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BENEFICIARY DESIGNATION 
PERS-BSD-241 (Revised 12/04)

TO:   CalPERS/ Benefit Services Division 
  P.O. Box 942711 
  Sacramento, CA  94229-2711 
  Fax:(916) 795-3933 
  Phone:(888) CalPERS (225-7377) 

MEMBER’S FULL NAME (PLEASE PRINT)    SOCIAL SECURITY NUMBER   BIRTH DATE    TELEPHONE NUMBER 

I understand that if I am married or in a registered domestic partnership but do not name my spouse or domestic partner as beneficiary, she/he 
may still be entitled to a community property share of my ‘Lump Sum Contributions’ or a share of any monthly allowance that may be payable.  My 
‘Non-Spouse or Non-Partner’ designated beneficiaries will receive the portion of my lump sum benefits, which are not payable to my spouse or 
domestic partner as his/her community property share.  I further understand that if my death is determined to be “Industrial,” special death 
benefits will be paid in the manner prescribed by law.  If no percentage (%) is given, the applicable benefits will be paid SHARE AND SHARE 
ALIKE. 

PRIMARY BENEFICIARIES 
FIRST  NAME   MIDDLE NAME        LAST NAME      %    RELATIONSHIP TO MEMBER     SOCIAL SECURITY NUMBER 

ADDRESS (Number and Street)            (City)    (State)          (Zip Code) 

FIRST  NAME   MIDDLE NAME        LAST NAME      %    RELATIONSHIP TO MEMBER     SOCIAL SECURITY NUMBER 

ADDRESS (Number and Street)            (City)    (State)          (Zip Code) 

FIRST  NAME   MIDDLE NAME        LAST NAME      %    RELATIONSHIP TO MEMBER     SOCIAL SECURITY NUMBER 

ADDRESS (Number and Street)            (City)     (State)          (Zip Code) 

In the event that I survive the person(s) named above, I hereby designate the following person(s) who survive me, as BENEFICIARIES.  If 
no percentage (%) is given, benefits will be paid SHARE AND SHARE ALIKE. 

SECONDARY BENEFICIARIES 
FIRST  NAME   MIDDLE NAME         LAST NAME      %    RELATIONSHIP TO MEMBER     SOCIAL SECURITY NUMBER 

ADDRESS (Number and Street)            (City)    (State)          (Zip Code) 

FIRST  NAME   MIDDLE NAME         LAST NAME      %    RELATIONSHIP TO MEMBER     SOCIAL SECURITY NUMBER 

ADDRESS (Number and Street)            (City)     (State)          (Zip Code) 

Should I survive all of the persons named above, I understand that the benefits payable on account of my death will be paid to my 
statutory beneficiaries, or to such other beneficiary or beneficiaries that I may hereafter designate in writing to the Board of 
Administration, all in accordance with the applicable provisions of law. 

BY THIS BENEFICIARY DESIGNATION, I HEREBY REVOKE ANY PREVIOUS DESIGNATION I HAVE FILED.  I UNDERSTAND THAT MY MARRIAGE 
OR REGISTERED DOMESTIC PARTNERSHIP, DISSOLUTION OR ANNULMENT OF MY MARRIAGE OR DOMESTIC PARTNERSHIP, OR THE BIRTH 
OR ADOPTION OF A CHILD OR TERMINATION OF MEMBERSHIP SUBSEQUENT TO THE DATE I FILE THIS FORM WITH CALPERS, WILL 
AUTOMATICALLY VOID THIS DESIGNATION.  HOWEVER, A DESIGNATION FILED AFTER THE INITIATION OF A DISSOLUTION/ANNULMENT OF 
MARRIAGE OR REGISTERED DOMESTIC PARTNERSHIP IS NOT REVOKED WHEN THE DISSOLUTION/ANNULMENT IS FINALIZED. 

Signatures Required 

Are you legally married or have a registered domestic partner?   No    Yes 
If yes, your spouse or registered domestic partner must sign this form 
If no, please indicate:   Never married/or Never in Domestic Partnership     Divorced/Annulled     Widowed   

IMPORTANT – You must complete the BSD-800 on the reverse side of this form if you are married or have a registered 
domestic partnership but your spouse or domestic partner is unable to sign below. 

MEMBER SIGNATURE: _________________________________________________________  Date: ________________ 

MEMBER ADDRESS: __________________________________________________________________________________________ 
   (Number and Street)     (City)         (State) (Zip Code) 

SPOUSAL/REGISTERED DOMESTIC PARTNER ACKNOWLEDGEMENT:  By signing this beneficiary designation form, I 
acknowledge the information entered by my spouse/domestic partner. 

SPOUSE/DOMESTIC PARTNER SIGNATURE: __________________________________________________________________ 
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California Public Employees’ Retirement System
P.O. Box 942709 Sacramento, CA 94229-2709 
888 CalPERS (or 888-225-7377) 

TTY: (877) 249-7442 | Fax: (916) 795-4166 
www.calpers.ca.gov

Reciprocal Self-Certification Form 
Complete the following information and return this form to your personnel office within 10 business days. To ensure this form is completed 

correctly, please reference the enclosed List of Qualifying Public Retirement Systems and instructions. 

Section 1. Member Information 
Member Name: (Last)  (First) (Middle) 

Date of Birth: CalPERS ID: 

Membership Status in Qualifying Public Retirement Systems: 
 I have not been a member of a qualifying public retirement system in California. (skip to section 3) 

 I have membership in a defined benefit plan under a qualifying public retirement system in California other than CalPERS. 
(complete section 2 with membership information for each qualifying public retirement system)

Section 2. Qualifying Reciprocal Membership Information 
Name of Most Recent Public Retirement System: Membership Date: 

/ / 
Separation Date*: 

/ / 
☐Retired* or ☐Refunded*

Date:      /     /

Name of Prior Public Retirement System: Membership Date: 

/ / 
Separation Date*: 

/ / 
☐Retired* or ☐Refunded*

Date:      /     /

Name of Prior Public Retirement System: Membership Date: 

/ / 
Separation Date*: 

/ / 
☐Retired* or ☐Refunded*

Date:      /     /

*Please provide dates, if applicable. Not all sections may be applicable for each Public Retirement System.

 Section 3. Sign and Certify 

I understand that by accepting employment in a qualified public retirement system, I am subject to the applicable laws and 
regulations of that system. I also understand that completing this form is not a request to establish reciprocity.  

I hereby certify that the foregoing information has been verified with the qualifying public retirement system as true and correct 
and any information found to be incorrect may require corrections to my CalPERS account including, but not limited to, my 
retirement enrollment level and adjustments to my member contributions.  CalPERS may make any necessary corrections to my 
account to ensure I am properly enrolled and eligible to receive the correct retirement benefits. 

Member Signature: Date: 

Section 4. To Be Completed by Employer Only 

Name of CalPERS Agency: 

CalPERS Business Partner ID: Member’s Enrollment Eligibility Date:

Designee of Employer: (print name) Designees’ Title: 

Designee Signature: Date: 

The employer must retain this form in the member’s file for auditing purposes. 

For more direction regarding how to process the Reciprocal Self-Certification Form, please refer to our employer reference guides. 
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