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Beneficiary Designation FOR OFFICE USE ONLY 

Alaska Supplemental Annuity Plan 
S TAT E o F 

A L A 5 K A Division of Retirement and Benefits Juneau: 465-4460 
Toll-Free: 1-800-821-2251 PO Box 110203 TOO: (907) 465-2805 

www.state.ak.us/drb Juneau, Alaska 99811-0203 Fax: (907) 465-3086 

SECTION I. PERSONAL DATA PLEASE TYPE OR PRINT CLEARLY 

Employee Last Name I FirstName I MI 

Mailing Address (Street or PO Box, City, State, Zip + 4) 

Social Security Number I Home Telephone IWorkTelephone 
( ) ( ) 

Employer (check applicable box): o State o Political Subdivision (name) 

The beneficiary(ies) listed below is the person or persons who will receive your account balance should you die before you have received payment. If 
you ARE married and list any person other than your spouse as primary beneficiary for over 50% of your account, your spouse must consent to this 
election by signing this form in front of a notary public or plan representative. 

SECTION II. BENEFICIARY DESIGNATION 

Primary Name Relationship Date of Birth Percentage 
0/0Contingent 

Mailing Address Social Security Number 

Primary I Name Relationship Date of Birth Percentage 

Contingent %I 
Mailing Address Social Security Number 

Primary I Name Relationship Date of Birth Percentage 

0/0Contingent I 
Mailing Address Social Security Number 

Relationship Date of Birth Primary Name Percentage 

Contingent % 
Mailing Address Social Security Number 

- -
Primary Name Relationship Date of Birth Percentage 

0/0Contingent 

Mailing Address Social Security Number 
- -

If you are married and have designated someone other than your spouse as a 50% or greater primary beneficiary, then your spouse 
must sign the below waiver in front of a notary public or plan representative for this election to be effective. If you are married and 
designate your spouse as a beneficiary prior to divorce, except as required by a qualified domestic relations order, this designation 
will be revoked upon your divorce. 

I have read and understand that I am entitled to at least 50% of my spouse's account as indicated in Section I in the event of his/her 
death. I hereby waive and agree to the above Beneficiary Designation. 

SPOUSE'S SIGNATURE 

Spouse's signature witnessed by: 

DATE 

PLAN REPRESENTATIVE (Must be a designated 
employee of the Division of Retirement and Benefits) 

Employee Signature 

, or 
NOTARY PUBLIC 
State of ; My Commission Exp: 

I Date 

585006 (1106) g:lpublicationsforms/sbslsbsOO6.pmd 

I 



City and Borough of Sitka
 

DIRECT DEPOSIT AUTHORIZATION FORM
 

Employee Name 

Social Security Number 

Effective Date -------­

o Initial Enrollment 

o Cancellation 

o Change Account # 

o Change Amount 

I authorize and request the City and Borough of Sitka to direct deposit the net amount of my payroll 
funds to my account(s) as indicated below: 

Financial Institution ~ ~ _ 

Bank Transit Number 

D 

D 

Savings Account # 

Checking Account # 

Amount Payrolls 

1st 
2nd 
ALL 

Cancellation of this authorization can be initiated by any participating party, myself, my financial 
institution, or the City and Borough of Sitka. To be effective, cancellation must be in writing and must 
be delivered to all parties before the end of the pay period. I also authorize the City and Borough of 
Sitka to make adjustments to the above account to correct any credit entries made in error. I further 
understand that direct deposit will begin after the above account information has been electronically 
verified. 

Once these monies are delivered according to these instructions, all parties agree that the City and 
Borough of Sitka no longer holds any right or title to or control over the funds deposited. 

Employee Signature Date Authorized Employer Signature Date 

Authorized Signature of 
Financial Institution Officer 

Date 

Please return form to: 
City & Borough of Sitka, Attn: Payroll 
100 Lincoln Street, Sitka, AK 99835 
907-747-0536 fax 907-747-1825 phone 

Z:\PAYROLL\FORMS\direcl deposit form.wpd 
Revised 8/04105 



Information about Social Security Form SSA-1945, 
Statement Concerning Your Employment in a Job Not Covered by Social Security 

New legislation [Section 419(c) of Public Law 108-203, the Social Security Protection 
Act of 2004] requires State and local government employers to provide a statement to 
employees hired January I, 2005 or later in a job not covered under Social Security. The 
statement explains how a pension from that job could affect future Social Security 
benefits to which they may become entitled. 

Form SSA-1945, Statement Concerning Your Employment in a Job Not Covered by 
Social Security, is the document that employers should use to meet the requirements of 
the law. The SSA-1945 explains the potential effects of two provisions in the Social 
Security law for workers who also receive a pension based on their work in a job not 
covered by Social Security. The Windfall Elimination Provision can affect the amount of 
a worker's Social Security retirement or disability benefit. The Government Pension 
Offset Provision can affect any possible Social Security benefit entitlement as a spouse or 
an ex-spouse, 

Employers must: 
• Give the statement to the employee prior to the start of employment; 
• Get the employee's signature on the form; and 
• Submit a copy of the signed form to the pension paying agency. 

Social Security will not be setting any additional guidelines for the use ofthis form. 


