Recognizes ethical concerns 

Comments on public 
perception 

Recognizes potential pitfalls 

Will accept discount rather 
than have a scene in store -
will probably avoid store in 
future 

Com rehensive res onse 
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rrussour1 CITY 
T E X A S 

DEPARTMENf OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOP.MENT 

/J f O Start Date: 

Initial REQUIRED STEPS 

1. HR/OD Receives resignation/termination letter ... 
~tJ 11~((~ 

2. HR/OD prepares & forward resignation acceptance ltr to Dept Head 

3. HR/OD discusses final pay with Payroll (Voluntary/Involuntary) 

4. 

5. 

6. 

7. 

8. 

9. 

HR/OD Schedules exit interview ( ideally, 5 days before final day) 

HR/OD Staff completes Cobra (Ceridian) separation Form online 

HR/OD Staff completes TALX ~nemplo~t notice Form online 

HR/OD term.Ef medical 0dental LJ vision vendor portals 

HR/OD Update status on D OptumHealth D Flexcorp 

D Valic D Nationwide D ICMA ff?erform~ce Pro 

HR/OD staff deactivates employee in MUNIS/I-Web 

10. HR/OD forwards exit interview docs to CM & Dept heads .. 

11. HR/OD Enters & Releases Personnel Action in MUNIS - Dir Apprv 

12. Uload or Fax TMRS documents, as applicable 

13. Email separation notice to Fin, Payroll, PD, Fleet, purchasing, IT ... 

14. HR/OD reviews benefits invoices for ee cancellation - recent bill 

15. HR/OD staff reviews separation schecklist 

16. HR/OD Staff moves personnel file to: 

0 . INACTIVE File Cabinet in File room 

0 INACTIVE File in Public Drive 

17. HR/OD Update Turnover report 

18. Other HR/OD Action __:_,,__--- ------- ---

Revised 03/29/2018 - EgW 

-- -- ----
t;')tl I<\ 

~\ ,~\~ 

~}'tll'b 
~,~u4 
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nussour1 CITY 
T E X A S 

DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT 

May 17, 2018 

Ms. Stephanie Rawles 
UcmRfiResponse@talx.com 

Re: Claimant: 
SSN: 
Claim State: 
Separation Reason: 
First Day Worked: 
Last Day Worked: 

Dear Ms. Rawles: 

Edward G. Williams, Ph. 0., Director 

~ Geneane Me_rritt ,/2 , /. 
/r1//!1 f/1 i17 

Texas 
Termination for Violation of City Policies 
September 27, 2009 

Please accept this letter and attached supporting documents as the formal response to the 
Unemployment Claim submitted by Mrs. Geneane Merritt. Below are the details that led the City 
to present Mrs. Merritt with a termination letter. 

• Geneane Merritt begun employment with the City of Missouri City on September 27, 
2009 as a Police Captain in the Missouri City Police Department; with an annual salary 
of $79,424.40. (ATTACHMENT "A" pl-p4); 

• On July 19, 2011, Mrs. Merritt requested a voluntary demotion to Police Lieutenant. 
(ATTACHMENT "B" pl-p3); 

• As is customary for all new employees, the Human Resources Department provided Mrs. 
Merritt with a paper copy of the City's Personnel Policy Manual on September 30, 2009. 
Mrs. Merritt accepted the policy and agreed to abide by the

1
expectations therein 

contained. Mrs. Merritt also received and aclmowledged receiving a copy of the City' s 
Coded of Conduct and Suspected Misconduct & Dishonesty Policy. (ATTACHMENT 
"C" pl-pll); 

• An internal investigation (PSI Investigation # 18-0004), which was conducted by Captain 
Harris, determined that Mrs. Merritt violated the following policies: (ATTACHMENT 
"D" p.1-p2) 

o Policy 10-01: Code of Conduct V. D. 5 - Fail to be Honest/Untruthfulness 
o Policy 30-05: City Vehicles III. C. 5 - Improper Use of City Vehicle 
o Policy 10-01 Code of Conduct V. D. 14 - Fail to Report for Duty 
o Policy 40-10 Off-Duty Employment IV. B. 1-Working Unapproved Extra Job 

• After reviewing all related policies and the official investigation, the City has decided to 
end its employment relationship with Mrs. Merritt based on the violation of the policies 
listed above. 

1522 Texas Parkway, Missouri City, Texas 77489 Phone: 281.403.8680 Fax: 281.403.8971 
humanresources@missouricit.)!1:X.gQJ! www.missouricit.)!1:X.goy 
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DEPARTMENT OF HUMAN RESOURCES & ORGANIZATIONAL DEVELOPMENT 
Edward G. Williams, Ph.D., Director 

Attached is the Table of Contents of the City's Personnel Policy Manual, and the sections 
referenced in this response. The entire document is available if requested. 

Let us know if you have any questions or require additional information. Do not hesitate to 
contact us if you have questions or require additional information. 

Sincerely, 

. Monroe, PHR, SHRM-CP, 
Human Resources and Organizational Development Manager 

1522 Texas Parkway, Missouri City, Texas 77489 Phone: 281.403.8680 
humanresources@missouricitytx.gov www.missouricitytx.gov 
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1522 Texas Parkway 
Missouri City. TX 77489 

(281) 403- 8500 
egw!lliams@missouricitytx.gov 

August 2 6, 2009 

Geneane Hughes 

'11jtr1r 

Dear Ms. Hughes: 

It is ~y pleasure to extend the following offer of employment to you on behalf of 
the City of Missouri City. This offer is contingent upon your successful 
completion of the City's mandatory drug screen, criroinal background, driving 
record and related pre-employment screenings as necessazy. 

Title: Police Captain 

Reports to: Assistant Police Chief, Pat Worrell 

Job Description: Attached 

S~ary: As agreed, your annual salary will be $79,424.40, which the City will 
pay according to its 26 pay periods each year. All salaries are subject to 
deductions according to federal. state and related policies of the City of 
Missouri City·. 

F:LSA: Exempt 

P.erform.ance Evaluation: Your first annual performance review will be on or 
around March 31, 2010. As is customary, if the City offers a performance 
:i:Qcrease you may re~eive a prorated performance salary adjustment. Of 
course, you will meet with the Departme11.t Director or designee as necessary to 
discuss your progress towards estab~shed goals. . . 

Benefits: You are entitled to the City1s health> dental, vision, life and disability 
insurance coverage, generally supplied per City policy. Additionally, you are 
entitled to other benefits, including tuition reimbursement, according to the 
City's Personnel Policy. 

Vacation and Personal Emergency Time Off: You will accrue vacation and 
sick leave hours as established in the City's Personnel Policy. 

Start Date: 

GO 'd 

~ ~ptember 13, 2009 
~\- 2,7) ~, 

OOdZS89-SU:: X"e.::J £WJ 
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Geneane Hughes 
Allgns:t 26, 2009 
Page2 ofS 

. .. ' .. ·. 

Car/Phone/Travel Expenses: The City will reimburse business related and 
reasonable expenses according to existing City policy. 

Your employment with the City of Missouri City is at-will and either party cru.1 
terminate the relationship at any time with or without cause and with or 
without notice. All employees of the City .of Missouri City are subject to recall 
during an emergency, catastrophe or any situation in which the City Manager 
determines the need for City staff. 

Your signature is your acknowledgement that this job offer letter represents the 
entire agreement betwee11 you and the City of Missouri City. Furthermore, you 
agree that no verbal or written agreements, promises or representations not 
specifically stat~d in this letter are binding upon the .City of Missouri City. 

Please sign on the line above your name and check that box that reflects your 
acceptance or r~jection of this offer a$ stated, date the document, and return 
the ~riginal to tp.e Department of Human Resources and Organizational 
Development. This offer is in effect until September 13., 2009. 

Signatures: 

)q' Accepted D Rejected 

Date 

Joel F. Fitzgerald, Sr., MBA, Police Chief 
9/ lor 7 o,te 

Cc: Human Resources & Organizational Development 

OOLC:S89-STC::XP.:J £C:OJ 
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City of Missouri City 

Job Description 
Department of Human Resources & 

Organizational Development 

Position 
NO: 

Job Category: Service Workers 
1522 Texas Parkway 
Missouri City, TX 77 489 
Telephone: (281) 403-8500 
Fax: (281) 261-4233 
http: //www.ci.mocity.tx.us / depts/personnel / persfp.htm 

Annual Salary Range: 
$72,204 - $93.,865 

POLICE CAPTAIN 

DEFINITION 

This is a senior-level, professional staff, full-time position with the City's Police 
Department. An individual in this position will be responsible for providing senior 
level supervision and administrative support as the head of their assigned division. 

The following is a sample of the knowledge, skills and abilities required 
for this position, and not a complete list of duties or responsibilities. 

EXAMPLES OF WORK 

• Perform administrative duties qy conducting media interviews; communicating with 
personnel and the public; researching operational, legal and administrative issues; 
writing position papers, briefs and memos; and preparing, maintaining, compiling 
and disseminating division/ department r~ports. 

• Manage division personnel by establishing employee goals and objectives; 
conducting ana. reviewing division employee performance reviews; coordinating the 
training needs of employees; mentoring, coaching and guiding the development of 
employees; managing, recommending and carrying-out the proper discipline of 
employees; and meeting with assigned personnel individually or as a group. 

• Develop and manage the division budget by researching the equipment and 
personnel needs of the division; calculating the costs associated with identified 
needs; completing budget forms for submission to the Chief of Police; completing 
requisition forms; using purchasing card; approving subordinate requisitions for 
purchases; monitoring expenditures; and applying for and managing organizational 
grants. 

• Manage operational issues by serving as watch commander; serving as 'on-scene' 
commander at major police events; identifying and resolving operational challenges 
and enhancing division efficiency and-effectiveness; and assuming the command of 
the department in the absence of the Assistant Police Chief or Police Chief, as 
directed. 



• Handle human resource needs by managing/ assisting with the hiring process for 
the division; managing/ assisting with the promotional process for the division; 
resolving conflicts in the work place; addressing discipline issues through policies 
and procedures; and recognizing and promoting the good performance of 
employees. 

• Perform other related duties as assigned. 

• Subject to 24 hour recall. 

KNOWLEDGE, SKILLS AND ABILITIES 

• Work requires managing and monitoring work performance by directing 
subordinate supervisors or division, including making recommendations to the 
Chiefs office on hiring and disciplinary actions, evaluating program/work 
objectives and effectiveness, and realigning work and staffing assignments. 

• Advanced ability to read papers, periodicals, journals, manuals, dictionaries, 
thesauruses and encyclopedias. 

• Intermediate ability to deal with system of real numbers; practical applications of 
:fractions, percentages, ratios/ proportions and measurement. 

• Advanced ability to write reports; prepare business letters, expositions and 
summaries with proper format, punctuation, spelling and grammar. 

• Moderate fiscal responsibility. 

• Light physical effort required, exerting up to 20 lbs occasionally; 10 lbs. frequently. 

• Valid Class C Driver's License. Good driving record required. 

• Must utilize independent judgment and decision making abilities as necessary. 

• Ability to perform multiple tasks simultaneously in a team environment with 
minimal supervision. 

• Professional attitude, tact and courtesy necessary to deal with internal and external 
~u_;:;t_omers. 

EXPERIENCE AND EDUCATION REQUIREMENTS (The following is a sample of 
the minimum qualifications or requirements the Human Resources & Organizational 
Devel[!pment Office will use to evaluate applicants.for this _position) 

Currently serving as a sergeant or lieutenant in a state certified police agency with a 
minimum of two years of professional experience and at least a high school diploma or 
General Education Develo_pment Certificate and TCLEOSE certification is reguired. 
The Human Resources and Organizational Development Department may consider an 
equivalent combination of education, trai.nin:g and/ or e1gJerience. 

The Department of Human Resources & Organizational Development may consider an equivalent 
combination of education, trainin_g andj or eJg>erience. 

* The City of Missouri City Compensates employees according to a salary schedule that 
enables movement through a market based salary range. Generally, a new employee's salary is 
at or near the be_ginnin,g of the range. 
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rrussour1 c~ITY 
Joel Fitzgerald, S,. 
Chief of Police 

To: 

From: 

CC: 

Date: 

.>< 

Joel Fitzgerald Sr., Chief of Police 

Geneane Merritt, Police Captain 

Dr. Edward Williams, HR Director 

July 19, 2011 

Subject: REQUEST FOR VOLUNTARY DEMOTION 

1. I respectfully request your approval of my voluntary demotion from Police 

Captain to Police Lieutenant for personal reasons. I do so of my own free will and 

I was not coerced in any way to apply for demotion. 

2. I realize that my salary will also be reevaluated, which may also include a sizable 

reduction at your discretion. 

3. I also voluntalily accept any work schedule reassignment associated with the 

demotion. 

4. Any consideration given to this request is appreciated. 

Captain Geneane Menitt 

Witness 

(·itckJ a ~.;- .. , 
0~ 

RECEIVED JUL 19 7011 
f Vjl/""'1v4-J2-

,/ 

~~ 
7., I 9-cJ. o 11 

3849 Cartwright Road ,,,, Misspuri City, Tt;:xas 77459 N 2..8l~40:3~8700 
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1522 Texas Parkway 
Missouri Ci1y, TX 77489 

(281) 403-8500 
egwilliams@missouricity1x.gov 

July 26, 2011 . 

Geneane Merritt ..... 
117/wrr 

Dear Mrs. Merritt: 

It is my pleasure to extend the following offer of employment to you on 
behalf of the City of Missouri City. 

Title: 

Reports to: 

Job Description: 

Police Lieutenant 

Police Captain 

Attached 

Salary: Your hourly salary will be $36.88, which the City will pay 
according to its 26 pay periods each year. All salaries are subject to 
deductions according to federal, state, and related policies of the City of 
Missouri City. 

FLSA: Non-Exempt . 

Performance Evaluation: Your first an:p.ual performance review will be 
on or around March 31, 2012. As is customary, if the City offers a · 
performance increase you may receive a prorated performance salary 
adjustment. Of course, you will meet with the Department Director or 
designee as necessary to discuss your progress towards established goals. 

Benefits: You are entitled to the City's health, dental, vision, life, and 
disability insurance coverage, generally supplied per City policy. 
Additionally, you are entitled to other benefits, including tuition 
reimbursement, according to the City's Personnel Policy. 

Vacation and Personal Emergency Time Off: You will accrue vacation 
and sick leave hours as established in the City's Personnel Policy. 

Effective Date: July 31, 2011 



Geneane Merritt 
July 20,201.1 
Page 2 

Car/Phone/Travel Expenses: The City will reimburse business related and 
reasonable expenses according to existing City policy. 

Your employment with the City of Missouri City is at-will and either party 
can terminate the relationship at any time with or without cause and with 
or without notice. All employees of the City of Missouri City are subject to 
recall during an emergency, catastrophe, or any situation in which the City 
Manager determines the need for City staff. 

Your signature is your acknowledgement that this job offer letter represents 
the entire agreement between you and the City of Missouri City. 
Furthermore, you agree that no verbal or written agreements, promises, or 
representations not specifically stated in this letter are binding upon the 
City of Missouri City. 

Please sign on the line above your name and check that box that reflects 
your acceptance or rejection of this offer as stated, date the document, and 
return the original to the Department of Human Resources and 
Organizational Development. 

Signatures: 

~ Accepted 0 Rejected 

~ 7-26-2011 
Geneane Merritt Date 

7-26-2011 
Joel F. Fitzgerald, Sr., MBA, Police Chief Date 

Cc: Human Resources & Organizational Development 
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Revised 2-15-1 0 

City of Missouri City 

POLICY ON SUSPECTED MISCONDUCT AND DISHONESTY 

Introduction 

Like all organizations, ours is faced with risks from wrongdoing, misconduct, dishonesty 
and fraud. As with all business exposures, we must be prepared to manage these risks 
and their potential impact in a professional manner. 

The impact of misconduct and dishonesty may include: 

• the actual financial loss incurred 
• damage to the reputation of our organization and our employees 
• negative publicity 
• the cost of investigation 
• damaged relationships with our contractors and suppliers 
• litigation 
• damaged employee morale 

Our goal is to establish and maintain a business environment of fairness, ethics and 
honesty for our employees, our customers, our suppliers and anyone else with whom we 
have a relationship. To maintain such an environment requires the active issistance of 
every employee and manager every day. 

Our organization is committed to the deterrence, detection and correction of misconduct 
and dishonesty. The discovery, reporting and documentation of such acts provides a 
sound foundation for the protection of innocent parties, the taking of disciplinary action 
against offenders up to and including dismissal where appropriate, the referral to law 
enforcement agencies when warranted by the facts, and the recovery of assets. 

Purpose 

The purpose of this document is to commun.icate city policy regarding the deterrence and 
investigation of suspected misconduct and dishonesty by employees and others, and to 
provide specific instructions regarding appropriate action in case of suspected violations. 



• I 

Definition of Misconduct and Dishonesty 

Missouri City 
Policy on Suspected Misconduct 

& Dishonesty Policy 

For purposes of this policy, misconduct and dishonesty include but are not limited to: 

• ·acts which violate the city's conduct rules as outlined in the Personnel Manual 
• theft or other misappropriation of assets, including assets of the city, our 

customers, suppliers or others with whom we have a business relationship 
• misstatements and other irregularities in city records, including the intentional 

misstatement of the results of operations 
• wrongdoing 
• forgery or other alteration of documents 
• fraud and other unlawful acts 
• any similar acts. 

The city specifically prohibits these and any other illegal activities in the actions of its 
employees, managers, executives and others responsible for carrying out the 
organization's activities. 

Policy and Responsibilities 

Reporting 

It is the responsibility of every employee, supervisor, manager and director to 
immediately report suspected misconduct or dishonesty to their supervisor. Supervisors, 
when made aware of such potential acts by subordinates, must immediately report such 

· acts to their supervisor or to the City Attorney. Any reprisal against any employee or 
other reporting individual because that individual, in good faith, reported a violation is 
strictly forbidden. 

Due to the important yet sensitive nature of the suspected violations, effective 
professional follow up is critical. Managers, while appropriately concerned about 
"getting to the bottom" of such issues, should not in any circumstances perform any 
investigative or other follow up steps on their own. Concerned but uninformed 
managers represent one of the greatest threats to proper incident handling. All 
relevant matters, including suspected but unproved matters, should be referred 
immediately to those with follow up responsibility. 

Additional Resp.onsibilities of Supervisors 

All employees have a responsibility to report suspected violations. However, employees 
with supervisory and review responsibilities at any level have additional deterrence and 
detection duties. Specifically, personnel with supervisory or review authority have three 
additional responsibilities. 

• First, you must become aware of what can go wrong in your area of authority. 

2 



Missouri City 
Policy on Suspected Misconduct 

& Dishonesty Policy 

• Second, you must put into place and maintain effective monitoring, review and 
control procedures that will prevent acts of wrongdoing. 

• Third, you must put into place and maintain effective monitoring, review and 
control procedures that will detect acts of wrongdoing promptly should prevention 
efforts fail. 

Authority to carry out these three additional responsibilities is often delegated to 
subordinates. However, accountability for their effectiveness cannot be delegated and 
will remain with supervisors and managers. 

Assistance in effectively carrying out these responsibilities is available upon request 
through the Finance Director or his/her designee. 

Responsibility and Authority for Follow Up and Investigation 

The Legal Department has the primary responsibility for all investigations involving the 
city. Legal may request the assistance of Finance in any investigation, including access 
to Finance's periodic examinations and evaluations of internal controls. 

Properly designated members of the investigative team will have: 

• free and unrestricted access to all city records and premises, whether owned or 
rented 

• the authority to examine, copy and/or remove all or any portion of the 
contents of files, desks, cabinets, and other storage facilities (whether in 
electronic or other form) without the prior knowledge or consent of any 
individual who might use or have custody of any such items or facilities when 
it is within the scope of investigative or related follow up procedures. 

All investigations of alleged wrongdoing will be conducted in accordance with applicable 
laws and city procedures. 

In the event any member of the Legal Department is the target of an investigation, the 
Finance Department will have the primary responsibility for conducting such 
investigation. 

Reported Incident Follow Up Procedure 

Care must be taken in the follow up of suspected misconduct and dishonesty to avoid 
acting on incorrect or unsupported accusations, to avoid alerting suspected individuals 
that follow up and investigation is underway, and to avoid making statements which 
could adversely affect the city, an employee, or other parties. 

3 



Missouri City 
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& Dishonesty Policy 

Accordingly, the general procedures for follow up and investigation of reported incidents 
are as follows: 

1. Employees and others must immediately report all factual details as indicated 
above under Policy. 

2. The Legal Department has the responsibility for follow up and, if appropriate, 
investigation of all reported incidents. 

3. All records related to the reported incident may not be removed from their 
current location until Legal advises otherwise: Any tampering or falsifying of 
records under investigation may result in disciplinary action, including 
termination. 

4. Do not communicate with the suspected individuals or organizations about the 
matter under investigation. 

5. In appropriate circumstances and at the appropriate time, Legal will notify the 
director of the employee's department. 

6. Legal will also notify the Finance Director of all reported incidents so that it 
may be determined whether this matter should be brought to the attention of 
the Audit Committee. 

7. Finance may also obtain the advice of Legal at any time throughout the course 
of an investigation or other fo11ow up activity on any matter related to the 
report, investigation steps, proposed disciplinary action or any anticipated 
litigation. 

8. Neither the existence nor the results of investigations or other follow up 
activity will be disclosed or discussed with anyone other than those persons 
who have a legitimate need to know in order to perform their duties and 
responsibilities effectively. 

9. All inquiries from an attorney or any other contacts from outside of the city, 
including those from law enforcement agencies or from the employee under 
investigation, should be referred to Legal. 

Investigative or other follow up activity will be carried out without regard to the 
_suspected individual's position, level or relationship with the city. 
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Questions or Clarifications Related to This Policy 

Missouri City 
Policy on Suspected Misconduct 

& Dishonesty Policy 

All questions or other clarifications of this policy and its related responsibilities should be 
addressed to the City Attorney, who shall be responsible for the administration, revision, 
interpretation, and application of this policy. 

Approval 

~L )·IS-~0to 
Date 

Acknowledgment 

My signature signifies that I have read or such policy has been read to me and that 1 have 
received a copy of this policy, and that I understand my responsibilities related to the 
prevention, detection and reporting of suspected misconduct and dishonesty. 

I further acknowledge that I am not aware of any activity that would require disclosure 
under this or other existing city policy or procedure statements. 
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CITY OF MISSOURI CITY 

ACKNOWLEDGEMENT OF PERSONNEL MANUAL 

I understand that this handbook is not intended to be and is not understood to be an 
employment contract. My employment relationship with the City of Missouri City may be 
governed by a number of sources, including but not limited to this Personnel Manual, the City of 
Missouri City Code of Ordinances, departmental policies and procedures, and state and federal 
statutes and regulations. Additionally,. I understand that the City reserves the right to modify its 
employment policies and to use discretion in carrying out such polices. By signing below, I 
acknowledge receipt of the City of Missouri City Personnel Manual and agree to abide by the 
policies and procedures set forth therein. 

C:\Documents and Settings\ewilliam\Local Settings\Temp\tmpF6E.nnp 
Last revised 12.1.2003 

a/'C,<Vc'. 4,,.,/-
Employee's Printed Name 

01/-_?o- Of 

Date 
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Questions ·os: Clarifications Related to·This Policy 
. . . ' . ' . ' . 
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Missouri City 
Polic:f oii Suspected Miscondu.ct 
. & Dishoriesty Policy 

· All questions or other clarifications or°this policy and its related responsibilities should be 
_ addressed to· the City Attoniey, who sh~ll be responsibie for the-administration, reVIsion, 
interpretation, and application of this ~olicy. . 

Date· 

: · _. · Ack_iz.owledgment_ , ., -. 

. ··My sigiuifure si~es .th:it L4ave read or S'1ch'pblic;y:µas be_~n :re'acl to :Irie and iliat I h~~~ : . · 
· received ai c~py. of tlli.s policy,' and that I understand n1y_-respons1bilities related to the _ · _ 
·. -prevention, cietec:tion and reporting of suspe.cted.ni.isc(inducf~d.'·dishonesty. -

. . . . . . .· . . . . . . . . . ' . 

-. I fu¢ier ackn~wledge J:11at lam ~ot ·aware _ot'any activity that.would require di~cfosuie · ·- -- · · 
, undei'tl1kor other-existing citr policy or pro!,edure s~atements: ·_ .... - ·, . •' . . ·-, . 

. . .. . . . . . . . . . 

. · ... -· _ . . :_.Gi - -/~ _-/ _ .L .: 
.Signature: -~ Y(:i{?5-t7· . 

Pnnrnalne: . J1~~£ 'm,,., ~ 

.... 

· .-· 

.. . . 

Date"-signe.d: · ·_. · - ~ .3o-Cf 
J . 

·· .. . . .. · .. 
•' ~ .. . • , •'• 

5 
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Police 

nussour1 CITY Michael A. Berezin 
Chief of Police 

To: 
From: 
Date: 
Ref: 

TEX.t·, S 

Chief Michael Berezin 
Assistant Chief Lance Bothell 
April 26,-2018 
·psr Investigation #18-0004 

I have reviewed the entire investigation and concur with Captain Poulton in his :findings 
for all of the following policy violations: 

Policy 10-01: Code of Conduct V. D. 5 

Policy 30-05: City Vehicles III. C. 5 

Policy 10-01 Code of Conduct V. D. 14 

Policy 40-10 Off-Duty Employment IV. B . 1 

Fail to be Honest/Untrnthfulness 
(Sustained) 
Improper Use of City Vehicle 
(Sustained) 
Fail to Report for Duty 
(Sustained) 
Working Unapproved Extra Job 
(Not Sustained) 

This intemal investigation focuses on the above listed policy violations committed by 
Lieutenant Menitt and observed or discovered by Captain Hanis. 

The most severe of these allegations is "Fail to be Honest/ Untruthfulness". A sustained 
allegation with this charge impacts the effectiveness of the officer and casts a shadow 
over the department in all matters conceming this officer. Additionally, if a sworn officer 
is found to have been dishonest, they would in tum be placed on a "Brady List" with the 
District Attorney's Office and any past or future testimony by this employee may be 
brought into question possibly impacting the outcome of a trial and the integrity of the 

.. organization. It is clear after reading the investigation, and Menitt' s own statement, she 
was dishonest, she admitted to being untruthful when questioned by Captain Hanis on 
two separate occasions about her whereabouts on the morning of March 28, 2018. The 
first time was over the phone (recorded) and the second was a short time later face to face 
with Captain Harris. There was a third incident of dishonesty involving Menitfs 
attendance of a school. When questioned by Captain Harris, Lieutenant Merritt lied by 
omission when she diq not tell him she missed the first day of a class that the city paid for, 
resulting in not receiving TCOLE credit for the out of town training. 

The "Fail to Rep01t for Duty'' allegation is regarding her attendance, or more accurately, 
her non-attendance at an in-service school in Frisco, Texas. It is clear Lieutenant Merritt 
did not attend the first day of class and then extended her st!lY by an additional day to 
attend another class. Merritt thus inmmed, on city p-card, an additional hotel night stay. 
As per city policy, all employees travelling for overnight travel must obtain approval 
from the Department Head or their designee. Lieutenant Merritt did not obtain approval 
from her immediate supervisor, Captain Harris. The same policy states that all employees 

3849 Cartwright Road ,., Missouri City, Texas 77459 ,., 281-403•8700 
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nussour1 CITY 

T E X A S 

Police 

Michael A. Berezin 
Chief of Police 

shall submit a post travel form to the accounts payable office upon return. This form was 
not completed. 

The allegations of"Improper Use of a City Vehicle", "Working an Unapproved Extra 
Job" and an additional (discovered and uncharged) policy violation of "Failing to Notify 
Dispatch while working an Extra Job"; 40-10 - OffDuty Employment, IV. C. 6, revolve 
around Lieutenant Menitt working extra jobs. The investigation showed that Lieutenant 
Merritt did work an extra job at The Bayou City Event Center on March 24, 2018. She 
improperly used her assigned patrol ve.p.icle and failed to notify dispatch of her status 
while working the job. Lieutenant Me11itt advised Captain Poulton that she has worked 
the extra job at Saint Agnes, directing traffic, on average two days a week for the past 
three years (approximately 156 times she worked this extra job). There is only one (1) 
CAD entry of her notifying dispatch of her status and location while working this job. 
This means that 155 times she violated this policy by not notifying dispatch of her status 
and location, thus showing a clear disregard for Department Policy. I also checked Avail 
Web for Lieutenant Merritt's activity for March 2018. I found an additional three 
incidents where she used a city vehicle to travel to and from an extra job on Bellaire Blvd 
(March !51, 22nd and 26th

) . It should be noted that Avail Web only became a resource in 
early March of 2018. When asked about these particular policy violations, Lieutenant 
Meni.tt simply nodded, aclmowledging the issue. 

The charge of "Working an Unapproved Extra Job" was not sustained because it was 
discovered during the investigation the extra job in question had been had been submitted 
for approval and approved three years ago. 

The significance and importance of being truthful is stressed to all employees from the 
entry level test and ¢roughout their careers. Captain Poulton stated in his investigation, 
the policy violations concerning the ex1J:ajob incident and the in-service school incident 
are not egregious. I disagree with this statement. The sheer number. of times Lieutenant 
Merritt violated policy are egregious. Lieutenant Merritt's repeated policy violations 
coupled with the Untruthfulness~ brings into question her decision making ability, her 
willingness to adhere to rules and regulations and her integrity to remain a member of 
this department. 

The importance of being honest in this profession cannot be stressed enough. Lieutenant 
Merritt had no legitimate reason to lie to Captain Ha.iTis and even had the chance to 
correct things and tell the truth when, she and Captain Harris spoke in person in his office 
and she chose not to, instead repeating the same lie. 

Captain Poulton recommends that Lieutenant Menitt be separated from the department. I 
agree with this recommendation. 

~,Adi:). 
3849 Cartwright Road,., Missouri City, Texas 77459,., 281-403-8700 



Edward G. Williams 

From: 
Sent: 
To: 

Lance Bothell 
Friday, May 04, 2018 7:58 AM 
Edward G. Williams; Mike Berezin 

Subject: Fwd: Message from "RNP583879050168" 
20180504075644420.pdf; ATT00001.htm Attachments: 

Sent from my iPhone 

Begin forwarded message: 

From: <pdadmin@missouricitytx.gov> 
Date: May 4, 2018 at 6:56:44 AM CDT 
To: Lance Bothell <lbothell@missouricitytx.gov> 
Subject: Message from "RNP583879050168" 

This E-mail was sent from "RNP583879050168" (MP C4504ex). 

Scan Date: 05.04.2018 07:56:44 (-0400) 
Queries to: pdadmin@missouricitytx.gov 

1 



Police 

nussour1 CITY Michael A. Berezin 
Chief of Police 

To: 
From: 
Date: 
Ref: 

T E . A S 

Chief Michael Berezin 
Assistant Chief Lance Bothell 
April 26,2018 
PSI Investigation # 18-0004 

I have reviewed the entire investigation and concur with Captain Poulton in his findings 
for all of the following policy violations: 

Policy I 0-0 I : Code of Conduct V. D. 5 

Policy 30-05: City Vehicles III. C. 5 

Policy 10-01 Code of Conduct V. D. 14 

Policy 40-10 Off-Duty Employment IV. B. I 

Fail to be Honest/Unt:mthfulness 
(Sustained) 
Improper Use of City Vehicle 
(Sustained) 
Fail to Rep01t for Duty 
(Sustained) 
Working Unapproved Extra Job 
(Not Sustained) 

This internal investigation focuses on the above listed policy violations committed by 
Lieutenant Merritt and observed or discovered by Captain Hanis. 

The most severe of these allegations is "Fail to be Honest I Untruthfulness". A sustained 
allegation with this charge impacts the effectiveness of the officer and casts a shadow 
over the department in all matters concerning this officer. Additionally, if a sworn officer 
is found to have been dishonest, they would in turn be placed on a "Brady List" with the 
District Attorney's Office and any past or future testimony by this employee may be 
brought into question possibly impacting the outcome of a trial and the integrity of the 

.. organization. It is clear after reading the investigation, and Merritt's own statement, she 
was dishonest, she admitted to being untruthful when questioned by Captain Han-is on 
two separate occasions about her whereabouts on the morning of March 28, 2018. The 
first time was over the phone (recorded) and the second was a short time later face to face 
with Captain Harris. There was a third incident of dishonesty involving Menitt's 
attendance of a school. When questioned by Captain Hanis, Lieutenant Merritt lied by 
omission when she did not tell him she missed the first day of a class that the city paid for, 
resulting in not receiving TCOLE credit for the out of town training. 

The "Fail to Report for Duty'' allegation is regarding her attendance, or more accurately, 
her non-attendance at an in-service school in Frisco, Texas. It is clear Lieutenant Menitt 
did not attend the first day of class and then extended her stay by an additional day to 
attend another class. Merritt thus incnn·ed, on city p-card, an additional hotel night stay. 
As per city policy, all employees travelling for overnight travel must obtain approval 
from the Department Head or their designee. Lieutenant Menitt did not obtain approval 
from her immediate supervisor, Captain Harris. The same policy states that all employees 

3849 Cartwright Road "' Missouri City, Texas 77459 "' 281- 403-8 700 



rrussour1 CITY 
f }{ 

Police 

Michael A. Berezin 
Chief of Police 

shall submit a post travel form to the accounts payable office upon return. This form was 
not completed. 

The allegations of"lmproper Use of a City Vehicle", "Working an Unapproved Extra 
Job" and an additional (discovered and uncharged) policy violation of "Failing to Notify 
Dispatch while working an Extra Job"; 40-10-OffDuty Employment, IV. C. 6, revolve 
around Lieutenant Menitt working extra jobs. The investigation showed that Lieutenant 
Merritt did work an extra job at The Bayou City Event Center on March 24, 2018. She 
improperly used her assigned patrol vel;iicle and failed to notify dispatch of her status 
while working the job. Lieutenant Menitt advised Captain Poulton that she has worked 
the extra job at Saint Agnes, directing traffic, on average two days a week for the past 
three years (approximately 156 times she worked this extra job). There is only one (1) 
CAD entry of her notifying dispatch of her status and location while working this job. 
This means that 155 times she violated this policy by not notifying dispatch of her status 
and location, thus showing a clear disregard for Department Policy. I also checked Avail 
Web for Lieutenant Men-itt's activity for March 2018. I found an additional three 
incidents where she used a city vehicle to travel to and from an extra job on Bellaire Blvd 
(March 151, 22nd and 26th

) . It should be noted that Avail Web only became a resource in 
early March of 2018. When asked about these particular policy violations, Lieutenant 
Meni.tt simply nodded, acknowledging the issue. 

The charge of "Working an Unapproved Extra Job" was not sustained because it was 
discovered during the investigation the extra job in question had been had been submitted 
for approval and approved three years ago. 

The significance and impo1iance of being trnthful is stressed to all employees from the 
entry level test and t];rroughout their careers. Captain Poulton stated in his investigation, 
the policy violations concerning the extra job incident and the in-service school incident 
are not egregious. I disagree with this statement. The sheer number of times Lieutenant 
Merritt violated policy are egregious. Lieutenant Merritt's repeated policy violations 
coupled with the Untruthfulness, brings into question her decision making ability, her 
willingness to adhere to rules and regulations and her integrity to remain a member of 
this depa1tment. 

The importance of being honest in this profession cannot be stressed enough. Lieutenant 
Me1Titt had no legitimate reason to lie to Captain Hanis and even had the chance to 
correct things and tell the truth when she and Captain HmTis spoke in person in his office 
and she chose not to, instead repeating the same lie. 

Captain Poulton recommends that Lieutenant Men-itt be separated from the department. I 
agree with this recommendation. 

3849 Cartwright Road ,., Missouri City, Texas 77459 ,., 281- 403- 8 700 



Client Access Page 1 of 1 

,., 
VVageWorks 

HOME EMPLOYER SETUP HEALTH PLANS REPORTS HELP LOG OFF 

PARTICIPANTS COBRA DI RECT BIU. 

Participant Info 

Participant ID # : 4492551 , SSN : ( 

\94#h.J$¥$i@MMM WMMkit 
USER: 

Ewilliamsl CITY OF MISSOURI CITY 

111/111r/tv1 
_/Of(lP 
61t1v1t1G{} 

Participant informatjon 

Employer name CITY OF MISSOURI CITY Location 

Name MERRITT, GENEANE Gender Female 

Employee Number Not Assigned 

Status II Continuation Pending Birth Date 

Hire Date 9/27/2009 

Waiting Start Date 9/ 27/ 2009 Coverage Date 

Current Address 111/J11r City 

9/ 27/2009 

State, Zip 

Email Not Provided Phone Not Provided 

Ouaijfyjng Eyent Information 

Qualifying Event Date 5/7/2018 Billing Start Date 

Qualifying Event Type Termination Last PreCOBRA Covered 5/7/2018 

Eligibility Start Date 5/8/2018 Eligibility End Date 11/7/2019 

Medicare Eligible: No 

Coverage Carried at time of Qualifying Event: BLUE CROSS BLUE SHIELD A-BC0l MA : Individual 
METUFE A-MT0l HA : Individual 

No Dependents found for this participant. 

No Coverage found for this employee. 

El jgjbjl itv Transmission Detajl 
No WageWorks billing records found for this employee. 

No WageWorks mailed notices found for this employee. 

No WageWorks Imaged Documents Found. 

Description 

UNITED HEALTHCARE A-UHC2 VA : Individual 

C2805-Qual ifylng Qualifying Event Processed: Terminat ion on 05/07/2018 Eligiblllty 5/8/ 2018 EDWARD 
Event Fee through 11/7/ 2019 covered on 3 plan(s) WILUAMS 

New Employee Participant 4492551 Added 

No Cases found for this participant. 

https://cobrabenefits.wageworks. com/index2.html 

EDWARD 
WILUAMS 

5/ 8/ 2018 
9:48 :41 AM 

5/8/2018 
9:48:40 AM 

5/8/2018 



Dearborn National I Benefits Manager 

newborn* Not ionur 

Home > Enrollment Management > Search Employees 

Add New Employee 

Bulk Salary Update 

Search Employees 

l ,.,:,..:n.::i:,_,_,~_m,-~-~·-=~·~1 

Enrollment Dashboard 

I Employee Search 

Required fields are highlighted in yellow. 

Group Number: Account Number: 

F019602 1: CITY OF MISSOURI CJTY 

Search By: 

! Name 

Last Name First Name 

j merritt I geneane 

Search 

I Search Results 

Re.cords: 1 - 1 of 1 

Employee ID Status 

orSSN ; 

n1(tr1f[l'-11 
MERRITT GENE . .. Active 

1: CITY OF MISSOURI CITY Active 

T etmination Submitted 

Page 1 of 1 

Benefits Manager 

.IOl(LlJ 
(thJwr.v1t.t) 

Effective/ 
Status Date 

01/01/2017 

01/01/2017 

05/08/2018 

PageO of1 Go 

Tennination Action 
Date 

1: CITY OF MISSOURI CITY Term. Date: 05/31/2013 Reason: Left Employmenl 

Products and services marlleted under the Dearborn National® brand and the star logo are underwritten and/or provided by Dearborn National® Life Insurance 

Company (Downers Grove, Illinois) which is not licensed in and does not solicit business in New Yon-; in New York, the company is Dearborn National® Life Insurance 

Company of New York (Pit!sfOfd, New York), formeriy known as Fort Dearbom Life Insurance Company® or New York. Product features and availability vary by S:ate 

and company, and are solely the responsibility of each affiliate. 

© 2015 Dearborn Na1ional brand companies. All Rights Reserved. Locations Important lnfonnation Site Map 

https://groupadmins.hcsc_net/enrollment/application 5/8/2018 



Enrollee Detail Report Print Date 

Group Information 

Group Number 
Group Name 

Last Update Date 

0754236 
CITY OF MISSOURI CITY BENEFITS TRUST 

Enrollee Information - GENEANE MERRITT 

05/08/2018 

05/08/2018 

Original Eff Date 
Termination Date 
Relationship 
Date of Birth 
Late Enrollee 
Address 1 
Address 2 

04/01/2013 
05/31/2018 
EMPLOYEE 

Status 

Gender 

TERMINATED 

FEMALE 

City, State, Zip 
Country 
Home Phone 
Email Address 

- lot 

Employee Information - GENEANE MERRITT 

Social Security# l1'1j1,1rfi\J7 
Employee ID -1185 
Alternate ID 
Alternate Authorized NO 
Individual 

Coverage Information 

Policy Product 

0754236 
0754236 

VISION 
VISION 

Other Insurance Information 

Medicare NO 
Medicare A 
Medicare B 
Medicare D 
Medicare Eligibility 
Medicare Crossover 

111(t11r 

iss Start Date 

··-··· Phone 
03/29/2013 

Date of Hire 
Retirement Date 
Date of Death 

09/27/2009 

Effective 
Date 
01/01/2016 
04/01/2013 

Start Date 

Termination 
Date 
05/31/2018 
12/31/2015 

Plan . 
Var 
0001 
0001 

Stop Date 

Medicare Number 

Report 
Code 
0001 
0001 



Enrollee Detail Report Print Date 

Last Update Date 

0754236 

05/08/2018 

05/08/2018 Group Information 

Group Number 
Group Name CITY OF MISSOURI CITY BENEFITS TRUST 

./0l/!tP 
/,.,,/Jr .ti.:, fA J 

Employee Information - GENEANE MERRITT 

Social Security # 
Employee ID 
Alternate ID 
Alternate Authorized NO 
Individual 

Coverage Information 

Policy 

0754236 

Product 

VISION 

Other Insurance Information 

Medicare NO 
Medicare A 
Medicare B 
Medicare D 
Medicare Eligibility 
Medicare Crossover 

1(i11(/1"11 Date of Hire 
Retirement Date 
Date of Death 

09/27/2009 

Effective 
Date 

Termination Plan 
Date Var 

04/01/2013 09/30/2015 0001 

Start Date Stop Date 

Medicare Number 

Report 
Code 
0001 



Enrollee Detail Report 

0754236 

Print Date 

Last Update Date 

05/08/2018 

05/08/2018 r /; Group Information 

Group Number 
Group Name CITY OF MISSOURI Ci.TY BENEFITS TRUST 

.(Oft{ l/J 
(vJftA. 1n/\u) 

Employee Information - GENEANE MERRITT 

!;,ocial Security # 
Employee ID 
Alternate ID 
Alternate Authorized NO 
Individual 

Coverage Information 

Policy Product 

0754236 
0754236 

VISION 
VISION 

Other Insurance r nformation 

Medicare NO 
Medicare A 
Medicare B 
Medicare D 
Medicare Eligibility 
Medicare Crossover 

l,nr/r"\1 Date of Hire 
Retirement Date 

09/27/2009 

Date of Death 

Effective 
Date 
01/01/2016 
04/01/2013 

Start Date 

Termination Plan 
Date Var 
05/31/2018 0001 
12/31/2015 0001 

Stop Date 

Medicare Number 

r1(;nr 

Report 
Code 
0001 
0001 



Enrollee Detail Report Print Date 05/08/2018 

Last Update Date 05/08/2018 

0754236 

Group Information 

Group Number 
Group Name CITY OF MISSOURI CITY BENEFITS TRUST 

Employee Information - GENEANE MERRITT 

Social Security# l\i{n1r/r·-t1 Date of Hire 
Employee ID Retirement Date 

09/27/2009 

Alternate ID Date of Death 
Alternate Authorized NO 
Individual 

Coverage Information 

Policy 

0754236 
0754236 

Product 

VISION 
VISION 

Other Insurance Information 

Medicare NO 
Medicare A 
Medicare B 
Medicare D 
Medicare Eligibility 
Medicare Crossover 

Effective 
Date 
01/01/2016 
04/0"1/2013 

Start Date 

Termination Plan 
Date Var 
05/3"1/20"18 000"1 
i 2/3"1/20"15 000"1 

Stop Date 

Medicare Number 

!~ l/?ll1 

(,~~,A~) 

Report 
Code 
0001 
0001 



Enrollee Detail Report Print Date 

Group Information 

Group Number 
Group Name 

Last Update Date 

0754236 
CITY OF MISSOURI CITY BENEFITS TRUST 

Employee Information - GENEANE MERRITT 

Social Security# 1,1/h"lf/i'-11 Date of Hire 
Employee ID Retirement Date 
Alternate ID Date of Death 
Alternate Authorized NO 
Individual 

Coverage Information 

05/08/2018 

05/08/2018 

09/27/2009 

Policy Product Effective 
Date 

Termination Plan 

0754236 
0754236 

VISION 
VISION 

Other Insurance Information 

Medicare NO 
Medicare A 
Medicare B 
Medicare D 
Medicare Eligibility 
Medicare Crossover 

01/01/2016 
04/01/2013 

Start Date 

Date Var 
05/31/2018 0001 
12/31/2015 0001 

Stop Date 

Medicare Number 

fOl/{U' 
(,~1 Vt/~ /)l_ 7 

1rfl111 

Report 
Code 
0001 
0001 



MetLink - Enrollment Services Page 1 of 1 

Emplloyee Terminated 

Customer: CITY OF MISSOURI CITY INSURANCE BENEFIT TRUST FUND 

Employee I nformation 

Name: 

Division: 

Reason for 
Termination: 

Coverage Effective 
Through: 

MERRITT, GENEANE 

0001 - CITY OF MISSOURI 
CITYINSURANCE BENEFIT 
TRUST FUND 

Terminate Employment 

05/31/2018 

!Employee III>: 'tl(tt 1¢ '17 

Class: 0001 - ALL ACTIVE 
FULL-TIME 
EMPLOYEES (PPO) 

last !Date Worked: 05/31/2018 

C) 2004 M-1npollt111 Lit. Insurance <:omplllV, New Vo~ N V 
All Rights Ruerved, 

https://smile.metlink.com/MetLink.SMILEWeb/GetTerminatedEmpCon:fPrint.do 5/8/2018 



Blue Cross Blue Shield of Texas - Blue Access for Employers 

lUueCross BlaeShield 
ofTexas 

Page 1 of 1 

~ I H~IP Center 

Logout 
Home > Emptcyee Mai~tena.-::ce > V!ewjUpdat? Employee Wolcome, M!rand~ Ch ik (Acct #01D341) 

Employer Home 

Account Summary 

Enroflment 

Employee: Maintcn:ance 

Vi~w/Update Employee 

Maintenance HiStorr 

JD card History 

Billing 

Pay Your Bill 

View, ptint and pay your bilt 

View BIU Sum~ry 

Fonn Finder 

1L···­
I 

Find a Doctor 

Provtcler Finder@ 0 
Find a Pharmacy di 
View ONg CovCT:tgc 

View/Update Employee - Cancel Em ployee/Dependent /; / !-'! 

En,plcyee: GENEANE R MERRITT · / d(tf {, l--J 
tmp1oyee ID: ) , ) 

Statvs: Active {Ylju(✓/tl}(j, 

I want to : !cancel Emplovee/Depsnae.1tlzj 

j Cancel Information 

(t} GENEANE R MERRITT ave been canceled as of 05/01/2018. 

·@ Click on the name in ttre launchpad above to v[ew the employee's personal details. 

A Division of Heallli care Service Ccrporntlon, a Mutual Le,;al Reserve Company, 
an Independent Ucensee of the Blue Cross ancl Blue Shield Association. 

© Copyright 201s Heatth C?re servi,;i;: Corporation. All Rights Reserved. 

https:/ /employersportal.bcbstx.com/wps/myportal/bae/!ut/p/b 1/h Y7 dcolwEEafxQdwkiCJ8R .. 5/8/2018 



PERFORMANCE APPRAISALS 



Perf9nnance Pro Page 1 of 1 

City of Missouri City 

QUARTERLY PERFORMANCE TOUCHPOINT GUIDE 
rmssour1 CITY 

T '!! X ~ 

Emolovee Name MERRITT GENEANE Emolovee ID 10032 
Position POLICE LIEUTENANT Denartment POLICE 
Location PSHn Division PATROL 
Rnut-inn r.:r-"- A""r"ic1>r HARRI<: BRANDON 
.... ,. .... ,_iic_,n1 <> 

FIRST QUARTER MEETING NOTES 

O_n this date Lt. Merritt and I discussed her current goals and expectations. She did not have any concerns or questions. We 
discussed her newly assigned HOA contacts and the monthly HOA report. 

SECOND QUARTER MEETING NOTES 

THIRD QUARTER MEETING NOTES 

TIMELINES AND/ DEADLINE(S) 

ASSISTANCE, RESOURCES, OR TOOLS NEEDED TO ACCOMPLISH OBJECTIVE OR GOAL 

OTHER COMMENTS. 

EMPLOYEE COMMENTS. 

By signing below, the Employee and Appraiser(s) acknowledge that the have discussed the content of this Employee 
Form. They each understand that this form is non-binding, but serves as a supplement to the evaluation process and 
therefore does not affect the employee/employer relationship. 

Employee Signature 

Signed by: MERRITT, GENEANE 

Appraiser Signature 

HARRIS, BRANDON 

Date 

Date 

6/8/2018 



iff ormance Pro 
/ Page 1 of I 

City of Missouri City 

QUARTERLY PERFORMANCE TOUCHPOINT GUIDE rmssour1 CITY 
T I: X 

Emnlovee Name MERRITT GENEANE Emolovee ID 10032 
Position POUCE LIEUTENANT Denartment POU CE 
Location PSHO Division PATROL 
Rnutinn r.rn"~ An.nr::=iiic-.o.r HARRIS DDAND()N 
1n,. • ., 110- 17-?1)17 

FIRST QUARTER MEETING NOTES 

On October 17, 2017 I met with Lt. Merritt and we discussed the current goals in her evaluation. Lt. Merritt stated she did not have 
any questions regarding her current goals. We also discussed any needs she has for her new assignment as a patrol Lt. 

SECOND QUARTER MEETING NOTES 

THIRD QUARTER MEETING NOTES 

TIMELINES AND/ DEADLINE(S) 

ASSISTANCE, RESOURCES, OR TOOLS NEEDED TO ACCOMPLISH OBJECTIVE OR GOAL 

OTHER COMMENTS. 

EMPLOYEE COMMENTS. 

By signing below, the Employee and Appraiser(s) acknowledge that the have discussed the content of this Employee 
Form. They each understand that this form is non-binding, but serves as a supplement to the evaluation process and 
therefore does not affect the employee/employer relationship. · 

Employee Signature 

Signed by: MERRITT, GENEANE 

Appraiser Signature 

HARRIS, BRANDON 

1ttps:/ /missouricitytx.perfpro-hrnonline.com/viewform. php ?id= 1449 

Date 

Date 

6/8/2018 



Performance Pro Page 1 of 1 

City of Missouri City 

ORAL WARNING RECORD rrussour1 CITY 
T E X A S 

Emnlovee Name MERRITT GENEANE Emnlovee ID 10032 
Position POUCE LIEUTENANT Denartment POLICE 
Location PSHO Division PATROL 

10 ...... i-- t:rru• n Annr;aicor HARRIS 
In~•"' 1-<-14-·.1, 11? 

1. AN ORAL WARNING AND COUNSELING MEETING HAS TAKEN PLACE INVOLVING THE FOLLOWING ISSUE(S). 

A. Absence. 

• 
B. Cooperation/teamwork. 

• 
C. Customer service. 

• 
D, Failure to follow instructions. 

• 
E, Improper use of equipment. 

• 
F. Productivity. 

• 
G. Tardiness. 

• 
H. Violation of safet_y rules, 

• 
I. Work quality, 

• 
J. Other (please specify). 

BRAN"' N 

2. SUMMARIZE THE CURRENT PROBLEM, PERFORMANCE ISSUE, OR VIOLATION DISCUSSED. INCLUDE SPECIFIC DATES 
AND EXAMPLES. 

3. SUMMARIZE THE EMPLOYEE'S RESPONSE, 

4 . SUMMARIZE THE CORRECTIVE ACTION PLAN TO BE IMPLEMENTED. 

5. OTHER COMMENTS OR ISSUES DISCUSSED. 

6. FOLLOW UP DATES. 

By signing below, the Employee and Appraiser(s) acknowledge that the have discussed the content of this Employee 
Form. They each understand that this form is non- binding, but serves as a supplement to the evaluation process and 
therefore does not affect the employee/employer relationship. 

Employee Signature 

Signed by: MERRITT, GENEANE 

Appraiser Signature 

HARRIS, BRANDON 

1ttps:/ /missouricitytx.perfpro-hrnonline.com/viewform. php ?id=450 
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Date 

6/8/2018 



HR Performance Solutions 

~ 
Performanceprd\ 

Home Support Spell Check Language Check 

-rrussoun CITY 
,.. "' 

Employee Documents 

Performance History 

Employee Goal Tools 

Appraisal 

Reports 

Manage Employees 

System Setup 

Administration 

< June 2018 

W T 

27 2.1 21 30 J: 

1, ta 1, 20 21 22 n 

2S26l?U U JO 

D Appralsal Due 

• Alert 

Employee Documents 
Performance History 

Appraisal Form Forms 

Status 

CURRENT 

HISTORY 

HISTORY 

HISTORY 

HISTORY 

HISTORY 

HISTORY 

HISTORY 

HISTORY 

Notes Additional Documents Peer Feedback 

Date 

07-01-2017 to 06-30-2018 

07-01-2016 to 06-30-2017 

07-01-2015 to 06-30-2016 

07-01-2014 to 06-30-2015 

07-01-2013 to 06-30-2014 

04-01-2012 to 06-30-2013 

04-01-2011 to 03-31-2012 

04-01-2010 to 03-31-2011 

04-01-2009 to 03-31-2010 

Page I of I 

CllYOFMISSOURICITY PM 
City of Missouri City 

jADMINISTRATOR @ 

••• Tools & nps Sign Out 

MERRITT, GENEANE 

Score 

3.43 

3.33 

3.26 

3.01 

3.00 

2.23 

1.95 

2.23 

https://missouricitytx.perfpro-hrnonline.com/index.php ?mode=rnAppraisalF orm&menu _id=... 6/8/2018 



Performance Pro Page 1 of 5 

City of Missouri City 

Appraisal 
rmssour1 CITY 

Employee Information Summary .,, 

Employee: 

Department: 

GENEANE MERRITT 

POLICE 

Hire Date: 09-27-2009 

Division: PATROL 

Position: 

Location: 

- F X A S 

POLICE LIEUTENANT 

PSHQ 

Review Period: 07-01-2017 - 06-30-2018 Appraiser: HARRIS, BRANDON 100% Employee ID: 10032 

Appraisal Overview 

Competency (50%) 

Service 

Professionalism 

Integrity & Trust 

Respect 

Innovation 

Teamwork & Cooperation 

Employee Management 

Goal (50%) 

Administrative 

HOA 

Mentoring 

Crime Trend Awareness 

DDACTS 

Policy/Equipment 

Competencies 

l = Below Expectations 

Service 

2 = Needs Improvement 

Route I nformation Collapse all comments 

--------········-···········-·-······---------

10% 

10% 

10% 

10% 

10% 

10% 

40% 

30% 

20% 

20% 

10% 

10% 

10% 

3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

lOO/o Summary Weight Rating Score 

The degree to which the employee provides the highest benefit to 

our community and an outstanding customer experience. 

Appraiser 

Total 

100% 0.00 

0.00 

c;;J Comments 

Appraiser Comments: 

1 = Below Expectations 2 = Needs Improvement 3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

Professionalism 100/o Summary Weight Rating Score 

https://m.issouricitytx.perfpro-hmonline.com/viewappraisal. php ?printview= 1 &viewtype=si ... 6/8/2018 



Performance Pro 

The degree to which the employee demonstrates and conveys a 

favorable image when representing the company. The level of 

honesty, integrity, and confidentiality along with proper standards of 

professional dress. 

~ Comments 

Appraiser 

Total 

100% 0.00 

o.oo 

--------------------------------------·· .. ····· ....................... ____ _ 
Appraiser Comments: 

Page 2 of 5 

1 = Below Expectations 2 = Needs Improvement 3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

Integrity & Trust 10% 

Is widely trusted; is seen as a direct, truthful individual; presents 

truthful information in an appropriate and helpful manner; keeps 

confidences; admits mistakes; doesn't misrepresent himself or 

herself for personal gain. 

~ Comments 

Appraiser Comments: 

Summary 

Appraiser 

Total 

Weight Rating Score 

100% 0.00 

0.00 

1 = Below Expectations 2 = Needs Improvement 3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

Respect l0O/o Summary 

The level of admiration for someone or something elicited by their 

abilities, qualities, or achievements, character, professionalism, 

confidential.ity, and honesty in dealing with internal or external 

customers. 

~ Comments 

Appraiser Comments: 

Appraiser 

Total 

Weight Rating Score 

100% 0.00 

o.oo 

1 = Below Expectations 2 = Needs Improvement 3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

Innovation l0O/o Summary 

The ability to adapt to fast-changing environments. Willingness to 

take risks and to consider new approaches to improve the 

organization's competitive position. 

~ Comments 

Appraiser 

Total 

Weight Rating Score 

100% 0.00 

o.oo 

---------------------·--------------·-----
Appraiser Comments: 

1 = Below Expectations 2 = Needs Improvement 3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

Teamwork & Cooperation 10% 

The degree to which individuals promote a collaborative, cooperative, 

and productive working environment. The level of demonstrated 

sensitivity, team building, support, and respect. The degree of 

synergy promoted. 

Summary 

Appraiser 

Total 

Weight Rating Score 

100% 0.00 

0.00 

https:/ /missouricitytx.perfpro-hmonline.com/viewappraisal. php ?printview= 1 &viewtype=si ... 6/8/2018 



Performance Pro Page 3 of 5 

51 Comments 

Appraiser Comments: 

--------............... ·-······· .. ····---------- .. ----·----------.. --------

1 = Below Expectations · 2 = Needs Improvement 3 = Meets Expectations 4 = Exceeds Expectations 5 = Exemplary 

Employee Management 400/o Summary 

The degree to which the supervisor creates a positive management 
environment. The ability to mentor, motivate employees, preserve 
high morale, and supervise with fairness and consistency. 

51 Comments 

Appraiser Comments: 

Competencies Total Score 

Goals 

Appraiser 

Total 

1 = Below Expectations 

Administrative 

2 = Needs Improvement 3 = Meets Expectations 

300/o Summary 

Due Date: 06-30-2018 

Effectively handle all administrative duties for your shift as assigned. 
This includes, but is not limited to the bi-weekly timesheet 
submission, Performance Pro quarterly touch base. 

51 Comments 

Appraiser Comments: 

Appraiser 

Total 

HOA 200/o Summary 

Due Date: 06-30-2018 

Attend your HOA meetings and work with the board on the concerns 
of the community. Submit monthly HOA action reports by the 28th 
day of each month. Perform bi-annual crime prevention 
presentations to your assigned HOAs. 

51 Comments 

Appraiser Comments: 

Mentoring 200/o 

Due Date: 06-30-2018 

Be actively involved in the skill development of your 

officers/sergeants. Ensuring they receive adequate training that is 
applicable to t heir job function. 

~ Comments 

Appraiser 

Total 

Summary 

Appraiser 

Total 

Weight Rating Score 

100% 0.00 

o.oo 

0 

Goal Information 

4 = Exceeds Expectations 5 = Exemplary 

Weight Rating Score 

100% 0 .00 

0.00 

Weight Rating Score 

100% 0.00 

o.oo 

Weight Rating Score 

100% 0.00 

0 .00 

https :/ /missouricitytx.perfpro-hrnonline.com/viewappraisal.php ?printview= 1 &viewtype=si ... 6/8/2018 



Performance Pro 

Appraiser Comments: 

Crime Trend Awareness 

Due Date: 06-30-2018 

l0O/o Summary 

Review ATAC Raids and intelligence information to stay abreast of 
current crime trends or patterns and take appropriate actions. 

Submit semi-monthly reports to Patrol Captain showing steps 
implemented to address crime trends. 

B Comments 

Appraiser 

Total 

Weight Rating Score 

100% 0.00 

o.oo 

·-··-·····--........................ ______________ _ 
Appraiser Comments: 

DDACTS l0O/o Summary 

Due Date: 06-30-2018 

Ensure mandated DDACTS areas are staffed in support of the division 

goal of 70,000 contacts per year and a reduction in Part 1 Crimes. 

B Comments 

Appraiser Comments: 

Appraiser 

Total 

Policy/Equipment 

Due Date: 06-30-2018 

l0O/o Summary 

Ensure your sergeants and officers complete policy review 

examinations as directed by the training sergeant or his designee. 
Ensure officers and sergeants perform daily vehicle and equipment 

inspections. Perform random spot checks on officer's vehicles and 
equipment. 

~ Comments 

Appraiser Comments: 

Goal Total Score 

Future Goals 

Appraiser 

Total 

- ---- - ----------------···· .. ·· .... ••·· .. ···-··· .... ___ _ 

Summary Comments 

Summary Comments 

Appraiser: 

Final Score Calculation 

Weight Rating Score 

100% 0.00 

0.00 

Weight Rating Score 

100% 0.00 

o.oo 

0 

.................................... -.... _______________________________________ _ 
Totals Weight Score Rating 

https:/ /missouricitytx.perfpro-hmonline.com/viewappraisal. php?printview= 1 &viewtype=si ... 
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