
I N STR U CTI O N S

Use this form to designate the person or persons to whom benefits under the IBEW Local Unions Savings and Security Plan

(the “Plan”) are to be paid in the event of your death.

Please read these instructions carefully before you complete the attached form. Correct information regarding the

beneficiary(ies) you designate will insure that in the event of your death, the amount in your account will be distributed in

accordance with your wishes. If you die without a valid beneficiary designation on file with the Plan Administrator, all of your

Plan benefits will be paid to your surviving spouse, if any, or to your estate if you are not married at the time of death.

Important: If you wish to designate someone other than your spouse as your beneficiary, your spouse must consent. See

Section C, Spousal Consent Requirements, below.

If you wish to name more beneficiaries than this form provides for, you may make a copy of the form. Complete your list of

beneficiaries on that copy, and clearly indicate on the original that a second page is attached. You will need to execute both the

original page and the copy. The spousal consent section must also acknowledge review of the second page.

S ECTION A: US E TH I S S ECTION I F YOU WI S H TO D E S IG NATE:

• One or more primary beneficiaries

• Your estate

Indicate the percentage amount you select for each named beneficiary in the space provided beside each name. 

All percentages combined must equal 100%.

S ECTION B: US E TH I S S ECTION I F YOU WI S H TO D E S IG NATE:

• One or more contingent beneficiaries. Note that a contingent beneficiary(ies) will only become entitled to a 

distribution in the event that all of your primary beneficiaries predecease you.

Indicate the percentage amount you select for each named beneficiary in the space provided beside each name. 

All percentages combined must equal 100%.

B E N E FICIARY D E S I G NATI O N /C HAN G E FOR M

T H E I B E W  LO C A L U N I O N S  S AV I N G S & S E C U R I T Y P L A N



B E N E FICIARY D E S I G NATI O N /C HAN G E FOR M

T H E I B E W  LO C A L U N I O N S  S AV I N G S & S E C U R I T Y P L A N

�� Check here if this a change of beneficiary designation

Participant’s Name: Social Security Number:

Address:

City: State: Zip Code:

Daytime Telephone Number: Date of Birth

Marital Status:  �� unmarried/divorced   �� married   �� widowed

S ECTION A -  PR I MARY B E N E FICIARY (B E N E FICIAR I E S)

I name the following as the Primary Beneficiary or Beneficiaries to receive any benefits payable upon my death in the 

proportions indicated:

1. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

2. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

3. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

4. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

5. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

If I have named more than one Primary Beneficiary, and if at least one, but fewer than all, of those Primary Beneficiaries survives

me, I direct that each such surviving beneficiary’s share of my total benefit be determined by multiplying such total by a fraction,

the numerator of which is such beneficiary’s designated percentage and the denominator of which is the sum of the percentages

of all such surviving beneficiaries.



S ECTION B -  CONTI NG E NT B E N E FICIARY (B E N E FICIAR I E S)

If all of my Primary Beneficiaries designated in Section A die before I die, and if I fail prior to my death to name substitute Primary

Beneficiaries, any benefit payable upon my death shall be paid to the following Contingent Beneficiaries.

1. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

2. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

3. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

4. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

5. Name: Relationship:

Address:

SS#: Percentage of total benefit to be paid to this person  %

If I have named more than one Contingent Beneficiary, and if at least one, but fewer than all, of those Contingent Beneficiaries

survives me, I direct that each such surviving beneficiary’s share of my total benefit be determined by multiplying such total by a

fraction, the numerator of which is such beneficiary’s designated percentage and the denominator of which is the sum of the

percentages of all such surviving beneficiaries.



S ECTION C -  S POUSAL CON S E NT

I, the undersigned,                                                             [Insert name of Participant’s spouse], being the lawful spouse of

[Insert name of Participant], do hereby consent to the designation by my spouse

of the Primary Beneficiary(ies) named in Section A of this instrument, and to the designation by my spouse of the Contingent

Beneficiary(ies) named in Section B of this instrument to receive any benefit becoming payable under the Plan by reason of the

death of the Participant.

I understand that, by executing this consent, I am waiving (giving up) any right I might have to any benefit under the Plan

payable due to my spouse’s death, except to the extent that my spouse may name me specifically as a Beneficiary herein. I also

understand that, had I not granted this consent, I would have had a right protected by law (subject to the provisions of any

applicable qualified domestic relations order in favor of another person) to benefits payable in the event of the death of my spouse

if my spouse dies while married to me. This consent and waiver is my free and voluntary act. By granting this consent, I am

voluntarily relinquishing my right to limit my consent to a specific form of benefits.

I understand that this consent and waiver is irrevocable.

Signature

Date

OF :

: SS.

COUNTY OF :

I,                                                       , a Notary Public in and for the                  of                              , County of

, do hereby certify that on this              day of                         , 20         before me came 

to me known to be the person whose name is subscribed above, and that                (s)he

did in my presence execute this Spousal Consent, having acknowledged to me that                (s)he did so as a free and 

voluntary act and deed.

Notary Public

My Commission Expires

SEAL



S ECTION C: S POUSAL CON S E NT R EQU I R E M E NT

If you are married at the time of your death, and if you wish to have your Plan benefits paid other than to your spouse, your

spouse must consent to the beneficiary designation you have made herein. The law requires your spouse’s written consent if

your are married and are naming someone other than your spouse as beneficiary with respect to the benefit that may be payable

on your death. To be effective, your spouse’s signature evidencing consent must be notarized. If you are not married now, but

are married at the time of your death, this Beneficiary Designation will not be valid unless your spouse has added his or her

written consent (notarized) to this designation. If you are married, but are unable to locate your spouse, or if your spouse is not

legally competent to give the consent required, please contact the Plan Administrator.

Note: Spousal consent to a beneficiary designation is irrevocable.

S ECTION D: EXECUTION AN D D E LIVE RY

If you make an error on the form, do not try to correct it. Use a new form.

Once the form is complete, execute it and return it to the Plan Administrator: 

Scarborough Alliance Corporation
One Bridge Street
Irvington, NY 10533. 

We will return a copy of your completed form to you. It is important that you keep it and review it periodically to be sure the

beneficiary information is up to date.

You may change or revoke your beneficiary designation at any time by filing a new Beneficiary Designation/Change Form with

the Plan Administrator.

If you have any questions about this form, please call Scarborough Alliance Corporation at 800 223-7608.



S ECTION D -  EXECUTION

The execution of this form and delivery thereof to the Plan Administrator revokes all prior designations of beneficiaries that I have

made. The beneficiary designations made hereby shall become invalid if I am married at the time of my death unless my spouse

has consented in writing to the designations made herein.

Signature Date

Witness’s Signature: 

Witness’s Name and Address (print)

Note: The named beneficiaries may not serve as a witness.

The completed form must be returned to:

Scarborough Alliance Corporation
One Bridge Street
Irvington, New York 10533

DO NOT WRITE BELOW THIS LINE

Received By:

Dated: 


