457 DEFERRED COMPENSATION PLAN ”“"“""“”l|||“"|
EMPLOYEE ENROLLMENT/CHANGE FORM

¢ Use this form to Enroll or make Changes to your 457 Plan.

* Read instructions on the back carefully before completing this form. Please print legibly in biue or black ink.
* Return this form to your employer promptly. Your employer must provide the form to ICMA Retirement Corporation before the payroll date of your first deferral.
» Note: Itis important to review your next paystub to confirm your enrollment/change has been processed correctly.

« If making changes, complete Section 1 and then proceed to the appropriate section to make your changes. If new enrollment, all sections must be completed.

ICMA RETIREMENT CORPORATION
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3 | authorize my employer to defer % or $ from my pay each pay period.
Amount of As an individual who has reached or will reach age 50 by December 31 of this year, | also authorize my employer to defer an
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Allocate your future contributions in percentages among the available fund choices. Allocation percentages must total 100 percent. If the allocation
4 total does not add up to 100 percent then the remainder will be allocated to the

Allocation ZLUS Fund. If no selection is given, your contribution will be allocated to the ALLOCATION
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5 | acknowledge that | have read and agreed to the disclosure {see 5 & 6) on the back of this form.
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