CITY OF HOLLYWOOD EMPLOYEES’ RETIREMENT FUND

DESIGNATION OF BENEFICIARY
In accordance with the provisions of the Employees’ Retirement Fund, I hereby designate the following beneficiary(ies) to receive any benefits that might be payable from the Fund following my death:


ALLOCATION
PRIMARY OR

NAME
DOB

PERCENT (%)
CONTINGENT


(1)_______________________________________   _________________________   _____________
_________________


Address: 
Optional SSN:
(2)________________________________________  _____  ___________________     ___________
_________________


Address: 
Optional SSN:
(3)_______________________________________   ____________________________   ____________
_________________


Address: 
Optional SSN:
(4)_______________________________________   ____________________________   ____________
_________________


Address: 
Optional SSN:
(5)_______________________________________   ____________________________   ____________
_________________


Address: 
Optional SSN:
(6)_______________________________________   ____________________________   ____________
_________________


Address: 
Optional SSN:
(7)_______________________________________   ____________________________   ____________
_________________


Address: 
Optional SSN:
Note:  Each beneficiary must be designated as “Primary” or “Contingent”.  The allocation percentages for all “Primary” beneficiaries must total 100% and the allocation percentages for all “Contingent” beneficiaries must total 100%.  Social Security Numbers are optional and will only be used to locate beneficiaries, process death benefits and report income.  Your signature must be witnessed by someone who is not a beneficiary.  It does not have to be notarized.
I hereby certify that the information provided is true to the best of my knowledge and belief.

_______________________________         _________________________________________           ________________
Printed name of member
Signature of member
Date Signed
_______________________________         _________________________________________

Printed name of witness
Signature of witness 

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
This form should be completed as indicated (in ink or typewritten), executed by the member, and forwarded to the Pension Office.
8/15/12

