2561
A RETIREMENT MEMBERSHIP APPLICATION
%%%g NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 2561 (Rev. 03-2011)

NDPERS ¢ PO Box 1657 e Bismarck, e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920

PART A MEMBER INFORMATION

Name (Last, First, Middle) NDPERS Member ID

Last 4 Digits of Social Security Number Date of Birth (MO/DAY/YR)
Organization Name NDPERS Organization ID
PART B DUAL RETIREMENT MEMBERSHIP

Are you a member of the following retirement plans?
CINorth Dakota Teachers Fund for Retirement (NDTFFR):

Employer From To

O Teachers Insurance & Annuity Association College Retirement Equities Fund (TIAA-CREF)-coverage through the ND
University System:

Employer From To

PART C IMPORTANT NOTICES

Section 1:

All eligible employees of a participating employer must be immediately enrolled in the NDPERS Defined Benefit plan. If you
are a non-classified state employee you have 6 months from taking your new position to switch from the Defined Benefit
Plan to the Defined Contribution Plan. If you elect to participate in the Defined Contribution Plan, you do not have the option to
switch back to the Defined Benefit Plan. If you wish to elect to participate in the Defined Contribution Plan, you will be
provided a “DEFINED CONTRIBUTION RETIREMENT PROGRAM ELECTION SFN 52170”. Your election is irrevocable.

Section 2

In accordance with the North Dakota Century Code Chapter 15-39.01-09(3), if you are certified to teach in the state by the
Education Standards and Practices Board and first employed and entered upon the payroll of the Department of Career and
Technical Education after July 1, 2007, you may elect within 90 days from date of hire to become a member of the Public
Employees Retirement System or the Teachers’ Fund for Retirement. If an election in NOT made within 90 days from the
date of hire, you will be transferred to the Teacher’s Fund for Retirement. Additional funds will also be required to make up
the employee contribution rates. Complete an “NDPERS/TFFR MEMBERSHIP ELECTION SFN 52727”. Your election is
irrevocable.

Section 3

In accordance with the North Dakota Century Code Chapter 15-39.01-09(3), if you are certified to teach in the state by the
Education Standards and Practices Board and first employed and entered upon the payroll of the Department of Public
Instruction after January 6, 2001, you may elect within 90 days from date of hire to become a member of the Public
Employees Retirement System or the Teachers’ Fund for Retirement. An election made under North Dakota Century Code
Chapter 15-39-1-09(3) is irrevocable. If an election in NOT made within 90 days from the date of hire, you will be transferred
to the Teacher’s Fund for Retirement. Additional funds will also be required to make up the employee contribution rates.
Complete an “NDPERS/TFFR MEMBERSHIP ELECTION SFN 52727”. Your election is irrevocable.

PART D MEMBER AUTHORIZATION

In accordance with the requirements of the North Dakota Public Employees Retirement System, | make application for
retirement enrollment. | understand that my membership will become effective immediately or at the attainment of age 18. |
declare that the foregoing statements are full, true, and correct to the best of my knowledge and belief, and are subject to the
laws and penalties governing any misrepresentation and fraud. Submit a “Designation of Beneficiary SEN 2560” along with
this form.

Member’s Signature Date of Signature




RETIREMENT MEMBERSHIP APPLICATION
SFN 2561 (Rev. 03-2011) Page 2

PART A: MEMBER INFORMATION

For member identification, please provide all requested information.

PART B: DUAL MEMBERSHIP

Indicate if you have membership with the North Dakota Teachers Fund for Retirement (NDTFFR) or Teacher
Insurance & Annuity Association-College Retirement Equities Fund (TIAA-CREF- ND Board of Higher Education)
and the dates of employment and the employer's name.

PART C: IMPORTANT NOTICES

If you are a non-classified state employee, please ensure that you carefully reads Section 1; this pertains to
participation in the Defined Contribution plan versus the Defined Benefit plan.

If you are a certified teacher and are employed with either the Department of Career and Technical Education or

the Department of Public Instruction, please ensure that you carefully read Sections 2 and 3; this pertains to your
participation in NDPERS or the NDTFFR.

PART C: MEMBER AUTHORIZATION

You must sign and date the form. Your signature should reflect the name as entered in Part A._ Submit a
“‘Designation of Beneficiary SFN 2560” along with this form.

Please review form before submitting to NDPERS to ensure that ALL appropriate sections/boxes are
complete.



2560

/\ DESIGNATION OF BENEFICIARY FOR THE GROUP RETIREMENT PLAN

é%% NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
N SFN 2560 (Rev. 01-2011)

In compliance with the Federal Privacy Act of 1974, the disclosure of the individual's social security number on this form is mandatory
pursuant to 26 U.S.C. Sec. 3402. The individual's social security number will be used for tax reporting and as an identification number.

NDPERS ¢ PO Box 1657 e Bismarck, ¢ North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920

PART A MEMBER INFORMATION
Name (Last, First, Middle) OMarried [Single NDPERS ID:
[IDivorced[JWidowed
Date of Birth Last Four Digits of Social Security Number:
Spouse Name (Last, First, Middle) Spouse Gender: [JMale [JFemale
PART B PRIMARY BENEFICIARY (IES) — Complete all sections
Social Security %
Name Relationship Number Birth Date | Share Address
Total must equal | 100%
PART C CONTINGENT/SECONDARY BENEFICIARY(IES)
Social Security %
Name Relationship Number Birth Date | Share Address
Total must equal | 100%
PART D MEMBER AUTHORIZATION

| understand that this election revokes any previous retirement account beneficiary designations. | understand that, if married, any initiation
of dissolution or annulment of my marriage may void this designation. | have read and understand the terms and conditions listed on page
two (2) of this designation. | hereby certify that the information provided on this form is true and correct to the best of my knowledge.

Member Signature Date of Signature

PART E SPOUSE AUTHORIZATION

IF YOU ARE MARRIED AND DESIGNATE A BENEFICIARY OTHER THAN OR IN ADDITION TO YOUR SPOUSE,
YOUR SPOUSE MUST COMPLETE THIS SECTION
If a member dies while actively employed before completing three years of service, a lump sum payment of his/her retirement account will be
paid to the listed beneficiary (ies).

If a member with three or more years of credited service is married, North Dakota law requires the spouse’s consent before benefits can be
paid other than to the member’s spouse. (NDCC 30.1-05-02). If spouse’s consent is given, please be advised, that if your primary
beneficiary election is someone in addition to or in lieu of your spouse, there is no monthly pre-retirement death benefit provision.

| consent to the above retirement beneficiary (ies) designated by the above named NDPERS member.

Spouse Signature Date of Signature




DESIGNATION OF BENEFICIARY FOR THE GROUP RETIREMENT PLAN
SFN 2560 (Rev. 01-2011) Page 2

PROVISIONS FOR ALL BENEFITS
1. This "Designation of Beneficiary" is for the group Retirement Plan only. To designate beneficiary (ies) for the group
Life Insurance Plan, please complete a “Life Designation of Beneficiary SFN 53855”.

2. EFFECTIVE WHEN FILED: This designation will be effective when properly executed and received in the NDPERS
office.

3. SUBJECT TO LAWS AND REGULATIONS: This designation is subject to the governing statutes and to rules and
regulations established by the Retirement Board of the North Dakota Public Employees Retirement System. The
acceptance of the designation by NDPERS does not establish that a survivor benefit will be payable. Whether or not
a benefit is payable and the amount thereof will be determined at the time of death under laws and regulations then
applicable.

4. WHO IS ELIGIBLE TO BE A BENEFICIARY: Any person, whether or not a relative, or a church or charity may be
designated as a primary or contingent beneficiary. A member may also designate his or her estate as beneficiary and
the benefits will be distributed according to his or her testamentary will or according to the state laws for interstate
distribution. A creditor of a member (such as a bank, credit union, loan company, etc.) may not be named a
beneficiary as a means of providing security for a debt. (N.D.C.C. 28-22-19)

5. DESIGNATED BENEFICIARIES: All beneficiary designations shall equal 100% of the benefit. If the benefit is being
divided amongst multiple beneficiaries and the total share does not equal 100%, NDPERS shall amend the
designations in order to reach the 100% in total, but in no circumstance will PERS amend the beneficiary designation
by more than one (1) %. If an amendment is necessary, the additional percentage shall be credited to the eldest
beneficiary.

If shares are not designated, NDPERS will distribute benefits equally to the named beneficiary (ies). As this

distribution may not reflect the member’s preference, we recommend the member be sure to designate the percent of
share for each listed beneficiary.

6. If there are no surviving beneficiaries, all benefits will be paid to your estate.

7. A certified copy of the death certificate must be sent to NDPERS to process a claim.
PROVISIONS FOR RETIREMENT BENEFITS ONLY

1. DEATH OF ACTIVELY EMPLOYED MEMBER:

A. If a member dies while actively employed before completing three years of service, a lump sum payment
of his/her retirement account will be paid to whoever is the listed beneficiary(ies).
B. If a member dies after completing three years of service, his/her retirement account will be distributed

pursuant to N.D.C.C. 54-52-17(6) and N.D.C.C. 39-03.1-11(6).

2. DEATH OF RETIREE: Benefits will be paid to the named beneficiary based upon the option selected by the member
at retirement. If there are no surviving beneficiaries, any remaining cash value will be paid to your estate.

3. DEATH OF SURVIVING SPOUSE: A lump sum payment of any remaining cash value will be paid to the spouse's
named beneficiary. If there are no surviving beneficiaries, any remaining cash will be paid to the spouse's estate.

NOTE: Benefits are not paid out to minor children listed as beneficiaries unless a trust or guardianship has
been established.




17627
A AGREEMENT/WAIVER OF PARTICIPATION FOR OPTIONAL DEFINED BENEFIT

RETIREMENT PLAN
NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 17627 (Rev. 12-2011)

NDPERS ¢ PO Box 1657 e Bismarck e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920

PART A EMPLOYEE INFORMATION

Name (Last, First, Middle) NDPERS Member ID
Last Four Digits of Social Security Number Date of Birth
Organization Name NDPERS Organization ID

PART B EMPLOYEE ACKNOWLEDGEMENT

INITIAL ALL BOXES - REQUIRED

I am an employee of a participating governmental unit and am filling a position that is not regularly funded or if it is regularly funded, |
do not work twenty (20) or more hours a week for more than 19 weeks a year. My services may or may not be limited in duration.

| understand that | can only elect to participate in the NDPERS as a temporary/part-time employee within the first six months of
employment or within six months of a change in status from permanent/full time to temporary/part-time.

I understand that | can not elect to participate in the North Dakota Public Employees Retirement System as a temporary/part-time
employee if | am actively contributing to another employer sponsored Pension fund (Public or Private).

I understand that upon electing to participate in the North Dakota Public Employees Retirement System, | will be obligated to
contribute monthly contributions to the plan and do not have access to these funds for any reason while | am employed with the state
of North Dakota or political Subdivision.

| acknowledge that the monthly contribution | am obligated to pay is 11.26% of my gross monthly salary and this contribution must be
submitted to my payroll officer no later than the 6th working day of the month for the previous month’s salary.

| understand that if | miss a payment of my retirement contribution to NDPERS for any reason other than an approved Leave of
Absence, | will have thirty (30) days to bring my account up to date. Failure to do so will result in termination of my eligibility to
participate for the remainder of the plan year as a temporary/ part-time employee.

| understand that if | terminate my employment and take a refund of my retirement monies, | will not be allowed to participate in
NDPERS through future employment as a temporary/part-time employee.

| acknowledge that | cannot participate as both a temporary employee and a permanent employee. In the event that my employment
qualifies me for participation as a full-time permanent employee, | must participate as such. Additional part-time employment cannot
be included.

PART C AGREEMENT TO PARTICIPATE

IF YOU ELECT TO PARTICIPATE: | understand the statements listed in Part B and certify that | am eligible under NDCC 54-52-02.9 to
participate in the North Dakota Public Employees Retirement System. | elect to begin participating in the system effective

Signature of Applicant Date

Signature of Authorized Agent Date

FOR PERSONS WHO ELECT TO PARTICIPATE, THIS FORM MUST BE ACCOMPANIED BY A MEMBERSHIP ENROLLMENT FORM
(SFN 2561) AND A DESIGNATION OF BENEFICIARY FORM (SFN 2560) TO BE VALID.

PART D WAIVER OF PARTICIPATION

IF YOU DECLINE TO PARTICIPATE: | understand the statements listed in Part B and certify that | am eligible under NDCC 54-52-02.9
to participate in the North Dakota Public Employees Retirement System. | decline to participate.

Signature of Applicant Date




AGREEMENT/WAIVER OF PARTICIPATION FOR OPTIONAL DEFINED BENEFIT RETIREMENT PLAN
SFN 17627 (Rev. 12-2011) Page 2

INSTRUCTIONS

PART A: EMPLOYEE INFORMATION

For member identification, please provide all requested information.

PART B: EMPLOYEE ACKNOWLEDGEMENT
Complete the following whether the employee is electing to participate or declining to participate in the
Defined Benefit retirement plan. The employee must read each paragraph and indicate acknowledgement

by initialing all boxes on the left side.

PART C: ELECTION TO PARTICIPATE AGREEMENT
(This section should be completed only if employee wishes to participate in optional Defined Benefit
retirement program).
1. The Authorized Agent must fill in the effective membership date.
2. The employee must sign and date the form. The employee's signature must reflect the name as
entered in Part A.
The department's authorized agent must sign and date the form.
This signature line will be signed and dated by authorized NDPERS staff and a copy will be mailed
back to the department.

If steps 1 through4 are not completed, the form will be returned. To be valid the form must also be

accompanied by a Retirement Membership Application SFN 2561.

PART D: WAIVER OF PARTICIPATION
The employee must sign and date this section only if the employee waives participation in the Defined

Benefit retirement plan.



60036
A HEALTH INSURANCE APPLICATION OR CHANGE

NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 60036 (Rev. 12-2011)

NDPERS e PO Box 1657 e Bismarck e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920

PART A MEMBER IDENTIFICATION

Employee Name (Last, First, Middle) NDPERS Member ID

Last Four Digits of Social Security Number Date of Birth Daytime Telephone Number
Organization Name NDPERS Organization ID

Date of Hire Active in the Military? E]No |:|Yes

PART B INSURANCE ELECTION

Effective Date of Change (MM-DD-YYYY):

Section 1 Change Reason:

CINew Coverage (I do not have existing coverage)  [_]Loss of Other Coverage

[CJAnnual Enroliment [ITransfer Employment:
[CJCancel Coverage from to
[CJRemove Dependent [CITransfer from existing policy (Complete Part E)

[TJAdd Dependent: s this an adult child? [_JNo[_]Yes. Please answer the following questions.
Is adult child married? [_JNo [ Jves
Is adult child disabled’?l:lNo DYeS

Section 2 Type of Coverage:

[[JPPO/Basic Health Plan

[C] High Deductible Health Plan/Health Savings Account (HDHP/HSA). This option is available only to
employees of state agencies, the university system and district health units. If selecting this option you must
acknowledge and sign the following authorization.

HDHP/HSA Authorization: By signing this application | represent that: (1) | am joining a HDHP/HSA; (2) | will
not be covered by any other health plan that is not a HDHP (including my spouse’s general-purpose health care
Flexible Spending Account, which is a non-HDHP) for the upcoming plan year or enrolled in Medicare; | have not
enrolled in my employers general-purpose health care Flexible Spending Account for the upcoming plan year and
(3) I cannot be claimed as a dependent on another person’s tax return. | understand that a HSA will be
established on my behalf. | acknowledge | have had an opportunity to review the terms and conditions relating to
participation in the HDHP/HSA.

Member’s Signature Date of Signature

Section 3 Level Of Coverage for Plan:

[[Isingle Coverage (Self Only)
[CJFamily Coverage (Self and Spouse OR Self and Eligible Child(ren) OR Self, Spouse, Eligible Child(ren)




HEALTH INSURANCE APPLICATION OR CHANGE
SFN 60036 (Rev.12-2011) Page 2 of 3

PART C DEPENDENT INFORMATION

1. List all family members to be covered under the plan indicated in Part B, Section 1, other than yourself.
a. Indicate dependent’s address below name if address is different from yours.
b. For Relationship to you, enter one of the following: Spouse, child, stepchild, adopted child, legal
guardian, or grandchild.
c. For Marital Status, enter one of the following: (S) Single, (M) Married, (D) Divorced, or (W) Widowed

2. If your marital status is single and you are applying for family coverage, you are required to attach a copy of
the state birth certificate for each Eligible Dependent unless previously submitted.

In compliance with the Federal Privacy Act of 1974, the disclosure of the individual's social security number on
this form is mandatory pursuant to 26 U.S.C. Section 3402. The individual's social security number will be used
for tax reporting and as an identification number.

Dependent Name (last, first, middle) Relationship | Gender Date Social Security Marital Court Active
If address is different then subscriber, of Birth Number Status Ordered Military
indicate address under name Coverage
DNO
Spouse N/A Dyes
No _[No
Yes lYes
No o]
r es lYes
PART D MEDICARE COVERAGE INFORMATION

Are you or spouse or any of your Eligible Dependents currently covered by Medicare?

EINO, skip to next section [ Yes, complete the following:

Are you or spouse or any of your Eligible Dependents currently covered by Medicare due to End Stage Renal Disease?
DNO, skip to next section ElYes, complete the following:

Medicare Part A Effective Medicare Part B Effective
Individual on Medicare (Last, First, Middle) Medicare Claim Number Date Date

PART E OTHER COVERAGE INFORMATION

Are you, your spouse or any of your Eligible Dependents currently or were previously covered by another insurance benefit
plan(s), INCLUDING NDPERS BENEFIT PLAN(S)? |:|No, skip to next section |:|Yes, please complete this section AND
attach Certificate(s) of Coverage or other documentation from your insurance company. Failure to provide
documentation may affect your waiting period.

Other Coverage Name |Policy Number Policyholder Date of Policy Coverage
& Phone Number (last, first, middle) Birth Dates (mm-dd-yy) Name(s) of Person(s) Covered
From:
To:
From:
To:

Do you intend to keep your current policy(ies) in force after the effective date of this Application?

E]YesEINo, Why?

Workers’ Compensation/No-Fault

Are you, your spouse or any of your Eligible Dependents currently receiving or have received worker’'s compensation benefits? D\lo DYes
Are you, your spouse or any of your Eligible Dependents currently receiving no-fault benefits? DNo DYes

Person’s Name Injury Date | Type of Injury Company Providing Benefits & Phone Number
(MM-DD-YY)




HEALTH INSURANCE APPLICATION OR CHANGE
SFN 60036 (Rev.09-2011) Page 3 of 3

PART F MEMBER AUTHORIZATION

| understand that any company(s) with which | am applying for coverage reserves the right to accept or decline
this application in whole or in part. | further understand that no contractual right is created by this application or
advance premium payment and the same shall not be considered accepted unless or until the Benefit Plan is
issued to me. | have read this application in its entirety (front and back page) and understand and acknowledge
that the accuracy and sufficiency of the information | provide (or fail to provide) in each and every numbered
section of this application serves as the basis in determining my eligibility (and the eligibility of my dependents) for
coverage and receiving a Benefit Plan(s), and by signing this application | certify the information is accurate and
complete. | understand and agree that inaccurate, incomplete or omitted information represented in this
application may constitute a fraudulent act or intentional misrepresentation of material facts voiding or retroactively
cancelling any Benefit Plan(s) issued, as well as any claims for medical benefits and services paid, based on the
information | submit through this application. | further understand a person who submits an application or files a
claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

= | understand members are subject to limitations and exclusions outlined in the relevant Benefit Plan/Policy.

= | understand that in the event the group through which | am enrolled elects to terminate, the Insurance
Carrier has the right at its sole discretion to continue my coverage on a non-group basis subject to the
premium and Benefit Plan provisions for non-group coverage then in effect.

= | understand conversion coverage will not be offered to a Subscriber if the group through which the
Subscriber is eligible has terminated coverage with the Insurance Carrier and has enrolled as a group with
another Insurance Carrier.

= | understand, in the event my employer adopts the method of payroll deduction, | hereby authorize and
direct my employer to deduct the current premium from my wages or salary and remit to NDPERS.

Please retain a copy of this Application for your records

Member’s Signature Date of Signature




58792
A DENTAL/VISION INSURANCE APPLICATION OR CHANGE

NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 58792 (Rev. 12-2011)

NDPERS e PO Box 1657 e Bismarck e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920

PART A MEMBER IDENTIFICATION

Employee Name (Last, First, Middle) NDPERS Member ID

Last Four Digits of Social Security Number Date of Birth Daytime Telephone Number
Organization Name NDPERS Organization ID

Date of Hire Active in the Military? [ JNo []Yes
PART B INSURANCE ELECTION

Effective Date of Change (MM-DD-YYYY):

Section 1 Reason for Change:

DNew Coverage (I do not have existing coverage) DLoss of Other Coverage

DAnnuaI Enrolliment DTranSfer Employment:

[Jcancel Coverage from to

[CJRemove Dependent [ITransfer from existing policy (Complete Part D)

DAdd Dependent: Is this an adult child? |:|No |:|Yes. Please answer the following questions.
Is adult child married? [ JNo[]Yes
Is adult child Disabled?[_]No [Ives

Section 2 Level Of Coverage for Plan(s):
Dental Insurance Vision Insurance
Single Coverage Single Coverage
Employee and Spouse Employee and Spouse
Employee and Child(ren) Employee and Child(ren)
Employee and Family DEmponee and Family
PART C DEPENDENT INFORMATION

1. List all family members to be covered under the plan indicated in Part B, Section 2, other than yourself.
a. Indicate dependent’s address below name if address is different from yours.

b. For Relationship to you, enter one of the following: Spouse, child, stepchild, adopted child, legal guardian, or
grandchild.

c. For Marital Status, enter one of the following: (S) Single, (M) Married, (D) Divorced, or (W) Widowed

2. If your marital status is single and you are applying for family coverage, you are required to attach a copy of the state
birth certificate for each Eligible Dependent unless previously submitted.

In compliance with the Federal Privacy Act of 1974, the disclosure of the individual's social security number on this form is
mandatory pursuant to 26 U.S.C. Section 3402. The individual's social security number will be used for tax reporting and as
an identification number.

Dependent Name (last, first, middle) Relationship | Gender Date Social Security Marital Court Active
If address is different then subscriber, of Birth Number Status Ordered Military
indicate address under name Coverage
No
Spouse N/A tes
.__No _No
Yes Yes
No No
lYes Yes




DENTAL/VISION INSURANCE APPLICATION OR CHANGE
SFN 58792 (Rev.12-2011) Page 2 of 2

PART D OTHER COVERAGE INFORMATION

Are you, your spouse or any of your Eligible Dependents currently or were previously covered by another insurance benefit
plan(s), INCLUDING NDPERS BENEFIT PLAN(S)? [_]No, skip to next section [_]Yes, please complete this section AND
attach Certificate(s) of Coverage or other documentation from your insurance company. Failure to provide
documentation may affect your waiting period.

Other Coverage
Plan** [Name & Phone Policy Number Policyholder Date of Policy Coverage Name(s) of Person(s)
Number (last, first, middle) Birth Dates (mm-dd-yy) Covered
From:
To:
From:
To:

**Eor Plan, indicate type of coverage -- Dental, or Vision

Do you intend to keep your current policy(ies) in force after the effective date of this Application?

DYes DNO, Why?

Workers’ Compensation/No-Fault

Are you, your spouse or any of your Eligible Dependents currently receiving or have received worker's compensation benefits? CINo Clves
Are you, your spouse or any of your Eligible Dependents currently receiving no-fault benefits? [CINo [Jves

Person’s Name Injury Date | Type of Injury Company Providing Benefits & Phone Number
(MM-DD-YY)
PART E MEMBER AUTHORIZATION

| understand that any company(s) with which | am applying for coverage reserves the right to accept or decline this application
in whole or in part. | further understand that no contractual right is created by this application or advance premium payment
and the same shall not be considered accepted unless or until the Benefit Plan is issued to me. | have read this application in
its entirety (front and back page) and understand and acknowledge that the accuracy and sufficiency of the information |
provide (or fail to provide) in each and every numbered section of this application serves as the basis in determining my
eligibility (and the eligibility of my dependents) for coverage and receiving a Benefit Plan(s), and by signing this application |
certify the information is accurate and complete. | understand and agree that inaccurate, incomplete or omitted information
represented in this application may constitute a fraudulent act or intentional misrepresentation of material facts voiding or
retroactively cancelling any Benefit Plan(s) issued, as well as any claims for medical benefits and services paid, based on the
information | submit through this application. | further understand a person who submits an application or files a claim with
intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

= | understand members are subject to limitations and exclusions outlined in the relevant Benefit Plan/Policy.

= | understand that in the event the group through which | am enrolled elects to terminate, the Insurance Carrier has the
right at its sole discretion to continue my coverage on a non-group basis subject to the premium and Benefit Plan
provisions for non-group coverage then in effect.

® | understand conversion coverage will not be offered to a Subscriber if the group through which the Subscriber is
eligible has terminated coverage with the Insurance Carrier and has enrolled as a group with another Insurance
Carrier.

® | understand, in the event my employer adopts the method of payroll deduction, | hereby authorize and direct my
employer to deduct the current premium from my wages or salary and remit to NDPERS.

Please retain a copy of this Application for your records

Member’s Signature Date of Signature




58819
A WAIVER OF INSURANCE COVERAGE

NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 58819 (Rev. 02-2011)

NDPERS e PO Box 1657 e Bismarck, e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 ¢ Fax 701-328-3920

PART A EMPLOYEE IDENTIFICATION

Name (Last, First, Middle) NDPERS Member ID
Last Four Digits of Social Security Number Date of Birth
Organization Name NDPERS Organization ID
PART B WAIVER OF INSURANCE COVERAGE

Check the applicable insurance plan:

[OHealth Insurance  [IDental Insurance ~ []Vision Insurance [CJLife Insurance

| have been informed that | am eligible to apply for insurance coverage under my employer’s Benefit Plan issued | do not
wish coverage for:

CMyself [CJspouse CJEligible Dependents [IMyself and Entire Family

Reason coverage is being waived: [l have coverage through my spouse’s employer
[l have other individual coverage
[l have Medicare coverage
[C]other:

PARTC EMPLOYEE AUTHORIZATION

| hereby forfeit insurance coverage at this time. | fully understand that if | or my Eligible Dependents desire to be covered
under my employer's insurance Benefit Plan in the future, | and my Eligible Dependents may have a Waiting Period for
Preexisting Conditions and one of the following must apply:

1. If at the time | am declining coverage, it is because:

a. |or my Eligible Dependents have other group insurance coverage, and that coverage is either
terminated as a result of loss of eligibility (Including loss as a result of legal separation, divorce,
death, termination of employment or reduction of hours) or employer contributions toward such
coverage was terminated; or

b. Coverage was under COBRA at the time | declined coverage and that coverage has been
exhausted.

Under (a.) and (b.) above, | must complete a membership application within 31 days after | lose my
current coverage.

2. If | have a new dependent as a result of marriage, birth, adoption or placement for adoption, | may enroll myself and my
Eligible Dependents, provided that | request enrollment within 31 days of marriage, birth, adoption or placement for
adoption.

3. If I do not meet requirements under 1 or 2 above, | may apply as a Late Enrollee, Late Enrollees must request
enrollment during the 31 days prior to the NDPERS Annual Enroliment Period by completing a membership application.

Employee's Signature Date




53803
LIFE INSURANCE ENROLLMENT/CHANGE

NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 53803 (Rev. 09-2011)

Underwritten by ING Employee Benefits (Carrier) Policy Number: 67389-7

PART A EMPLOYER/EMPLOYMENT STATUS
Organization Name NDPERS Organization ID Employment Status
O Active Full-Time [ Active Part-Time  [] Retired
This Change is due to: (Check all that apply) Effective Date
[CINew Hire (Date of Hire / / ) ] Annual Enrollment-Read below for Evidence of Insurability (EOI ) requirements
[[] Decrease Coverage  [] Change of Beneficiary [ ] Marital Status Change (Date of Change / / ) /01/20
[ Birth/Adoption (Date of Change / / )
PART B EMPLOYEE INFORMATION
Name (Last, First, Middle) NDPERS Member ID
Last 4 Digits of SSN Date of Birth
PART C EMPLOYEE COVERAGE
Basic Life [C] Employee Only—Employer Provides $3,500 of Basic Life Coverage at no expense to you

Supplemental Life and AD&D Election: When you are first eligible for supplemental life coverage, you can elect up to the Guaranteed Issue (Gl) Limit of
$200,000 without providing evidence of insurability. Upon qualifying event or annual enrollment, you can increase your employee supplemental by a $5,000 increment
without Evidence of Insurability form (EOI). Evidence of Insurability form (EQI) must be completed for amounts larger than $5,000 and approved by the Carrier.

11 am applying for supplemental life coverage of: $ . (Increments of $5,000) ] Waive Additional Supplemental Life & AD&D coverage

PART D DEPENDENT COVERAGE

Supplemental Dependent Life Insurance Election: Only available if you elected Supplement in Part C. When you are initially eligible for dependent
coverage, you can elect it without providing evidence of insurability. Upon qualifying event or annual enrollment, an Evidence of Insurability form (EOI) must be completed
for approval by the Carrier.
|:| $5,000 for eligible spouse and $5,000 for each eligible dependent child. OR [1$2,000 for eligible spouse and $2,000 for each eligible dependent child.
|:| Waive Supplemental Dependent Coverage

PART E SPOUSE COVERAGE

Supplemental Spouse Life Election: Only available if you elected dependent coverage of $2,000 or $5,000 in Part D. When you are initially eligible for
supplemental spouse coverage, you can elect up to $50,000 in coverage without providing evidence of insurability. Total spouse coverage up to $100,000 is available if
your spouse completes an Evidence of Insurability form (EQI) for approval by the Carrier. Supplemental spouse coverage is limited to 50% of the employee’s
coverage amount. Upon qualifying event or annual enrollment, an Evidence of Insurability form (EOI) must be completed.

[C] Amount of coverage $ (Increments of $5,000) Name Date of Birth / /
] waive Supplemental Spouse Coverage
PART F BENEFICIARY INFORMATION
To designate your beneficiary(ies), you must complete and submit a Life Insurance Designation of Beneficiary SFN 53855
PART G AUTHORIZATION
READ THIS INFORMATION CAREFULLY AND PLEASE SIGN THIS FORM BEFORE SUBMITTING IT TO YOUR PAYROLL OFFICE
. | authorize my employer to deduct from my wages the premium, if any, for the elected coverage.
. To the best of my knowledge and belief, the information | have provided on this form is correct.
. I understand that any person who knowingly and with intent to defraud, submits an application or files a claim containing
any materially false or misleading information, commits a fraudulent act, which is a crime.
. | understand my coverage begins on the effective date assigned by the Carrier, provided | am actively at work.
. | understand that evidence or insurability may be required for coverage to become effective.

Employee’s Signature Date




LIFE INSURANCE ENROLLMENT/CHANGE APPLICATION
SFN 53803 (Rev. 09-2011) Page 2

Part A Employer/Plan Sponsor

Must be completed by your employer’s authorized agent.

Part B Employee Information

For member identification, please provide all requested information.

Check the appropriate box to elect the level of coverage you want. You must have the basic life to have the employee supplemental, the

employee supplemental to have dependent life, and the dependent life to have spouse supplemental. Any box NOT checked will be considered
an automatic cancellation of coverage.

Check the appropriate box(es) to either maintain the same level of coverage you had or elect to decrease your level of coverage.
YOU CANNOT INCREASE ANY LEVELS OF COVERAGE AS A RETIREE.

Part C Employee Coverage
Check the appropriate box to elect the level of coverage you want. You must have the basic life to have the employee supplemental, the

employee supplemental to have dependent life, and the dependent life to have spouse supplemental. Any box NOT checked will be considered
an automatic cancellation of coverage.

Check the appropriate box(es) to either maintain the same level of coverage you had or elect to decrease your level of coverage.
YOU CANNOT INCREASE ANY LEVELS OF COVERAGE AS A RETIREE. Upon Retirement, Basic Life will be decreased to $1,300.

Part D Dependent Coverage
Check the appropriate box to elect the level of coverage you want. You must have the basic life to have the employee supplemental, the

employee supplemental to have dependent life, and the dependent life to have spouse supplemental. Any box NOT checked will be considered
an automatic cancellation of coverage.

Check the appropriate box(es) to either maintain the same level of coverage you had or elect to decrease your level of coverage.
YOU CANNOT INCREASE ANY LEVELS OF COVERAGE AS A RETIREE.

Part E Spouse Coverage
Check the appropriate box to elect the level of coverage you want. You must have the basic life to have the employee supplemental, the

employee supplemental to have dependent life, and the dependent life to have spouse supplemental. Any box NOT checked will be considered
an automatic cancellation of coverage.

Check the appropriate box(es) to either maintain the same level of coverage you had or elect to decrease your level of coverage.
YOU CANNOT INCREASE ANY LEVELS OF COVERAGE AS A RETIREE

Part F Beneficiary Information

To designate your beneficiary(ies), you must complete and submit a Life Insurance Designation of Beneficiary SFN 53855. IT IS IMPORTANT
TO KEEP YOUR BENEFICIARY DESIGNATIONS CURRENT IF YOU EXPERIENCE LIFE CHANGE EVENTS.
Part G Authorization

You must sign and date this section for this form to be valid.



53855
A LIFE INSURANCE DESIGNATION OF BENEFICIARY

é%%g NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM

& SFN 53855 (Rev. 06-2011)

In compliance with the Federal Privacy Act of 1974, the disclosure of the individual's social security number on this form is mandatory pursuant to
26 U.S.C. Sec. 3402. The individual's social security number will be used for tax reporting and as an identification number.

NDPERS e 400 East Broadway e Suite 505 ¢ PO Box 1657 e Bismarck e ND e 58502-1657
(701) 328-3900 or (800) 803-7377 e Fax: (701) 328-3920

PART A MEMBER INFORMATION Policy Number: 67389-7
Name (Last, First, Middle) NDPERS Member ID
Last Four Digits of Social Security Number Date of Birth
[[]Married [] Single [] Divorced [] Widowed
Effective Date:
PART B DESIGNATION OF BENEFICIARY
Social
Primary Beneficiary(ies) Security %
(If person enter: Last, First, Middle) Relationship Gender Number Birth Date Share | Address
Must Equal 100%
Social
Contingent/Secondary Beneficiary(ies) Security %
(If person enter: Last, First, Middle) Relationship | Gender Number Birth Date Share | Address
Must Equal 100%
PART C MEMBER AUTHORIZATION
| understand that this election revokes any previous life insurance beneficiary designations. | have read and
understand the terms and conditions listed on page two (2) of this designation. | hereby certify that the
information provided on this form is true and correct to the best of my knowledge.
Member Signature Date Signed




LIFE INSURANCE DESIGNATION OF BENEFICIARY
SFN 53855 (Rev. 06-2011) Page 2

Part A

Member Information

Enter your name, NDPERS ID number, date of birth, last four digits of your Social Security Number, marital
status, and effective date of change.

Part B

1.

2.

Designation of Beneficiary
Use full legal name. (Example: “Anna May Smith,” not Mrs. John Smith”)

A member may designate contingent beneficiary (ies) who will receive benefits if the primary
beneficiary (ies) predecease member.

If more than one person in a class (primary or contingent beneficiary) is named, members of that class
will share equally in the benefits unless specific shares are designated. The total number of shares
must equal 100 percent. The benefit will be distributed as directed by the designation. If a named
beneficiary does not survive, the beneficiary’s share will be distributed among any surviving
beneficiaries, in the same proportion as the initial shares.

To file a death claim, a certified copy of the Death Certificate must be provided to NDPERS to process
the claim.

Benefits are not paid out to minor children listed as beneficiaries unless a trust or guardianship has
been established, or as allowed by law.

If an estate is named, specify whose estate such as: “Estate of the Insured.” Full name and address of
the executor must be included.

TRUSTEE DESIGNATION:

1. Trustee under the last will and testament of the insured, or his/her successors in trust, PROVIDED,
HOWEVER, that if no claim is made by the Trustee within one year from the date of death of the
insured or if the insured shall die leaving no last will and testament containing the trust covering this
policy, the proceeds shall be payable to the estate of the insured. Payment of the proceeds of this
policy to said Trustee or successors in trust shall fully and finally discharge the Company from all

liability.
2. “The Trust Company, trustee under written trust agreement date (month, date,
year) , or its successor or successors in trust, and payment of the proceeds of this

policy to said Trustee or successor or successors shall fully and finally discharge the Company from
all liability.” Full name and address of trust administrator must be included.

IT IS IMPORTANT TO KEEP YOUR BENEFICIARY DESIGNATIONS CURRENT IF YOU EXPERIENCE LIFE
CHANGE EVENTS.

Part C

Member Authorization

You must sign and date this section for this form to be valid.



oo o Underwritten by: NORTH DAKOTA PUBLIC EMPLOYEES

n m Unum Life Insurance Company of America RETIREMENT SYSTEM
U U LTC Department . .
2211 Congress Street, Portland, Maine 04122 Benefit Election Form
Long Term Care - Policy #510487
Your Name: (Last Name, First, Middle Initial) Social Security Number Date of Birth (mmppivyyy)
R D S
Street Address Gender Date of Hire (mmoprvyyy)
O Male 0 Female Y Y
City, State, Zip Code Home Telephone # Work Telephone #
( ) ( )
Complete the following only if applicant is not the employee
Employee's Name Employee Social Security No. Employee Date of Birth Employee Date of Hire
S R N N
Division (check one): O State Central Payroll O All Others
Applicant Is:
0 Employee [ Retiree
O Employee's Spouse O Retiree's Spouse

You may choose any of the plans listed below. The Long Term Care Application (medical questionnaire), the Benefit Election
form and a signed Authorization to Request Medical Information Form #6720-03 located in the enrollment kit, must be
completed and you must be approved for coverage in order to enroll in the Long Term Care plan.

Plans (Check one)
O pian 1A O pPian 2A O pian3A O pian 4A
= Nursing Home Facility / = Nursing Home Facility / = Nursing Home Facility / = Nursing Home Facility /
$3,000 Monthly Benefit $3,000 Monthly Benefit $3,000 Monthly Benefit $3,000 Monthly Benefit
= Professional Home Care = Professional Home Care = Professional Home Care = Professional Home Care
= Total Home Care = Simple Inflation = Total Home Care
= Simple Inflation
O plan 1B O plan 2B O pPlan 3B O plan 4B
= Nursing Home Facility / = Nursing Home Facility / = Nursing Home Facility / = Nursing Home Facility /
$3,000 Monthly Benefit $3,000 Monthly Benefit $3,000 Monthly Benefit $3,000 Monthly Benefit
= Paid Up Benefit = Paid Up Benefit = Paid Up Benefit = Paid Up Benefit
= Professional Home Care = Professional Home Care = Professional Home Care = Professional Home Care
= Total Home Care = Simple Inflation = Total Home Care

= Simple Inflation

Facility Benefit Duration (puration of benefits may vary depending on where benefits are received.)

(Check one) O3 Years 5 Years

Active Employee or Spouse: Your premium will be paid through the Employee’s payroll deduction. Employee must sign below to
authorize the Employer to make the payroll deduction.

Retirees: Please select payment method: O Monthly Automatic Payments (deducted from your checking account — complete
Authorization/Agreement for Automatic Payments), OR

Billed directly (paper) by the insurance company: O Quarterly O Semi-Annually O Annually

Caution: If your answers on this Enrollment Form are incorrect or untrue, we may have the right to deny benefits or rescind
your insurance.

By signing below, you signify that you have read and understand that loss of Activities of Daily Living (ADL) or Severe Cognitive
Impairment must occur after your effective date of coverage under this Long Term Care plan in order to be covered, and that certain
limitations and exclusions apply to your coverage. MA Residents ONLY: You also signify that you have received and read the
MassHealth eligibility notice entitled “For Massachusetts Residents Only” - Form #7650-04. All information is contained in your
kit.

Your Premium: $ (Transfer the premium amount from the calculation on the rate sheet)
S e A
Applicant’s Signature Date Employee’s Signature Date

(Required for Spouse Coverage)

Employees & Spouses: Please sign and mail all required signature forms to your employer.
Retirees: Please sign and mail all required signature forms to Unum (address at top of page).
Retain a copy for your records. (A1)

If you have questions about Long Term Care coverage, please call Unum'’s toll-free number: 1-800-227-4165.

Voluntary




53851

FLEXCOMP ENROLLMENT

NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 53851 (Rev. 01-2012)

AA

NDPERS e PO Box 1657 e Bismarck, ¢ North Dakota 58502-1657
(701) 328-3900 e 1-800-803-7377 e Fax 701-328-3920

PART A APPLICANT INFORMATION

[[]New Election Date of Hire:

To participate in the Plan for the period

through December 31, 20 .

Employee Name (Last, First, Middle)

People Soft Employee Id (Required)

NDPERS Member Id

Last Four Digits of Social Security Number

Date of Birth

Organization Name

NDPERS Organization |D

PART B

PREMIUM CONVERSION -DECLINE TO PRE-TAX LIFE INSURANCE PREMIUM

Group Life Employee Supplemental Insurance Premium up to $50,000 of coverage will automatically be pre-taxed. | decline this action.

Employee’s Signature

Date

PART C

PREMIUM CONVERSION -PRE-TAX INSURANCE PREMIUM

| elect to pre-tax the following insurance premium(s) , excluding the NDPERS administered group life insurance:

Company/Product Name

Company/Product Name

Company/Product Name

Company/Product Name

Company/Product Name

Company/Product Name

PART D

MEDICAL SPENDING REIMBURSEMENT ACCOUNT

Medical Spending Annual Maximum: $6000

Salary Redirection
Per Pay Period

Number of
Payroll Checks

Total Salary Redirection
for the Plan Year

$ X = $

PART E DEPENDENT CARE REIMBURSEMENT ACCOUNT

Number of
Payroll Checks

Salary Redirection
Per Pay Period

Total Salary Redirection
for the Plan Year

Dependent Care Annual Maximum:
Single - $5,000 Married - $5,000

Married filing separate tax returns - $2,500 S X =9
PART F DIRECT DEPOSIT OF FLEXCOMP PAYMENT [ Yes

PART G INSIDE MAIL OPTION [ Yes

PART H AUTHORIZATION

I have read the information in its entirety, INCLUDING THE BACK PAGE, and | hereby apply for the options listed above. | understand this
agreement revokes my prior election. | authorize NDPERS to adjust my pay as required by my election. | understand that the benefit options
| have elected will remain in force throughout the plan year unless | have a change in status event allowed under IRC Section 125. If my
required contributions for the elected insurance premiums are increased or decreased while this agreement is in effect, my pay reduction will
automatically be adjusted to reflect that increase or decrease. | understand that any amounts remaining in my account(s) not used for eligible
expenses incurred during the plan year will be forfeited in accordance with current plan provisions and tax laws. You cannot participate in flex
comp medical spending account if you are covered on the NDPERS High Deductible Health Plan (HDHP) with a Health Savings Account
(HSA).

Employee Signature Date

PART | PAYROLL PERSONNEL STAFF USE ONLY

| have reviewed this form and certify that this employee meets eligibility requirements to participate in NDPERS Flexcomp Plan.

Authorized Agent Signature Date
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FLEXCOMP ENROLLMENT
SFN 53851 (Rev. 01-2012) Page 2

ENROLLMENT

New employees who meet eligibility requirements must enroll within 60 days of their hire date. Your participation will begin the first day of the
month the contribution is received.

ENROLLMENT FORM INSTRUCTIONS

PART A: Employee Information

For employees paid through the Office of Management and Budget (OMB) payroll system: Your People Soft employee ID number can be
found on your pay stub or direct deposit advice.

For employees paid through their agencies payroll system: NDPERS will issue you an employee ID number at the time we process your
application. Employees participating in premium conversion only will not be issued a People Soft employee ID number.

PART B: Premium Conversion-Decline to pre-tax life insurance premium

Your employee supplemental life insurance premium up to the first $50,000 in coverage will automatically be payroll deducted pretax. If you wish
to pay the premium with after tax dollars, sign and date inside the box.

PART C: Premium Conversion-Pretax Insurance Premiums

List by company and product name any eligible insurance premiums you wish to have payroll deducted on a pre-tax basis.

PART D: Medical Spending Account

Enter the amount you want payroll deducted per pay period. Enter the number of payroll checks you will receive beginning with the first month a
payroll deduction will be withheld through the end of the plan year on December 31. Multiply the amount to be deducted per pay period by the
number of payroll checks you will receive and enter this amount in Total Salary Redirection for the Plan Year. Your election cannot exceed the
plan year maximum $6,000.

PART E: Dependent Care Reimbursement Account

Enter the amount you want payroll deducted per pay period. Enter the number of payroll checks you will receive beginning with the first month a
payroll deduction will be withheld through the end of the plan year on December 31. Multiply the amount to be deducted per pay period by the
number of payroll checks you will receive and enter this amount in Total Salary Redirection for the Plan Year. Your election cannot exceed the
plan year maximum limit of $5,000 for a single parent, $5,000 for a married couple filing a joint tax return, or $2,500 for a married person filing a
single tax return.

PART F: Direct Deposit of FlexComp Payment

Direct Deposit for employees paid through OMB is available if you are having your payroll check direct deposited. Your FlexComp
reimbursement will be deposited into the same account that the balance of your paycheck is being deposited into.

For employees paid through their agency’s payroll system, you must complete form SFN 53852 Authorization for Direct Deposit of
FlexComp Payments and submit with your enroliment form.

PART G: Inside Mail Option

FlexComp payments will be sent to you through the inside mail system. This option is only available in the Bismarck/Mandan area if your agency
uses the inside mail system.

PART H: Authorization

Sign and date the form. RETURN FORM TO YOUR AGENCY’S PAYROLL/HUMAN RESOURCE DEPARTMENT. RETAIN A PHOTOCOPY
FOR YOUR RECORDS.

PART I: Payroll Personnel Staff Use Only

Payroll personnel will review form for accuracy and return to employee if incorrect or incomplete. Sign and date form.
Keep a copy for your records. Return original to NDPERS

RETURN THIS FORM TO YOUR AGENCY’S PAYROLL PERSONNEL DEPARTMENT
RETAIN A PHOTOCOPY FOR YOUR RECORDS



54362

A 457 DEFERRED COMPENSATION PLAN EXPEDITED ENROLLMENT/WAIVER

NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
%%%g SFN 54362 (Rev. 06-2011)

NDPERS o PO Box 1657 e Bismarck, e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920

PART A EMPLOYEE INFORMATION

Name (Last, First, Middle) NDPERS Member Id
Last Four Digits of Social Security Number Date of Birth
Organization Name NDPERS Organization ID

Employee Hire Date

PART B EXPEDITED DEFERRED COMP PLAN & PEP ENROLLMENT

| understand that by electing to begin participation in the 457 Deferred Compensation Plan, | will reduce my wages by $25.00 a
month and vest in the employer’s contributions to the Defined Benefit Retirement Plan, to which | am entitled based on my
service credit and level of contribution (See vesting schedule on back of form). My contributions will be invested with the
NDPERS Companion Plan.

(The minimum of $25.00 is paid at $12.50 per pay period for bi-weekly and semi-monthly payrolls.)

| authorize my employer to reduce my salary by $25.00 a month for pay period date beginning / / .
Month / Day / Year

Participant Authorization Date

PART C PARTICIPANT ACKNOWLEDGEMENT

With regard to this agreement, the Participant acknowledges the following (read and initial each statement).

| understand that by electing to participate, my salary will be reduced by $25.00 per month.

| understand that by participating in the deferred compensation plan and the NDPERS defined benefit retirement plan |
am automatically enrolled in PEP and the applicable employer contribution is credited to my NDPERS member account.
| acknowledge that | have the right to increase or decrease the amount of contribution, change to another Provider
company or suspend contributions at any time by completing the Participant Agreement for Salary Reduction form (SFN
3803).

| understand that the accumulated deferred salary is not available to me until | separate from service, or when |
experience an approved unforeseeable emergency.

| acknowledge that the NDPERS Board makes no recommendation as to any fund investment and | understand that the
NDPERS Board does not warrant or guarantee the investment performance of the funds offered by any provider.

| understand that all compensation deferred under the Plan, and all earnings accruing thereof, shall be held for the

exclusive benefit of myself or my beneficiary, until such time as it is made available to me pursuant to the terms of the
Plan.

PART D WAIVER OF PARTICIPATION

I understand that by declining to participate in the 457 Plan at this time, | will not vest in the employer’s contributions to the
Defined Benefit Retirement Plan, to which | am entitled, based on my service credit. | understand that | am eligible to begin
participation at a later date and will automatically vest in the employer’s contribution when | participate in a deferred
compensation plan.

| elect to decline to participate at this time.

Participant Authorization Date




457 DEFERRED COMPENSATION PLAN EXPEDITED ENROLLMENT/WAIVER
SFN 54362 (Rev. 06-2011) Page 2

This form only applies if your employer participates in the Defined Benefit Retirement Plan

By electing to enroll in the Deferred Compensation Program through your employer at a minimum required
monthly contribution of $25.00, you automatically enroll in the Portability Enhancement Provision (PEP) for the
NDPERS Defined Benefit Retirement Plan. Your NDPERS retirement account will automatically be credited with
the percentage of the employer contribution to which you are entitled based upon your years of credited service.
As you attain additional service credit, you must increase your 457 contribution amount to the corresponding
percentage of salary to achieve maximum vesting.

Minimum Maximum
Service Credit Contribution Vesting %
0-12 Months $25 1%
13-24 Months $25 2%
25-36 Months $25 3%
37+ Months $25 4%
INSTRUCTIONS:
PART A: EMPLOYEE INFORMATION

This form must be completed regardless of whether the employee elects to participate or declines to participate
in the 457 Deferred Compensation Plan and Portability Enhancement Provision (PEP).

For member identification, please provide all requested information.

Part B: EXPEDITED ENROLLMENT IN DEFERRED COMP/PEP

This section should be completed if the employee_elects to participate in the Deferred Compensation
Plan and the Portability Enhancement Provision (PEP). The employee’s signature in this section will

authorize a reduction in the employee monthly wage and contribution to a deferred compensation plan. The
minimum of $25.00 is paid at $12.50 per pay period for bi-weekly and semi-monthly payrolls.

The employee must sign and date this section.
PART C: PARTICIPANT ACKNOWLEDGEMENT

The employee must read each item and indicate acknowledgement by initialing all boxes on the left side of the
statements.

Part D: WAIVER OF PARTICIPATION

The employee must sign and date this section only if the employee waives participation in the Deferred
Compensation Plan.




3803
A 457 DEFERRED COMPENSATION PLAN ENROLLMENT/CHANGE FORM
NORTH DAKOTA PUBLIC EMPLOYEES RETIREMENT SYSTEM
SFN 3803 (Rev. 12-2011)
NDPERS e PO Box 1657 e Bismarck, e North Dakota 58502-1657
(701) 328- 3900 e 1-800-803-7377 e Fax 701-328-3920
PART A PARTICIPANT INFORMATION
Name (Last, First, Middle) NDPERS Member ID
Last Four Digits of Social Security Number Date of Birth
Organization Name NDPERS Organization ID
PART B PROVIDER INFORMATION
Name of Company
Agent Name Telephone Number
PARTC CHECK ALL THAT APPLY
[ 1. New Application [ 9. Change in Agent only (Complete Part A, B & F)
[ 2. Increase Deduction [ 10. USERRA Missed Contributions
[ 3. Decrease Deduction [ 11. Lump sum Sick & Annual Leave
[1 4. Suspend Deduction (Includes going from full-time to part-time)
[ 5. Change Employer: From: To:
[ 6. Age 50 or older: Annual Catch-up
[ 7. Regular 3 Year Catch-up —457 Deferred Compensation Catch-up Worksheet Certification SFN 51501 MUST accompany this form
[ 8. Provider Change YOU MUST complete 2 Participant Agreement forms; one for the new provider, Y ‘New Application’ and one to stop
contributions to old provider, v ‘Suspend Deduction’.

PART D CALCULATION OF MAXIMUM ALLOWABLE DEDUCTION

Must be completed if you checked 1, 2, 6, 7, 8,10, or 11 in Part C
A. Annual Gross Pay $
B. Less Employer Retirement Contributions made under a IRC 414(h) arrangement (use most recent pay stub) $
C. Includable Compensation (subtract B from A) $
D. Maximum Annual Allowable Deduction:

D 1. Lesser of 100% of Includable Compensation or annual maximum limit (see annual limits on back of form)
Enter the lesser of D 1 but not less than the minimum annual deduction of $300.00 ($25.00) per month $

E. Age 50 + catch-up (see annual limits on back of form) $
F.TotalD + E $
G. Pay Period Deduction (F divided by number of pay periods in calendar year) $
PART E SALARY REDUCTION AUTHORIZATION.

Must be completed if you checked 1, 2, 6, 7, 8, 10, or 11 in Part C
Authorization for deductions must be made in the month prior to the pay period in which the income is earned.
| authorize my employer to reduce my salary in the amount of $ for the pay period beginning date (not date paid)
(The signature date in Part F must be in the month prior to the pay period date entered here.) (month, day, year)

With regard to this agreement, the Participant acknowledges the following (read and initial each statement):

| understand that my salary will be reduced each pay period by the amount authorized above. The deduction can not be changed or stopped
without an authorized participant agreement form returned to payroll from NDPERS.

| understand the accumulated deferred salary is credited to my account and is not available to me or my beneficiary(ies) until | separate
from service, unless, | should experience an unforeseeable emergency and a distribution is approved by the NDPERS Board. .

| acknowledge that the Retirement Board makes no recommendation as to any provider and understand that the Retirement Board does
not warrant or guarantee the investment performance of any provider.

| understand that all compensation deferred under the Plan, and all earnings accruing thereof, shall be held for the exclusive benefit of
myself or my Beneficiary, until such time as it is made available to me pursuant to the terms of the Plan.

| understand that this agreement includes the beneficiary forms as executed with and maintained by my provider.

PART F PARTICIPANT AUTHORIZATION

| verify that the foregoing statements are true and correct to the best of my knowledge and belief, and are subject to the laws and penalties

governing any misrepresentations and fraud.
Participant Authorization / Date

(This date must be in the month prior to the date entered in Part E )




457 DEFERRED COMPENSATION PLAN ENROLLMENT/CHANGE FORM
SFN 3803 (Rev. 12-2011) Page 2

ANNUAL LIMITS
Annual Limit for 2012 : $17,000

Age 50+ Limit for2012: $22,500
Regular 3 Year Catchup: $34,000

PART A PARTICIPANT INFORMATION
For member identification, please provide all requested information.
PART B PROVIDER INFORMATION

If you check ‘New Application in Part C, you must first select and contact one of the eligible providers for the plan.
The provider representative you select will assist you in completing the required forms to open an account.

PART C CHECK ALL THAT APPLY
Check the applicable box(s).
PART D CALCULATION OF MAXIMUM ALLOWABLE DEDUCTION

The minimum contribution is $25.00 per month. The maximum regular annual contribution limit is the lesser of 100%
of annual compensation or the annual maximum limit indicated above.

PART E SALARY REDUCTION AUTHORIZATION
The IRS regulations require you to make your deferral election in the month prior to the month the salary is earned.
PART F PARTICIPANT AUTHORIZATION

Sign where indicated. If you completed Part E, your signature must be dated in the month prior to the month entered
in that section.
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