Lay Employees’ Pension Plan of
Diocese of Covington/Lexington
PLEASE PRINT OR TYPE

PARTICIPATION ELECTION FORM

Name_______________________________________________		SSN______________________
Address______________________________________________________________________________
City___________________________________	State___________	Zip_______________________
Phone_________________________________	Gender_________	DOB______________________
Most Recent DOH________________________
If previously employed with the Diocese, please complete an Employment Record Form.

By signing this form, I understand the following:
· I elect to participate in the above referenced plan.
· I agree to make a contribution equal to 3.5% of my gross wages to the plan by automatic payroll deduction, effective the first check following receipt of this election form.*
*Time frame of implementation dictated by receipt is subject to a check delay if receipt is within 10 days of the upcoming check date.

· Employee Signature ____________________________________	Date_______________




For Office Use
Parish/School________________________________________________
EE #__________________	HRS/WK__________________________

· Payroll Manager Signature________________________________	Date_______________


PLEASE PRINT OR TYPE

PARTICIPATION WAIVER FORM

Name_______________________________________________		SSN______________________
Address______________________________________________________________________________
City___________________________________	State___________	Zip_______________________
Phone_________________________________	Gender_________	DOB______________________
Most Recent DOH________________________
If previously employed with the Diocese, please complete an Employment Record Form.


By signing this form, I elect NOT to participate in the referenced plan at this time and I understand the following:
· I understand that by signing this form I will NOT receive a pension benefit from the Diocese upon leaving employment.
· I understand that any contributions that may have been withheld from my paychecks prior to the receipt of this form, must be recouped through reimbursement application through Nyhart.
· Under IRS guidelines, if you are eligible to participate in this plan but do not do so because you do not wish to make the required contribution, you are still considered an eligible participant in the plan. Therefore, your W-2 will reflect your status as active and your ability to establish an IRA may be affected. We advise you to consult a tax accountant for further details.

· Employee Signature_____________________________________	Date_______________

For Office Use
Parish/School________________________________________________
EE #__________________	HRS/WK__________________________

· Payroll Manager Signature________________________________	Date_______________


[bookmark: _GoBack]BENEFICIARY DESIGNATION FORM

Participant Information
Name_______________________________________________		SSN______________________
Address______________________________________________________________________________
City___________________________________	State___________	Zip_______________________
Phone_________________________________	Gender_________	DOB______________________

Relationship Status: ____________________________ (Single, Married, Divorced, Widowed)

Primary Beneficiary(ies) Information
Name:	_____________________________	Percentage of Benefit:		___________________
DOB:	_____________________________	Relationship to Participant:	___________________
Name:	_____________________________	Percentage of Benefit:		___________________
DOB:	_____________________________	Relationship to Participant:	___________________
Name:	_____________________________	Percentage of Benefit:		___________________
DOB:	_____________________________	Relationship to Participant:	___________________

Secondary Beneficiary(ies) Information
Name:	_____________________________	Percentage of Benefit:		___________________
DOB:	_____________________________	Relationship to Participant:	___________________
Name:	_____________________________	Percentage of Benefit:		___________________
DOB:	_____________________________	Relationship to Participant:	___________________
Name:	_____________________________	Percentage of Benefit:		___________________
DOB:	_____________________________	Relationship to Participant:	___________________


___________________________________					___________________
Participant’s Signature								Date
