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(212) 306-7760

NewYork

1-888-DCP-3113 (outside NYC)

Change Form

Web site: nyc.gov/deferredcomp

Please Print (black ink preferred)

Deferred Compensation Plan
THIS BOX

Agency Payroll Code

DO NOT MAIL THIS FORM. Please submit your completed form via email to NEWYRK@VOYAPLANS.com.
Please only include the last 4 digits of your Social Security number, along with your name and address on all forms.
Forms can also be faxed to 844-299-2362.

1 Mark (x) All That Apply: (SEE PAGE 2 FOR EXPLANATION.)
(457 Plan - 01 Contribution Account Change

(J401(k) Plan - 03 Contribution Account Change

(1457 Plan - 02 Payout Account Change

(J401(k) Plan Special Rollover - 05 Account Change

(1401(k) Plan - 04 Payout Account Change

2 Change: ALL CHANGES REQUIRE THE FORM TO BE NOTARIZED EXCEPT AGENCY/PAYROLL CODE CHANGES
(U Address attach documentation - new documentation required (complete sections 3, 8 and 9)

(U Check this box if you would like a Reminder PIN sent to you.
(1 Agency/Payroll Code (complete sections 3 and 8)

(U Check this box if you have an outstanding loan.

(U Name - attach documentation (complete sections 3, 4, 8 and 9)
(L Social Security Number - attach documentation (complete sections 3, 5, 8 and 9)
() E-mail Address - (complete section 3, 6 and 8)
(U Beneficiary Election including Beneficiary Address Changes (complete sections 3, 7, 8 and 9)

3 Participant Information: DOCUMENTATION REQUIRED (SEE PAGE 2)
(L] CHECK THIS BOX IF YOU ARE A BENEFICIARY OR DRO PARTICIPANT

LAST FOUR DIGITS OF SSNO  DATE OF BIRTH AREA CODE DAYTIME TELEPHONE NUMBER AREA CODE MOBILE TELEPHONE NUMBER
L L P L P L L L P
LAST NAME AS IT CURRENTLY APPEARS ON YOUR ACCOUNT FIRST NAME M.I.
HOME MAILING ADDRESS - NUMBER AND STREET APT.

STATE ZIP CODE * FOUR

CITY

Please Check One: [ Managerial [ Uniformed [ Civilian Non-Managerial

AGENCY NAME (NOT DIVISION) (CUNY EMPLOYEES: PLEASE SPECIFY NAME OF SCHOOL)

4 Name Change: DOCUMENTATION REQUIRED (SEE PAGE 2)

NEW LAST NAME

NEW FIRST NAME

M.1.

SOCIAL SECURITY NUMBER AS CURRENTLY APPEARS ON YOUR ACCOUNT

6 E-mail Address: (] Add ([ Change

5 Social Security Number Change: DOCUMENTATION

NEW

SOCIAL SECURITY NUMBER

REQUIRED (SEE PAGE 2 FOR EXPLANATION.)
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SECTION 1
PLAN ACCOUNTS

If you have more than one Plan account, check each account for which the change(s) on the form should apply.
Use another Change Form if you wish to designate different beneficiaries for each account.

SECTION 2
PARTICIPANT INFORMATION

Address changes will apply to all plans you might have (457, 401(k), 401(k) Special Rollover, and NYCE IRA).
Acceptable documentation includes: copy of driver’s license or passport.

SECTION 4
NAME CHANGE
Name changes will apply to all plans you might have (457, 401(k), 401(k) Special Rollover, and NYCE IRA). Ac-
ceptable documentation includes: name change order, marriage certificate, divorce decree, driver’s license or pass-
port.

SECTION 5
SOCIAL SECURITY NUMBER CHANGE

Social Security Number changes will apply to all plans you might have (457, 401(k), 401(k) Special Rollover, and
NYCE IRA). Acceptable documentation includes: copy of new Social Security card and driver’s license or passport.

SECTION 7
BENEFICIARY ELECTION

If you are naming a person as your beneficiary, you should select “A Person” in the first box, even if your beneficia-
ry is a minor child. Do not select “A Trust” unless you have already created the trust (or arranged for one to be creat-
ed under your will). The Plan cannot establish a trust for you.

You must name a beneficiary when your enroll. If you die, your account balance or remaining payments will be
paid in this order:
1. To your surviving primary beneficiary(ies);

2. If there are no surviving primary beneficiaries, to your surviving contingent beneficiaries;
3. If there are no surviving primary or contingent beneficiaries, to your surviving spouse;
4. If there is no surviving spouse, to your estate.

You may designate more than one primary beneficiary. You must also indicate the percentage you wish each
primary beneficiary to receive upon your death. The total must equal 100%. You may also designate more than one
contingent beneficiary. The percentages you wish each contingent beneficiary to receive upon your death must also
total 100%. For example, you elect two primary beneficiaries and specify that each primary should receive 50% of
your account balance upon your death. You also elect three contingent beneficiaries and specify that one contingent
should receive 50% and the other two should receive 25% each (totaling 100%). The contingent beneficiaries will only
receive your account in the event there are no surviving primary beneficiaries.

Please note that if you are participating in both the 457 Plan and the 401(k) Plan, changing beneficiaries in one
plan will not effect changes in the other plan, unless you indicate otherwise in Section 1 of the Change Form.
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7 Beneficiary Election: [ PLEASE CHECK THIS BOX IF YOU ARE ATTACHING A LIST OF ADDITIONAL BENEFICIARIES ON A SEPARATE PIECE OF PAPER.

I name the following beneficiary(ies) to receive my Deferred Compensation Plan account balance in the event of my death. If more
than one beneficiary is named, payment will be made in equal shares to the surviving beneficiaries, unless specified otherwise.

This Beneficiary is (check one)
Q APerson [ My Estate QATrust (O A Charity/Organization

Status (refer to page 2 for explanation)
( Primary (O Contingent

Beneficiary’s Social Security Number Date of Birth

HEEEEEEEEpENENEE

Relationship

(1 Spouse

 Daughter [ Son [ Mother [ Father (1 Sister/Brother [ Other

Beneficiary’s (or Successor Trustee’s) Last Name (Include additional information below.)

Beneficiary’s (or Successor Trustee’s) First Name M.I.

Beneficiary's

or Successor Trustee’s) Home Mailing Address - Number and Street

il
HEEEREEEREEEN

Apt.

INEEEEEEEEEEEE
City

Zip Code + Four

Percentage to be received Additional Trust or Charity/Organization Information
%

This Beneficiary is (check one)
Q APerson [ My Estate [ ATrust (Q A Charity/Organization

Status (refer to page 2 for explanation)
 Primary (O Contingent

Beneficiary’s Social Security Number Date of Birth

HEEEEEEEEpENENEE

Relationship

Q Spouse

1 Daughter 3 Son [ Mother [ Father [ Sister/Brother (] Other

Beneficiary’s (or Successor Trustee’s) Last Name (Include additional information below.)

Beneficiary’s (or Successor Trustee’s) First Name

M.1.
HEEEEEENEEEEEE

Beneficiary's

[
Apt. ‘ ‘

or Successor Trustee’s) Home Mailing Address - Number and Street

HEEEEREREEEEEN
City

Zip Code + Four

HEEEREEREEEERLEEEE

Percentage to be received Additional Trust or Charity/Organization Information
%

This Beneficiary is (check one)
Q APerson [ My Estate [ ATrust (Q A Charity/Organization

Status (refer to page 2 for explanation)
 Primary (O Contingent

Beneficiary’s Social Security Number Date of Birth

HEEEEEEEEpENEN/EN

Relationship

[ Spouse

1 Daughter 3 Son [ Mother [ Father [ Sister/Brother (] Other

Beneficiary's (or Successor Trustee’s) Last Name (Include additional information below.)

Beneficiary’s (or Successor Trustee’s) First Name M.I.

Beneficiary’s (or Successor Trustee’s) Home Mailing Address - Number and Street

infls

Apt.
Zip Code + Four

HEEEREEREEEEECEEER

Percentage to be received Additional Trust or Charity/Organization Information
%

This Beneficiary is (check one)
QAPerson [ My Estate Q ATrust [ A Charity/Organization

Status (refer to page 2 for explanation)
 Primary (O Contingent

Beneficiary’s Social Security Number Date of Birth

LTI ] ]

Relationship

1 Spouse

 Daughter [ Son [ Mother [ Father ([ Sister/Brother [ Other

Beneficiary’s (or Successor Trustee’s) Last Name (Include additional information below.)

Beneficiary’s (or Successor Trustee’s) First Name M.I.

HEEEEEEREEEERE

Beneficiary's

or Successor Trustee’s) Home Mailing Address - Number and Street

Apt.

INEEEEEEEE
City

State Zip Code + Four

Percentage to be received
%

Additional Trust or Charity/Organization Information
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Please sign form below (section 8 YOUR SIGNATURE).
All changes requested require this form to be notarized, except Agency Payroll Code changes.

8 Your Signaure:

| wish to effect the changes noted above in the Deferred Compensation Plan. | affirm that the information is true and accu-
rate.

Signature Date*

HRENEN

9 Statement of Notary:

Important:
If this form is being notarized outside of the United States, notarization must be performed by the U.S. Consulate.

State of )
SS.:
County of )
On * before me, the undersigned, personally appeared

personally known to me or proved to me on the basis of

satisfactory evidence to be the individual whose name is subscribed to the within instrument and acknowledged to me that he/she
executed the same in his/her capacity, and that by his/her signature on the instrument, the individual, or the person upon behalf of
which the individual acted, executed the instrument.

(Signature and office of individual taking acknowledgment)

*The date you sign the form must match the date on which the signature is notarized.
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