STATE OF CONNECTICUT — COUNTY OF TOLLAND
INCORPORATED 1786

TOWN OF ELLINGTON

FINANCE OFFICE
55 MAIN STREET - PO BOX 187
ELLINGTON, CONNECTICUT 06029-0187
TEL 870-3115 FAX 870-3158
www.ellington-ct.gov

TOWN OF

Deferred Compensation Plan 457
ICHANGE IN BENEFICIARY|

| wish to designate the following Beneficiary (or Beneficiaries) as indicated below.

Primary Beneficiary(ies): Person or persons who will receive benefits upon your death

Name: Date of Birth: _~~ , —/
Address:

Social SecurityNo: - -
Relationship: % to be paid to Beneficiary:
Name: Date of Brth: ~ , (
Address:

Social SecurityNo: - -~
Relationship: % to be paid to Beneficiary:
Name: Date of Brth. [,
Address:

Relationship: % to be paid to Beneficiary:

Total percentages must add up to 100%. If no percentages are indicated, the proceeds will be divided equally. If no Primary
Beneficiary survives, proceeds will be paid to the Contingent Beneficiary(ies) listed below.

Contingent Beneficiary(ies): Person or persons who will receive benefits upon your death if there is
no surviving Primary Beneficiary.

Name: Date of Birth: __ /
Address:

Social SecurityNo: __ - -
Relationship: % to be paid to Beneficiary:
Name: Date of Brth. [,
Address:

Social SecurityNo: - -~
Relationship: % to be paid to Beneficiary:
Name: Date of Birth: _
Address:

Relationship: % to be paid to Beneficiary:

Employee Printed Name Employee Signature Date



