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Voluntary  Self-Identification  of  Disability  

Form CC-305 
OMB Control Number 1250-0005 

Expires 1/31/2020
Page 1 of 2 

Why are you being asked to complete this form? 

Because  we do business  with the  government,  we must  reach  out  to,  hire,  and provide  equal  opportunity  to 

qualified  people with disabilities  i  To  help us  measure how  well  we are doing,  we are asking  you  to  tell  us if  you  

have  a disability  or if  you  ever had a  disability.   Completing  this form  is voluntary,  but  we hope  that  you  will  

choose  to  fill  it  out.  If  you are  applying  for  a  job,  any  answer you  give will  be kept  private  and  will  not  be  used 

against  you  in any  way.  

 

If  you  already  work  for  us,  your  answer will  not  be used against  you  in any  way.   Because  a  person may  

become disabled  at  any  time, we are  required  to  ask all  of  our  employees to update  their  information  every  five 

years.   You  may  voluntarily  self-identify  as  having  a disability  on  this form  without fear  of  any  punishment  

because you  did not  identify  as having  a  disability  earlier.      

 

.

How do I know if I have a disability? 

You are considered to have a disability if you have a physical or mental impairment or medical condition that 

substantially limits a major life activity, or if you have a history or record of such an impairment or medical 

condition. 

Disabilities  include, but  are not  limited  to:   

 Blindness  

 Deafness 

 Cancer
  
 Diabetes  

 Epilepsy  

 Autism  

 Cerebral  palsy  

 HIV/AIDS  

 Schizophrenia  

 Muscular  
dystrophy  

 Bipolar disorder  

 Major depression  

 Multiple sclerosis (MS)  

 Missing  limbs or  
partially  missing  limbs  

 Post-traumatic  stress  disorder  (PTSD) 
 
 Obsessive compulsive disorder 
 
 Impairments requiring  the use of  a  wheelchair     

 Intellectual  disability  (previously  called  mental  
retardation)     

Please check one of the boxes below: 

☐ YES, I HAVE A DISABILITY (or previously had a disability)

☐ NO, I DON’T HAVE A DISABILITY

☐ I DON’T WISH TO ANSWER

    First Name Last Name                          Today's Date                         
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  Reasonable  Accommodation  Notice  

Federal law requires employers to provide reasonable accommodation to qualified individuals with disabilities. 

Please tell us if you require a reasonable accommodation to apply for a job or to perform your job. Examples 

of reasonable accommodation include making a change to the application process or work procedures, 

providing documents in an alternate format, using a sign language interpreter, or using specialized equipment. 

Section 503 of the Rehabilitation Act of 1973, as amended. For more information about this form or the equal 

employment obligations of Federal contractors, visit the U.S. Department of Labor’s Office of Federal Contract 

Compliance Programs (OFCCP) website at www.dol.gov/ofccp. 

PUBLIC BURDEN STATEMENT: According to the Paperwork Reduction Act of 1995 no persons are required 

to respond to a collection of information unless such collection displays a valid OMB control number. This 

survey should take about 5 minutes to complete. 

www.dol.gov/ofccp


R 

 
 

POST-EMPLOYMENT SELF-IDENTIFICATION 
 
 
EMPLOYEE NAME: _____________________ UIN: ____________________ 
 
POSITION:_____________________DEPARTMENT:___________________ 
 
Our Company is a federal contractor subject to various federal laws, regulations, and Executive Orders. As a federal 
contractor we are committed to affirmative action: to afford equal opportunity for employment and advancement in 
employment to qualified individuals regardless of their race, color, religion, sex, national origin, age, disability, veteran 
status, political affiliation, sexual orientation, genetic information, gender identity or any other basis prohibited by law. 
Information submitted will be kept confidential as required under applicable federal and/or state laws. Should you decide 
not to self-identify at this time, you may do so at any time in the future. 
 
Gender - Check one:  I do not want to identify   Male   Female 
 
Race/Ethnicity - Check one: 

 I do not want to identify. 
 Hispanic or Latino 
 White                          Black/African American  
 Native Hawaiian/Pacific Islander         Asian  
 American Indian/Alaskan Native         Two or more Races  

  
Veteran Status - Check all that apply (see reverse side for Veteran Status Definitions):  
  I do not want to identify 
  Not a veteran      Armed Forces Service Medal Veteran 
  Active Duty Wartime or Campaign Badge Vet  Other Protected Veteran          
  Active Reserve        Recently Separated Veteran (within 1 year)  
  Disabled Veteran       Discharge Date______/______/______ 
  Inactive Reserve        Retired Veteran 
                                                                 
Disability Information – Consider Essential Job Function Limitations 
What is the nature of your impairment? (Check all that apply.) 

 I do not want to identify 
Not applicable  
Learning Disability 
Attention Deficit/Hyperactivity Disorder 
Psychological Impairment 
Visual Impairment 
Hearing Impairment 
Mobility Impairment 
Chronic Health Disorder 
Other_____________________________________________________ 

 
Briefly describe the ways in which your impairment may affect your ability to perform the duties of your position, and 
indicate any accommodations you are requesting. 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Employee Signature:___________________________ Date:__________________ 
 
Revised May 2016  

  

  

 

 

  

   



Veteran Status Definitions: 
 
(  ☐   )    Disabled Veteran 
Either (1) a veteran of the U.S. military, ground, naval or air service who is entitled to compensation (or who but for the 
receipt of military retired pay would be entitled to compensation) under laws administrated by the Secretary of Veterans 
Affairs, or (2) a person who was discharged or released from active duty because of a service-connected disability. 
 

(  ☐   )    Recently Separated Veteran 
Any veteran during the three year period beginning on the date of such veteran’s discharge or release from active duty in 
the U.S. military, ground, naval or air service.  
                                                                             Discharge Date (mm/dd/yyyy) : ______/______/______ 
 
(   ☐  )  Armed Forces Service Medal Veteran 
Any veteran who, while serving on active duty in the U.S. military, ground, naval or air service, participated in a United 
States military operation for which an Armed Forces Service Medal was awarded pursuant to Executive Order 12985. (For 
the current list of military operations for which an Armed Forces Service Medal was awarded, visit 
http://www.opm.gov/staffingportal/vgmedal2.asp - Appendix A. 
 

(  ☐   )   Active Duty Wartime or Campaign Badge Veteran 
A veteran who served on active duty in the U.S. military, ground, naval or air service during a war or in a campaign or 
expedition for which a campaign badge has been authorized under the laws administered by the Department of Defense. 
(For the current list of campaigns and expeditions for which a campaign badge was authorized, visit 
http://www.opm.gov/staffingportal/vgmedal2.asp - Appendix A. 

 
 

WRITTEN AFFIRMATIVE ACTION COMPLIANCE PROGRAM 
The Contractor certifies that if it has 50 or more employees and if it anticipates sales to us in connection with government contracts of $50.000 or more, it 
will develop a written affirmative action compliance program for each of its establishments consistent with the rules and regulations published by the 
Department of Labor in 41 Code of Federal Regulations (hereinafter referred to as “C.F.R.”) 60-2. 
 
EE0-1 REPORT 
The Contractor certifies that if it has 50 or more employees and if it anticipates sales to us in connection with Government contracts of 
$50,000 or more, it will file Standard Form 100 entitled: “Equal Employment Opportunity Employer Information Report EEO-1” as required by 
41 C.F.R. Section 60-1.7. 
 
EMPLOYMENT OF THE DISABLED 
Pursuant to Section 503 of the Rehabilitation Act of 1973, and under 41 C.F.R. 60-741, the affirmative action clause set forth in section 741.4 of the 
regulations is considered to be included in every federal contractor subcontract exceeding $10,000. 
 
Therefore, unless exempt, the Contractor certifies that it will take affirmative action to employ and advance in employment any qualified disabled 
individual, defined as “Any individual who has a physical or mental disability which for such individual constitutes or results in a substantial disability to 
employment.” 
 
The Equal Opportunity Clause may be put into subcontracts by reference, but only by citing the Equal Opportunity Clause in the regulations and 
including the following sentences in bold text: This contractor and subcontractor shall abide by the requirements of 41 CFR 60-741.5(a). 
This regulation prohibits discrimination against qualified individuals on the basis of disability, and requires affirmative action by covered prime 
contractors and subcontractors to employ and advance in employment qualified individuals with disabilities. 
 
The Contractor further certifies that it will obtain identical certifications from proposed subcontractors prior to the award of subcontracts exceeding $2,500 
covering the procurement of personal property and non-personal services (including construction). 
 
 
EMPLOYMENT OF PROTECTED VETERANS 
41 C.F.R. 60-300 contains a clause required in every Federal invitation to bid or contract for $100,000 or more for the procurement of personal property 
and non-personal services (including construction), and every subcontract entered into in carrying out such contract, The clause which is included herein 
by reference (and which should be referred to in its entirety), requires among other things, that all suitable employment openings of the Contractor which 
exist at the time of the execution of the contract and those which occur during the performance of the contract, including those not generated by the 
contract and those occurring at an establishment of the Contractor other than the one wherein the contract is being performed but excluding those of 
independently operated corporate affiliates, shall be offered for listing at an appropriate local office of the State employment service system wherein the 
opening occurs and to provide such reports to such local office regarding employment openings and hires as may be required. The Contractor agrees to 
and certifies that it is in compliance with the above provision and that it will place it in any subcontract of $100,000 or more directly under this contract. 
Further, if required, the Contractor will annually file a VETS-4212 Report. 
 
 

   

http://www.opm.gov/staffingportal/vgmedal2.asp
http://www.opm.gov/staffingportal/vgmedal2.asp
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 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Form I-9  07/17/17  N   Page 1 of 3

►START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Employers are liable for errors in the completion of this form.

ANTI-DISCRIMINATION NOTICE: It is illegal to discriminate against work-authorized individuals. Employers CANNOT specify which 
document(s) an employee may present to establish employment authorization and identity. The refusal to hire or continue to employ 
an individual because the documentation presented has a future expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)
Last Name (Family Name) First Name (Given Name) Middle Initial Other Last Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State ZIP Code

Date of Birth (mm/dd/yyyy) U.S. Social Security Number

- -

 Employee's E-mail Address Employee's Telephone Number

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in 
connection with the completion of this form.
I attest, under penalty of perjury, that I am (check one of the following boxes):

1. A citizen of the United States

2. A noncitizen national of the United States (See instructions)

3. A lawful permanent resident

4. An alien authorized to work    until 
(See instructions)

(expiration date, if applicable, mm/dd/yyyy):

(Alien Registration Number/USCIS Number):

Some aliens may write "N/A" in the expiration date field.

Aliens authorized to work must provide only one of the following document numbers to complete Form I-9:  
An Alien Registration Number/USCIS Number OR Form I-94 Admission Number OR Foreign Passport Number.

1. Alien Registration Number/USCIS Number:

2. Form I-94 Admission Number:

3. Foreign Passport Number:

Country of Issuance:

OR

OR

QR Code - Section 1   
Do Not Write In This Space

Signature of Employee Today's Date (mm/dd/yyyy)

Preparer and/or Translator Certification (check one):   
      I did not use a preparer or translator.  A preparer(s) and/or translator(s) assisted the employee in completing Section 1.
(Fields below must be completed and signed when preparers and/or translators assist an employee in completing Section 1.)
I attest, under penalty of perjury, that I have assisted in the completion of Section 1 of this form and that to the best of my 
knowledge the information is true and correct.
Signature of Preparer or Translator Today's Date (mm/dd/yyyy)

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State ZIP Code

Employer Completes Next Page



Form I-9  07/17/17  N   Page 2 of 3

USCIS  
Form I-9 

OMB No. 1615-0047 
Expires 08/31/2019

 Employment Eligibility Verification 
Department of Homeland Security  

U.S. Citizenship and Immigration Services 

Section 2. Employer or Authorized Representative Review and Verification 
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You 
must physically examine one document from List A OR a combination of one document from List B and one document from List C as listed on the "Lists 
of Acceptable Documents.")

Last Name (Family Name) M.I.First Name (Given Name)
Employee Info from Section 1

Citizenship/Immigration Status

List A
Identity and Employment Authorization Identity Employment Authorization

OR List B AND List C

Additional Information QR Code - Sections 2 & 3 
Do Not Write In This Space

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Document Title

Issuing Authority

Document Number

Expiration Date (if any)(mm/dd/yyyy)

Certification: I attest, under penalty of perjury, that (1) I have examined the document(s) presented by the above-named employee, 
(2) the above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States. 
The employee's first day of employment (mm/dd/yyyy):  (See instructions for exemptions)

Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Last Name of Employer or Authorized Representative First Name of Employer or Authorized Representative Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) City or Town State ZIP Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable)
Last Name (Family Name) First Name (Given Name) Middle Initial

B. Date of Rehire (if applicable)
Date (mm/dd/yyyy)

Document Title Document Number Expiration Date (if any) (mm/dd/yyyy)

C. If the employee's previous grant of employment authorization has expired, provide the information for the document or receipt that establishes
continuing employment authorization in the space provided below.

I attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if 
the employee presented document(s), the document(s) I have examined appear to be genuine and to relate to the individual. 
Signature of Employer or Authorized Representative Today's Date (mm/dd/yyyy) Name of Employer or Authorized Representative

23508



LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A  
or a combination of one selection from List B and one selection from List C.

LIST A

2. Permanent Resident Card or Alien
Registration Receipt Card (Form I-551)

1. U.S. Passport or U.S. Passport Card

3. Foreign passport that contains a
temporary I-551 stamp or temporary
I-551 printed notation on a machine-
readable immigrant visa

4. Employment Authorization Document
that contains a photograph (Form
I-766)

5. For a nonimmigrant alien authorized
to work for a specific employer
because of his or her status:

Documents that Establish 
Both Identity and 

Employment Authorization

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
I-94 or Form I-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

b. Form I-94 or Form I-94A that has
the following:
(1) The same name as the passport;

and
(2) An endorsement of the alien's

nonimmigrant status as long as
that period of endorsement has
not yet expired and the
proposed employment is not in
conflict with any restrictions or
limitations identified on the form.

a. Foreign passport; and

For persons under age 18 who are 
unable to present a document 

listed above:   

1. Driver's license or ID card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye
color, and address

9. Driver's license issued by a Canadian
government authority

3. School ID card with a photograph

6. Military dependent's ID card

7. U.S. Coast Guard Merchant Mariner
Card

8. Native American tribal document

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

2. ID card issued by federal, state or local
government agencies or entities,
provided it contains a photograph or
information such as name, date of birth,
gender, height, eye color, and address

4. Voter's registration card

5. U.S. Military card or draft record

Documents that Establish  
Identity 

LIST B

OR AND

LIST C

7. Employment authorization
document issued by the
Department of Homeland Security

1. A Social Security Account Number
card, unless the card includes one of
the following restrictions:

2. Certification of report of birth issued
by the Department of State (Forms
DS-1350, FS-545, FS-240)

3. Original or certified copy of birth
certificate issued by a State,
county, municipal authority, or
territory of the United States
bearing an official seal

4. Native American tribal document

6. Identification Card for Use of
Resident Citizen in the United
States (Form I-179)

Documents that Establish  
Employment Authorization

5. U.S. Citizen ID Card (Form I-197)

(2) VALID FOR WORK ONLY WITH
INS AUTHORIZATION

(3) VALID FOR WORK ONLY WITH
DHS AUTHORIZATION

(1) NOT VALID FOR EMPLOYMENT

Page 3 of 3Form I-9  07/17/17  N 

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipts.



COMMONWEALTH OF VIRGINIA
DEPARTMENT OF TAXATION

PERSONAL EXEMPTION WORKSHEET
(See back for instructions)

1.  If  you wish to claim yourself, write “1” ..............................................................  _______________
2.  If you are married and your spouse is not claimed

	on	his	or	her	own	certificate,	write	“1” ...............................................................  _______________
3.  Write the number of dependents you will be allowed to claim

 on your income tax return (do not include your spouse) ...................................  _______________

4.  Subtotal Personal Exemptions (add lines 1 through 3) .....................................  _______________
5.  Exemptions for age

(a)  If you will be 65 or older on January 1, write “1” ..................................  _______________
(b)  If you claimed an exemption on line 2 and your spouse

 will be 65 or older on January 1, write “1” ............................................  _______________
6.  Exemptions for blindness

(a)  If you are legally blind, write “1” ...........................................................  _______________
(b)  If you claimed an exemption on line 2 and your

 spouse is legally blind, write “1” ...........................................................  _______________

7.  Subtotal exemptions for age and blindness (add lines 5 through 6) ................................................... ______________

8.  Total of Exemptions - add line 4 and line 7 ......................................................................................... ______________

Detach here and give the certificate to your employer. Keep the top portion for your records

FORM VA-4  EMPLOYEE’S VIRGINIA INCOME TAX WITHHOLDING EXEMPTION CERTIFICATE

COMPLETE THE APPLICABLE LINES BELOW
1.  If subject to withholding, enter the number of exemptions claimed on:

(a)  Subtotal of Personal Exemptions - line 4 of the
 Personal Exemption Worksheet ...........................................................................................

(b)  Subtotal of Exemptions for Age and Blindness
 line 7 of the Personal Exemption Worksheet .......................................................................

(c)  Total Exemptions - line 8 of the Personal Exemption Worksheet.........................................

2.  Enter the amount of additional withholding requested (see instructions) .......................................... .
3.  I certify that I am not subject to Virginia withholding. l meet the conditions

 set forth in the instructions  ................................................................................. (check here) 
4.  I certify that I am not subject to Virginia withholding. l meet the conditions set forth

 Under the Service member Civil Relief Act, as amended by the Military Spouses
 Residency Relief Act  .......................................................................................... (check here) 

Signature           Date
EMPLOYER:	Keep	exemption	certificates	with	your	records.	If	you	believe	the	employee	has	claimed	too	many	exemptions,	notify	the	Department	of	
Taxation, P.O. Box 1115, Richmond, Virginia 23218-1115, telephone (804) 367-8037. Note: Employers may establish a system to electronically receive 
Forms	VA-4	from	employees,	provided	the	system	meets	Internal	Revenue	Service	requirements	as	specified	in	§	31.3402(f)(5)-1(c)	of	the	Treasury	
Regulations (26 CFR).

FORM VA-4

Your Social Security Number Name

Street Address

City State Zip Code

26
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Form W-4 (2019)
Future developments. For the latest 
information about any future developments 
related to Form W-4, such as legislation 
enacted after it was published, go to 
www.irs.gov/FormW4.
Purpose. Complete Form W-4 so that your 
employer can withhold the correct federal 
income tax from your pay. Consider 
completing a new Form W-4 each year and 
when your personal or financial situation 
changes.
Exemption from withholding. You may 
claim exemption from withholding for 2019 
if both of the following apply.
• For 2018 you had a right to a refund of all 
federal income tax withheld because you 
had no tax liability, and
• For 2019 you expect a refund of all 
federal income tax withheld because you 
expect to have no tax liability.
If you’re exempt, complete only lines 1, 2, 
3, 4, and 7 and sign the form to validate it. 
Your exemption for 2019 expires February 
17, 2020. See Pub. 505, Tax Withholding 
and Estimated Tax, to learn more about 
whether you qualify for exemption from 
withholding.

General Instructions
If you aren’t exempt, follow the rest of 
these instructions to determine the number 
of withholding allowances you should claim 
for withholding for 2019 and any additional 
amount of tax to have withheld. For regular 
wages, withholding must be based on 
allowances you claimed and may not be a 
flat amount or percentage of wages.

You can also use the calculator at 
www.irs.gov/W4App to determine your 
tax withholding more accurately. Consider

using this calculator if you have a more 
complicated tax situation, such as if you 
have a working spouse, more than one job, 
or a large amount of nonwage income not 
subject to withholding outside of your job. 
After your Form W-4 takes effect, you can 
also use this calculator to see how the 
amount of tax you’re having withheld 
compares to your projected total tax for 
2019. If you use the calculator, you don’t 
need to complete any of the worksheets for 
Form W-4.

Note that if you have too much tax 
withheld, you will receive a refund when you 
file your tax return. If you have too little tax 
withheld, you will owe tax when you file your 
tax return, and you might owe a penalty.
Filers with multiple jobs or working 
spouses. If you have more than one job at 
a time, or if you’re married filing jointly and 
your spouse is also working, read all of the 
instructions including the instructions for 
the Two-Earners/Multiple Jobs Worksheet 
before beginning. 
Nonwage income. If you have a large 
amount of nonwage income not subject to 
withholding, such as interest or dividends, 
consider making estimated tax payments 
using Form 1040-ES, Estimated Tax for 
Individuals. Otherwise, you might owe 
additional tax. Or, you can use the 
Deductions, Adjustments, and Additional 
Income Worksheet on page 3 or the 
calculator at www.irs.gov/W4App to make 
sure you have enough tax withheld from 
your paycheck. If you have pension or 
annuity income, see Pub. 505 or use the 
calculator at www.irs.gov/W4App to find 
out if you should adjust your withholding 
on Form W-4 or W-4P. 
Nonresident alien. If you’re a nonresident 
alien, see Notice 1392, Supplemental Form 
W-4 Instructions for Nonresident Aliens, 
before completing this form.

Specific Instructions
Personal Allowances Worksheet
Complete this worksheet on page 3 first to 
determine the number of withholding 
allowances to claim.
Line C. Head of household please note: 
Generally, you may claim head of household 
filing status on your tax return only if you’re 
unmarried and pay more than 50% of the 
costs of keeping up a home for yourself and 
a qualifying individual. See Pub. 501 for 
more information about filing status.

Line E. Child tax credit. When you file your 
tax return, you may be eligible to claim a 
child tax credit for each of your eligible 
children. To qualify, the child must be under 
age 17 as of December 31, must be your 
dependent who lives with you for more than 
half the year, and must have a valid social 
security number. To learn more about this 
credit, see Pub. 972, Child Tax Credit. To 
reduce the tax withheld from your pay by 
taking this credit into account, follow the 
instructions on line E of the worksheet. On 
the worksheet you will be asked about your 
total income. For this purpose, total income 
includes all of your wages and other 
income, including income earned by a 
spouse if you are filing a joint return.
Line F. Credit for other dependents. 
When you file your tax return, you may be 
eligible to claim a credit for other 
dependents for whom a child tax credit 
can’t be claimed, such as a qualifying child 
who doesn’t meet the age or social 
security number requirement for the child 
tax credit, or a qualifying relative. To learn 
more about this credit, see Pub. 972. To 
reduce the tax withheld from your pay by 
taking this credit into account, follow the 
instructions on line F of the worksheet. On 
the worksheet, you will be asked about 
your total income. For this purpose, total 

Separate here and give Form W-4 to your employer. Keep the worksheet(s) for your records.

Form  W-4
Department of the Treasury  
Internal Revenue Service 

Employee’s Withholding Allowance Certificate
▶ Whether you’re entitled to claim a certain number of allowances or exemption from withholding is 

subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS. 

OMB No. 1545-0074

2019
1       Your first name and middle initial Last name

Home address (number and street or rural route)

City or town, state, and ZIP code

2   Your social security number

3 Single Married Married, but withhold at higher Single rate.

Note: If married filing separately, check “Married, but withhold at higher Single rate.”

4 If your last name differs from that shown on your social security card, 

check here. You must call 800-772-1213 for a replacement card.     ▶

5 Total number of allowances you’re claiming (from the applicable worksheet on the following pages) . . . . 5
6 Additional amount, if any, you want withheld from each paycheck . . . . . . . . . . . . . . 6 $
7 I claim exemption from withholding for 2019, and I certify that I meet both of the following conditions for exemption.

• Last year I had a right to a refund of all federal income tax withheld because I had no tax liability, and
• This year I expect a refund of all federal income tax withheld because I expect to have no tax liability.
If you meet both conditions, write “Exempt” here . . . . . . . . . . . . . . . ▶ 7

Under penalties of perjury, I declare that I have examined this certificate and, to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature  
(This form is not valid unless you sign it.) ▶ Date ▶

8   Employer’s name and address (Employer: Complete boxes 8 and 10 if sending to IRS and complete 
boxes 8, 9, and 10 if sending to State Directory of New Hires.)

9   First date of 
employment

10   Employer identification 
number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 4. Cat. No. 10220Q Form W-4 (2019) 



CHILD SUPPORT AUTHORIZATION 

Virginia employers are required by law to notify the Child Support Enforcement Reporting Unit 

of the Virginia Employment Commission of the identities of all new employees, VA. Code 

Section 60.2-114.1.  If an employee is subject to an income withholding order, employers are 

required to make appropriate withholdings.  The following information will be reported to the 

Virginia Employment Commission and the Department of Social Services: 

Name: ________________________________________________________________________ 

Address: ______________________________________________________________________ 

City: _____________________________ State: _______________ Zip: ____________________ 

Social Security Number: __________-__________-__________ 

Are you subject to any income withholding order for child support? ________Yes   ________No 

If yes, please provide a copy of the order upon completion of this form. 

The employer is authorized to charge a service fee of $5.00 per remittance of child support 

payments. 

The above information shall be kept confidential by the Research Foundation except as required 

by law.  Falsification or material misrepresentation in providing the above information may 

subject an employee to a withdrawal of the offer of employment, or immediate termination. 

Signature below indicates that the employee has read the above and understands what information 

will be reported to the Virginia Employment Commission upon commencement of employment 

with the Research Foundation. 

______________________________________________ __________________________ 

Employee’s Signature         Date 



HANDBOOK ACKNOWLEDGEMENT 

I have been given access to Old Dominion University Research Foundation’s Employee 
Handbook and I understand that it is my responsibility to read and abide by these policies 
and practices, even if I do not agree with them. I further understand that policies may be 
updated, revised and posted on the internet at any time; therefore, I should routinely 
access the electronic Handbook to ensure I am aware of all updates and information. If I 
have questions about any policy or practice, I understand that I need to ask my supervisor 
or contact the ODU Research Foundation’s Human Resources Department for 
clarification. 

This handbook is not an employment contract. I understand that all employees are at-will 
employees. As such, you and Old Dominion University Research Foundation have the 
right to end the employment relationship at any time.  The handbook may be accessed on 
the ODU Research Foundation website at: 

http://www.researchfoundation.odu.edu/pdf/handbook.pdf 

_________________________________ _________________________________ 
Printed Name     Signature 

_________________________________ _______________ 
ODU E-mail     Date 

Original For Personnel File and Employee Provided a Copy 

http://www.researchfoundation.odu.edu/pdf/handbook.pdf


Payroll Authorization for Direct Deposit 
Employee Information: 

Name: UIN: Date: 

Address: City: State: Zip: 

Phone: E-mail:

I authorize the Research Foundation to initiate credit entries to my account(s) and depository(s) listed below. In the event a credit error is made to my 
account, I authorize the Research Foundation to correct errors after notification.

Depository Name:  Checking      Savings   

Address: $ Amount 
of Pay to Be 
Deposited: 

$ 

City: State: Zip: 

Depository Routing Number: Account Number: 

Depository Name:  Checking      Savings   

Address: $ Amount 
of Pay to Be 
Deposited: 

$ 

City: State: Zip: 

Depository Routing Number: Account Number: 

Depository Name:  Checking      Savings   

Address: $ Amount 
of Pay to Be 
Deposited: 

$ 

City: State: Zip: 

Depository Routing Number: Account Number: 

This authorization will remain in effect until the Research Foundation has received written notification of its termination. 
New account information will be processed on the next pay cycle.  

Employee Signature: Date: 

Depository Information: NOTE: VERIFICATION OF THE ROUTING AND ACCOUNT NUMBER MUST BE ATTACHED. THIS MAY 
INCLUDE A VOIDED CHECK OR FINANCIAL INSTITUTION STATEMENT. INITIAL DEPOSIT WILL TAKE PLACE ON 2ND CHECK. 
(1ST CHECK WILL PROVIDE TESTING/VERIFICATION OF ACCOUNT INFORMATION AND WILL NOT BE DIRECT DEPOSIT 



 
 

If you are enrolling your spouse or your children, read this first! 

The following situations require that you provide additional information or documentation so that 
your spouse, or  y our children up t o ag e 2 6 c an be enr olled i n y our heal th pl an. Without t his 
information your enrollment and I.D. cards may be delayed.  

Children over age 26 with a mental or physical disability will continue to be eligible for coverage. 
You will need to include a written statement from the child’s physician with this application.  Call 
member services for additional information.  

Please make sure to include birth dates and Social Security numbers for each person who will 
be covered under the Plan.  

Children under age 26 whose coverage ended, or who were denied coverage (or were not 
eligible for coverage), because the availability of dependent coverage of children ended before 
attainment of age 26 are eligible to enroll in your Optima Health group plan.  You may request 
enrollment for such children for 30 days from your group effective date.  Enrollment will be 
effective on the first day of your Optima Health group coverage.  For more information contact 
Optima Health member services.   

Lifetime limits on the dollar value of benefits under Optima Health no longer apply.  Individuals 
whose coverage ended by reason of reaching a lifetime limit under the Plan will have an 
opportunity to enroll in the Plan.  Individuals have 30 days from your group effective date to 
request enrollment.  For individuals who enroll under this opportunity, coverage will take effect 
not later than the first day of the Plan coverage effective date. For more information contact 
Optima Health member services. 

Optima Health Plan 
Optima Vantage 

Enrollment Application 
4417 Corporation Lane 
Virginia Beach, VA 23462 
(757) 552-7401 

TIPS FOR COMPLETING YOUR ENROLLMENT APPLICATION 

Continuation Of Coverage For Children With A Disability: 

Check your application carefully to be sure all birthdays and Social Security numbers are 
correct. 

Notice of Special Enrollment Opportunity for Children under Age 26. 

Notice of Lifetime Limits and Opportunity to Enroll 

OHPVant15



Optima Health Plan 
4417 Corporation Lane 

Virginia Beach, VA 23462 
(757) 552-7401 (877) 552-7401 

Coordination of Benefits Information Page 
* Please retain a copy of this coordination of benefits page for your records.

Applicant’s Name: Soc. Sec. #: 

Date of Birth: NOTE: Complete section 1 and section 3 if you have additional 
commercial insurance. 
Complete section 2 and section 3 if you have Medicare. 

SECTION 1 (Commercial Insurance) 

Name of other Insurance Company: 

Address:  

Phone Number: 

Policy Number: Effective Date: 

Employer: 

Group Number: 

Policyholder’s Name: 

Birthdate: 

List family members covered by this insurance: 

SECTION 2 (Medicare Information) 

Applicant:  Claim#: 

Hospital Insurance (Part A) Effective Date: 

Hospital Insurance (Part B) Effective Date: 

Are you retired:  Yes     □ No    □ Retirement date: 

Spouse:  Claim#: 

Hospital Insurance (Part A) Effective Date: 

Hospital Insurance (Part B) Effective Date: 

Are you retired:  Yes     □ No    □ Retirement date: 

SECTION 3 

I hereby certify that except as reported above, no service or payments are provided or are recoverable through any 
other group insurance or service plan. 

Signature of Applicant: Date: 

OHPVant15



Optima Health Plan 
Optima Vantage 

Enrollment Application 

IMPORTANT:  Incomplete information will delay enrollment.  Please use a ball point pen, press firmly and print 
clearly. 

         To be completed by employer Group No.  Sub Group No. 
   (For Office Use Only)         (For Office Use Only) 

NEW Open 
Enrollment 

Request for Individual 
Conversion 

C.O.B.R.A. PCP or Address Change 

Cancel All Add Dependent/Spouse Cancel Dependent/Spouse Reinstatement 

Employer 
Name: 

Effective/Expiration 
Date of Coverage: 

Employee’s 
Social Security 
No. 

Hire 
Date: 

          TO BE COMPLETED BY EMPLOYEE- (PLEASE PRINT LEGAL NAME) 

Last Name: First Name: Middle Init. 

Address:  Primary Language: 

City/State/Zip: 

Home Phone: (  ) Work Phone: (  ) 

  Additional Coverage- 
REQUIRED INFORMATION TO BE COMPLETED BY EMPLOYEE FOR ALL PERSONS LISTED BELOW.   

Will any of the persons listed below have any other medical health insurance in addition to Optima Health Plan, when this coverage takes 
effect?        Yes             No        

If Yes, please complete Sections 1, 2, and 3 on the Coordination of Benefits form attached. 

  Communication- 
Please select the method in which you would prefer to receive communications from Optima Health. 

Print Electronic 

EOBs: Explanation of Benefits Email Address: (Required) 

SBC: Summary of Benefits & Coverage 

Other Communications: Newsletters etc. 

Section 7
  

Section 6
  

FOR PLAN USE ONLY

Section 4

Section 5

Subscriber #: 
Date: 

OHPVant15



  Please list below all persons to be covered by the enrollment application.  Choose a primary care physician by 
consulting the online provider directory or you may call member services.  You may choose a different primary care physician for each 
member of your family.  Although referrals to see specialists are not required, we will need your choice of both a primary care physician and 
location in order to process this application. 

Social Security 
No. Last Name First Name, MI Date of Birth 

MO/DAY/YR 
M/
F 

Primary Care 
Physician & ID # 

Current 
Patient 

SELF DR. 

SPOUSE DR. 

CHILD DR. 

CHILD DR. 

CHILD DR. 

CHILD DR. 

IF ADDING TO POLICY, DATE OF QUALIFYING EVENT (BIRTH, MARRIAGE) 

 Authorization- 
I  am applying for Optima Health Plan (OHP)coverage for myself and the family members listed, and agree that once issued I and my family 
members will abide by the provisions of coverage in the Group Agreement and Evidence of Coverage under which we will be enrolled. 
I understand that misrepresentation in answering questions on this application, or non-payment of premiums may result in cancellation of 
coverage. I understand that this application serves as a contract between myself and OHP, and that all monies will be returned if the 
application is not accepted. 
I authorize any physician, hospital, pharmacy, or other provider of health services or supplies, to disclose to OHP medical and other 
information related to eligibility for coverage or a claim for benefits relating to the individuals specified on this application.  I also give OHP 
the right to receive from, and release information to, other insurance companies needed to administer coordination of benefits (COB) 
provisions under the Group Agreement.   
I understand that OHP upon receiving information can use it to evaluate eligibility for coverage, a claim for benefits, a request for change in 
policy benefits, or administer COB.  This Authorization shall not extend to the disclosure of a provider’s notes taken during psychotherapy 
sessions that are maintained separately from the rest of the provider’s medical record. 
Any information received by OHP pursuant to this application is subject to restrictions on disclosure to others as set forth under state and 
Federal laws. I understand that there is a possibility of redisclosure of any information disclosed pursuant to this Authorization and that 
information, once disclosed, may not longer be protected by federal rules governing privacy and confidentiality. 
I understand and agree that no benefits shall take effect until this application is approved by OHP and an Optima Health ID card with an 
effective date of coverage has been issued.   
I understand that it is my responsibility to report and verify to OHP any change in the eligibility of myself or my covered family members. If 
requested, I agree to supply acceptable documentation. I also understand that I am obligated to pay applicable copayments, coinsurance or 
deductible at the time services are rendered. 
I certify that I have maintained a copy of this completed application for my records.  I understand that  this application shall become a part of 
the Group Agreement. I further understand that I or my authorized representative may receive a copy of this application upon request. I 
agree that a photographic copy of this authorization shall be as valid as the original.  
I understand that, for the purpose of collecting information in connection with this application, this authorization is valid for 30 months from 
the date of my signature; and for the purpose of collecting information in connection with a claim for benefits this authorization is valid for the 
term of coverage of the policy. 

Signature of Applicant Date 

Benefit Administrator Date 

Section 8
  

Section 9
  

OHPVant15
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Metropolitan Life Insurance Company, New York, NY 

ENROLLMENT • CHANGE FORM 

GROUP CUSTOMER INFORMATION  (To be Completed by the Recordkeeper) 

Name of Group Customer/Employer 

 O l d  D o m i n i o n  U n i v .  R e s e a r c h  F o u n d a t i o n     

Group Customer # 

  1 0 4 9 9 4     

Report # 

  1 0 4 9 9 4     

Sub Code 

      

Branch 

      

Date of Hire (MM/DD/YYYY) 

      

Coverage Effective Date (MM/DD/YYYY) 

      

Original COBRA Effective Date if applicable (MM/DD/YYYY) 

      

COBRA Termination Date if applicable (MM/DD/YYYY) 

      

 

YOUR ENROLLMENT INFORMATION  (To be Completed by the Employee) 

Name (First, Middle, Last) 

      

Social Security # 

       –          –         

 Male 

 Female 

Address (Street, City, State, Zip Code) 

      

Date of Birth (MM/DD/YYYY) 

      

Phone # 

      

Email Address 

      

 New Enrollment      Change in Enrollment 

If due to a Qualifying Event, enter event date (MM/DD/YYYY)        

I have read my enrollment materials and I request coverage for the benefits for which I am or may become eligible. I understand that 
contributions are required for the benefits I select below. 

Dental Insurance 

Select your level of coverage 
  Employee Only  Employee + Spouse 
  Employee + Child(ren)  Employee + Spouse + Child(ren) 

Dependent Information 

If you are applying for coverage for your Spouse and/or Child(ren), please provide the information requested below: 

Name of your Spouse (First, Middle, Last)  Date of Birth (MM/DD/YYYY) 

               Male    Female 

Name(s) of your Child(ren) (First, Middle, Last)  Date of Birth (MM/DD/YYYY) 

               Male    Female 

               Male    Female 

               Male    Female 

               Male    Female 

 Check here if you need more lines.  

 PR
OOF
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FRAUD WARNINGS 

Before signing this enrollment form, please read the warning for the state where you reside and for the state where the insurance policy under which you are 
applying for coverage was issued. 
Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island and West Virginia:  Any person who knowingly presents 
a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may 
be subject to fines and confinement in prison. 
Colorado:  It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of 
an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of 
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to 
the Colorado Division of Insurance within the Department of Regulatory Agencies. 
Florida:  A person who knowingly and with intent to injure, defraud or deceive any insurance company files a statement of claim or an application containing 
false, incomplete or misleading information is guilty of a felony of the third degree. 
Kentucky:  Any person who knowingly and with intent to defraud any insurance company or other person files an application containing any materially false 
information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime. 
Maine, Tennessee, Virginia and Washington:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for 
the purposes of defrauding the company.  Penalties may include imprisonment, fines or a denial of insurance benefits. 
Maryland:  Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.   
New Jersey:  Any person who files an application containing any false or misleading information is subject to criminal and civil penalties. 
New York: [only applies to Accident and Health Benefits (AD&D/Disability/Dental)]:  Any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of 
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to civil penalty 
not to exceed five thousand dollars and the stated value of the claim for each violation. 
Oklahoma:  WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an 
insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
Oregon and Vermont:  Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject 
to penalties under state law. 
Puerto Rico:  Any person who knowingly and with the intention to defraud includes false information in an application for insurance or files, assists or abets 
in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and 
if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or 
imprisoned for a fixed term of three (3) years, or both.  If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) 
years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years. 
Pennsylvania and all other states:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
GEF09-1 
FW 

DECLARATIONS AND SIGNATURE 

By signing below, I acknowledge: 
1. I have read this enrollment form and declare that all information I have given is true and complete to the best of my knowledge and belief.  
2. I declare that I am actively at work on the date I am enrolling. 
3. I understand that if I do not enroll for dental coverage during the initial enrollment period, a waiting period may be required before I can enroll for such 

coverage after the initial enrollment period has expired. 
4. I authorize my employer to deduct the required contributions from my earnings for my coverage. This authorization applies to such coverage until I rescind 

it in writing.  
5. I have read the applicable Fraud Warning(s) provided in this enrollment form. 

 

 

                
Signature of Employee  Print Name  Date Signed (MM/DD/YYYY) 

 

Sign 
Here 
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 SUBMISSION INSTRUCTIONS 
 After completion, make a copy for your records and return the original to your Employer. 
  Old Dominion University Research Foundation 
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Metropolitan Life Insurance Company, New York, NY 

ENROLLMENT • CHANGE FORM 

GROUP CUSTOMER INFORMATION  (To be Completed by the Recordkeeper) 

Name of Group Customer/Employer 

Old Dominion University Research Foundation 

Group Customer # 

104994 

Report # 

104994 

Sub Code 

      

Branch 

      

Date of Hire (MM/DD/YYYY) 

      

Coverage Effective Date (MM/DD/YYYY) 

      

 

YOUR ENROLLMENT INFORMATION  (To be Completed by the Employee) 

Name (First, Middle, Last) 

      

Social Security # 

       –          –         

 Male 

 Female 

Address (Street, City, State, Zip Code) 

      

Date of Birth (MM/DD/YYYY) 

      

Phone # 

      

Email Address 

      

 New Enrollment      Change in Enrollment 

If due to a Qualifying Event, enter date (MM/DD/YYYY)        

I have read my enrollment materials and I request coverage for the benefits for which I am or may become eligible.  I understand that no 
contributions are required for Basic Life, Basic AD&D, and the Long Term Benefits. I understand that contributions are required for the benefits 
I select below. 
►If you are enrolling during the initial enrollment period, you must complete a Statement of Health form: 

• If you are enrolling for Supplemental/Optional Life Insurance and requesting more than $140,000  
• If you are enrolling for Dependent Spouse Life Insurance and requesting more than $25,000 

► If you are enrolling after the initial enrollment period, you must also complete a Statement of Health form for all amounts you are requesting. 

Term Life Insurance 

 Basic Life 1 

 Supplemental/Optional Life 1 

 Enter a multiple of $10,000 up to a maximum of the lesser of 5x your Basic Annual Earnings or $500,000. $         

 Dependent Spouse Life 1,2 

 Enter a multiple of $5,000 up to a maximum of $250,000. $         

 Dependent Child Life 2 

Accidental Death & Dismemberment (AD&D) Insurance 

 Basic AD&D    

 Voluntary AD&D 
First select your option 
  Employee only 
  Employee + Dependents 
Then select your level of coverage 
 Enter a multiple of $10,000 up to a maximum of the lesser of 10x your Basic Annual Earnings or $500,000. $        

Disability Income Insurance 

 Long Term Benefits 
1 Life Insurance may include an Accelerated Benefits Option under which a terminally ill insured can accelerate a portion of his or her life insurance amount. 

An interest and expense charge may be deducted from the accelerated payment.  Receipt of accelerated benefits may affect eligibility for public assistance. 
2 Amounts will be subject to state limits, if applicable. 
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Dependent Information 

If you are applying for coverage for your Spouse and/or Child(ren), please provide the information requested below: 
Name of your Spouse (First, Middle, Last)  Date of Birth (MM/DD/YYYY) 

               Male    Female 
Name(s) of your Child(ren) (First, Middle, Last)  Date of Birth (MM/DD/YYYY) 

               Male    Female 

               Male    Female 

               Male    Female 

               Male    Female 

 Check here if you need more lines.  Provide the additional information on a separate piece of paper and return it with your enrollment form. 

GEF02-1 
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FRAUD WARNINGS 

Before signing this enrollment form, please read the warning for the state where you reside and for the state where the insurance policy under which you are 
applying for coverage was issued. 

Arkansas, District of Columbia, Louisiana, Massachusetts, New Mexico, Ohio, Rhode Island and West Virginia:  Any person who knowingly presents 
a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may 
be subject to fines and confinement in prison. 
Colorado:  It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or 
attempting to defraud the company.  Penalties may include imprisonment, fines, denial of insurance and civil damages.  Any insurance company or agent of 
an insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of 
defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to 
the Colorado Division of Insurance within the Department of Regulatory Agencies.  

Florida:  A person who knowingly and with intent to injure, defraud or deceive any insurance company files a statement of claim or an application containing 
false, incomplete or misleading information is guilty of a felony of the third degree. 

Kentucky:  Any person who knowingly and with intent to defraud any insurance company or other person files an application containing any materially false 
information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime. 

Maine, Tennessee, Virginia and Washington:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for 
the purposes of defrauding the company.  Penalties may include imprisonment, fines or a denial of insurance benefits. 

Maryland:  Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly and willfully 
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.   

New Jersey:  Any person who files an application containing any false or misleading information is subject to criminal and civil penalties. 

New York: [only applies to Accident and Health Benefits (AD&D/Disability/Dental)]:  Any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of 
misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to civil penalty 
not to exceed five thousand dollars and the stated value of the claim for each violation. 

Oklahoma:  WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an 
insurance policy containing any false, incomplete or misleading information is guilty of a felony. 

Oregon and Vermont:  Any person who knowingly presents a false statement in an application for insurance may be guilty of a criminal offense and subject 
to penalties under state law. 

Puerto Rico:  Any person who knowingly and with the intention to defraud includes false information in an application for insurance or files, assists or abets 
in the filing of a fraudulent claim to obtain payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a felony and 
if found guilty shall be punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or 
imprisoned for a fixed term of three (3) years, or both.  If aggravating circumstances exist, the fixed jail term may be increased to a maximum of five (5) 
years; and if mitigating circumstances are present, the jail term may be reduced to a minimum of two (2) years. 

Pennsylvania and all other states:  Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties. 
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BENEFICIARY DESIGNATION FOR EMPLOYEE INSURANCE 

Note: Dependent insurance is payable to the Employee. 
If you have previously designated a beneficiary under this Group Customer’s plan, such beneficiary designation will remain in effect. Any MetLife payment 
upon your death will be paid in accordance with the records of the recordkeeper for such insurance unless you designate a beneficiary below. 
I designate the following person(s) as primary beneficiary(ies) for any MetLife payment  upon my death. 
I understand I have the right to change this designation at any time. 

Primary Beneficiary Full Name 
(Last, First, Middle Initial) 

Relationship Date of Birth 
(MM/DD/YYYY) 

Address (Street, City, State, Zip Code) Share % 

                              

                              

                              

Unless otherwise indicated, payment will be made in equal shares to your surviving Primary Beneficiary(ies). TOTAL: 100% 

If all of the Primary Beneficiary(ies) die before me, I designate as Contingent Beneficiary(ies): 
Contingent Beneficiary Full Name 

(Last, First, Middle Initial) Relationship 
Date of Birth 

(MM/DD/YYYY) Address (Street, City, State, Zip Code) Share % 

                              

                              

                              

Unless otherwise indicated, payment will be made in equal shares to your surviving Contingent Beneficiary(ies). TOTAL: 100% 
 
 

DECLARATIONS AND SIGNATURE 

By signing below, I acknowledge: 
1. I have read this enrollment form and declare that all information I have given, including any health information, is true and complete to the best of my 

knowledge and belief. I understand that this information will be used by MetLife to determine my insurability.  
2. I declare that I am actively at work on the date I am enrolling and, if I am enrolling for any contributory life insurance, that I was actively at work for at least 

20 hours during the 7 calendar days preceding my date of enrollment.  I understand that if I am not actively at work on the scheduled effective date of 
insurance, such insurance will not take effect until I return to active work. 

3. I understand that, on the date dependent insurance for a person is scheduled to take effect, the dependent must not be confined at home under a 
physician’s care, receiving or applying for disability benefits from any source, or Hospitalized.  If the dependent does not meet this requirement on such 
date, the insurance will take effect on the date the dependent is no longer confined, receiving or applying for disability benefits from any source, or 
Hospitalized. 

4. I understand that if I do not enroll for life or disability coverage during the initial enrollment period, or if I do not enroll for the maximum amount of coverage 
for which I am eligible, evidence of insurability satisfactory to MetLife may be required to enroll for or increase such coverage after the initial enrollment 
period has expired.  Coverage will not take effect, or it will be limited, until notice is received that MetLife has approved the coverage or increase.  

5. I authorize my employer to deduct the required contributions from my earnings for my coverage. This authorization applies to such coverage until I rescind 
it in writing.  

6. I have read the Beneficiary Designation section provided in this enrollment form and I have made a designation if I so choose.  
7. I have read the applicable Fraud Warning(s) provided in this enrollment form. 

 

 

                
Signature of Employee  Print Name  Date Signed (MM/DD/YYYY) 

 

Sign 
Here 



 
P.O. Box 6369     4111 Monarch Way, Suite 204     Norfolk, VA 23508     757-683-4293 

 
 

VISION SERVICE PLAN 
 

 ENROLLMENT- CHANGE FORM – Vision Care 
 
 

Name of Employer: Old Dominion University Research Foundation 
 
Employee Name: _______________________________  UIN: _________________ 
              Print Last name, first name, middle initial 
 
☐      Employee Only Coverage          ☐      Waive Employee coverage 
☐      CHANGE coverage   ☐      Waive Dependent Coverage 
 
DEPENDENT coverage selected:  CHANGE coverage selected:   
      ☐      ADD coverage   ☐    DROP coverage 
☐      Employee plus one dependent  ☐      Employee     
☐      Employee plus children   ☐      Dependent Spouse  
☐      Employee plus family   ☐      Dependent Child(ren) 
    
 
_________________________________  ________ /  ________ /  ________ 
1. Spouse Dependent Name (print: Last, First)         Dependent Date of Birth 
 
_________________________________   ________ /  ________ /  ________ 
2. Child Dependent Name (print: Last, First)         Dependent Date of Birth 
   
_________________________________   ________ /  ________ /  ________ 
3. Child Dependent Name (print: Last, First)        Dependent Date of Birth 
 
_________________________________   ________ /  ________ /  ________ 
4. Child Dependent Name (print: Last, First)        Dependent Date of Birth 
 
 
 
___________________________  __________________ 
Employee Signature     Date 
 
___________________________  __________________ 
Effective Date     Web Updated 
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Enrollment form
OLD DOMINION UNIVERSITY RESEARCH FOUNDATION TAX-SHELTERED

RETIREMENT PLAN
Contract/Plan ID Number: 615916

Principal Life Insurance Company
Des Moines, IA 50306-9394

CTD01321

07.02.2019  104820 Enrollment form - page 1 of 5

My personal information (please print with black ink)
Name Phone number Email address

            -              -
Last First MI Home Mobile

Address

Street City State Zip Country

Social Security number Date of birth Gender Marital status

              -          -              /          / Male Female Single Married

Expected retirement age Original date of employment NOTE: The email address you submit will

                /           /
be used for services provided by Principal
Financial Group®, unless otherwise elected.

If you were rehired, Date of termination Date of rehire
We will not provide your email to third parties.
For more information, see your privacy policy

complete these dates:
          /           /           /           /

at principal.com.

Rollover funds Yes! Help me roll over retirement savings from a previous employer's retirement plan.
Call Principal at 1-800-547-7754, Monday - Friday, 7a.m. - 9 p.m. CT.

Complete if you would
like to consolidate 

Please call or email me to discuss my options. My estimated rollover

retirement savings. balance is $ ________________.

 

Complete all 3 Steps   to enroll in the retirement savings plan, or to make changes to your contribution percentage. 

My contributionsA

Enroll me! (pick one)
I elect to contribute ______% (0% to 100%) or $_________ of my current and future pay per pay period.

I am already enrolled, but I want to change my contribution to _____% (0% to 100%) or $_________ of my current and future pay
per pay period.

I choose not to contribute to the retirement plan at this time.
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Enrollment form

Contract/Plan ID Number: 615916

My contributions
A Elective deferral contributions are limited to the lesser of the plan or IRS Limit for the current calendar year. 

My investment choices
Do Not Delete

Please elect One of the two choices by checking the box(es) and completing the applicable information for your choice.

(If you are already enrolled and want to make changes to how future contributions are directed, visit principal.com or call
1-800-547-7754.)

delete

Choice A: Quick Option — Principal LifeTime Funds

I elect a Quick Option — Principal LifeTime Funds  

I understand contributions will be directed to the plan’s Qualified Default Investment Alternative; one of the Principal LifeTime
Funds based on the plan’s normal retirement date.1 I have read the plan’s QDIA notice and enclosed investment information
related to this investment. I do not want to make another investment election at this time, and this will be treated as my
investment option direction.

Still need help? Log into your account at principal.com for more investment options available to you through your employers
retirement plan.

(Please refer to the Investment Option Summary for more information.)

> If you’ve completed this section, move ahead to  My signature!

1 Principal LifeTime Funds are available as another way to use an asset allocation strategy that may be right for you. There are other investment
options available under the retirement plan, and you should review them all. Reviewing all investment options can help you decide whether you
wish to design your own mix of investment options. Please note that your contribution will be directed to the plan’s QDIA - Principal LifeTime
Funds based on a particular target date or retirement date. If you would rather choose your own mix of investment options, you may do so by
completing the Build My Own Portfolio section of this form or visiting principal.com.

do not delete

Choice B: Build my own portfolio

I elect the following investment options (enter percentages below.)

(Please refer to the Investment Option Summary for more information.)

Elective
deferral      

Employer

do not delete

Short-Term Fixed Income
Fixed Income Guaranteed Option    ________%   ________%

do not delete

Fixed Income
BlackRock High Yield Bond K Fund    ________%   ________%
PIMCO Income Institutional Fund    ________%   ________%
Vanguard Inflation-Protected Securities Admiral Fund    ________%   ________%
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Enrollment form

Contract/Plan ID Number: 615916

My investment choices
Elective
deferral      

Employer

Vanguard Total Bond Market Index Admiral Fund    ________%   ________%
do not delete

Balanced/Asset Allocation
Principal LifeTime Strategic Income Inst Fund    ________%   ________%
Principal LifeTime 2010 Inst Fund    ________%   ________%
Principal LifeTime 2015 Inst Fund    ________%   ________%
Principal LifeTime 2020 Inst Fund    ________%   ________%
Principal LifeTime 2025 Inst Fund    ________%   ________%
Principal LifeTime 2030 Inst Fund    ________%   ________%
Principal LifeTime 2035 Inst Fund    ________%   ________%
Principal LifeTime 2040 Inst Fund    ________%   ________%
Principal LifeTime 2045 Inst Fund    ________%   ________%
Principal LifeTime 2050 Inst Fund    ________%   ________%
Principal LifeTime 2055 Inst Fund    ________%   ________%
Principal LifeTime 2060 Inst Fund    ________%   ________%
Principal LifeTime 2065 Inst Fund    ________%   ________%
SAM Balanced Inst Portfolio    ________%   ________%
SAM Conservative Balanced Inst Portfolio    ________%   ________%
SAM Conservative Growth Inst Portfolio    ________%   ________%
SAM Flexible Income Inst Portfolio    ________%   ________%
SAM Strategic Growth Inst Portfolio    ________%   ________%

do not delete

Large U.S. Equity
AQR Large Cap Defensive Style I Fund    ________%   ________%
MFS Value R6 Fund    ________%   ________%
LargeCap S&P 500 Index Inst Fund    ________%   ________%
Vanguard US Growth Admiral Fund    ________%   ________%

do not delete

Small/Mid U.S. Equity
MassMutual Select Mid Cap Growth R5 Fund    ________%   ________%
MidCap S&P 400 Index Inst Fund    ________%   ________%
SmallCap S&P 600 Index Inst Fund    ________%   ________%
Vanguard Mid-Cap Value Index Admiral Fund    ________%   ________%
Vanguard Real Estate Index Admiral Fund    ________%   ________%
Vanguard Small Cap Growth Index Admiral Fund    ________%   ________%
Vanguard Small Cap Value Index Admiral Fund    ________%   ________%

do not delete

International Equity
American Funds New Perspective R6 Fund    ________%   ________%
American Funds SMALLCAP World R6 Fund    ________%   ________%
DFA Emerging Markets Core Equity I Fund    ________%   ________%
Invesco Oppenheimer International Growth R6 Fund    ________%   ________%

Total of all lines: 100 % 100 %

           

Your investment election will be effective when it is received in the Corporate Center of Principal by the close of market. Forms received after the close
of market will be processed on the next open market date. If no investment election is received, or contributions are received prior to your investment
election, contributions will be directed according to the plan’s default investment alternative(s): Principal LifeTime Fund  based on your current age and
the plan's normal retirement date.

Please log in to principal.com for more details.

> If you’ve completed this section, move ahead to  My signature!
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Enrollment form

Contract/Plan ID Number: 615916

My signature 
Please sign, then give this completed form to your benefits representative.

This agreement applies to amounts earned until changed by me in writing. I understand my plan sponsor may reduce my contributions
only when required to meet certain plan limits. I will review all statements regularly and report any discrepancy to Principal
immediately.

Signature                                                                                                                                                                                     Date

x                  /             / 

Be sure you have completed all  3 steps 

Return your completed form to your benefits representative.
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Important information

07.02.2019  104820 Enrollment form - page 5 of 5

Enrollment form 
Contract/Plan ID Number: 615916

Insurance products and plan administrative services are provided through Principal Life Insurance Co., a member of the Principal Financial Group®,
Des Moines, IA 50392. Certain investment options and contract riders may not be available in all states or U.S. commonwealths.

The subject matter in this communication is educational only and provided with the understanding that Principal® is not rendering legal, accounting,
or tax advice. You should consult with appropriate counsel or other advisors on all matters pertaining to legal, tax, or accounting obligations and
requirements.

This enrollment form content is current as of the production date noted below. If there are any discrepancies between this information and the legal
plan document, the legal plan document will govern. If the production date is older than three months or has passed a quarter end, you should
contact your plan sponsor or log in to principal.com for current retirement plan and investment option information including a prospectus if
applicable. The member companies of the Principal Financial Group® prohibit the manipulation of this enrollment form content. If your plan
sponsor elects to provide this enrollment form electronically, Principal® is not responsible for any unauthorized changes.

A Sub-Advised Investment Options include Separate Accounts available through a group annuity contract with the Principal Life Insurance Company.
Insurance products and plan administrative services, if applicable, are provided by Principal Life Insurance Company a member of the Principal
Financial Group, Des Moines, IA 50392. See the fact sheet for the full name of the Separate Account. Certain investment options may not be
available in all states or U.S. commonwealths. Principal Life Insurance Company reserves the right to defer payments or transfers from Principal Life
Separate Accounts as described in the group annuity contracts providing access to the Separate Accounts or as required by applicable law. Such
deferment will be based on factors that may include situations such as: unstable or disorderly financial markets; investment conditions which do not
allow for orderly investment transactions; or investment, liquidity, and other risks inherent in real estate (such as those associated with general and
local economic conditions). If you elect to allocate funds to a Separate Account, you may not be able to immediately withdraw them.

1 Principal LifeTime portfolios are available as another way to use an asset allocation strategy that may be right for you. There are other investment
options available under the retirement plan, and you should review them all. Reviewing all investment options can help you decide whether you wish
to design your own mix of investment options. Please note that your contribution will be directed to the Principal LifeTime portfolio based on a
particular target date or retirement date. If you would rather choose your own mix of investment options, you may do so by completing the Build My
Own Portfolio section of this form or visiting principal.com.

© 2018 Principal Financial Services, Inc.

Your plan sponsor has chosen to make available to you all of the investment options listed on this enrollment form.

Information in this enrollment form should not be construed as investment advice.

PG4711-14 | 10/2018 | 617922-102018



You may designate your beneficiary either online at principal.com or by completing the below form. 

Follow these steps to name your beneficiary(ies): 1) Complete the Personal Information section. 2) 
Select one of the beneficiary choices (Choice A, Choice B or Choice C). See Page 3 for more detailed 
instructions and examples. 3) Name your beneficiary(ies) on Page 2. 4) Sign the form at the bottom of 
Page 2. 5) Return the beneficiary form to the Principal Financial Group by fax: 866.704.3481, or by mail: 
Principal Financial Group, P.O. Box 9394, Des Moines, IA 50306-9394.

Beneficiary form

CTD01304

Principal Life Insurance Company
Des Moines, IA 50306-9394

Contract/Plan ID Number: _____________ 
Location Number: _____________

Retirement plan beneficiary designation

My personal information (please print with black ink)
Name Phone number Social Security number

Last         First MI

Address Email address 

Street  City State Zip

- - - -

My beneficiary choices (pick one)
 Choice A: Single participant (includes widowed, divorced or legally separated)
I am not married and designate the individual(s) named on Page 2 of this form to receive death benefits from the plan.  
I understand if I marry, this designation is void one year after my marriage (some plans specify a shorter period).

 Choice B: Married with spouse as sole beneficiary (spouse’s signature is not required)
I am married and designate my spouse named on Page 2 of this form to receive all death benefits from the plan/contract.

 Choice C: Married with spouse not as sole primary beneficiary  
[Spouse’s signature required — review the Qualified Preretirement Survivor Annuity (QPSA) consent at the end of this form.]

I am married and designate the individual(s) named on Page 2 of this form to receive death benefits in accordance with the plan 
provisions. Note: If you are married and do not name your spouse as the sole primary beneficiary, your spouse must sign the consent 
below. The signature must be witnessed by a plan representative or notary public. If you are younger than age 35, your spouse must 
again consent to this in writing at the start of the plan year in which you reach age 35 for this designation to remain effect.

Notice to spouse: In signing, you are also verifying that you have read the QPSA notice and consent on the last page of this form.

 By checking this box, I agree only to the beneficiary designation on this form. My spouse cannot change the beneficiary  
without my consent. 

Spouse’s Signature (must be witnessed by a plan representative or notary public) Date

The spouse appeared before  Plan Representative or 
me and signed the consent on:  Notary Public Signature  Date

 (Check if applicable) I certify that my spouse cannot be located to sign this consent. I will notify the plan sponsor if my 
spouse is located. Note: If your spouse cannot be located, check this box and have it witnessed by the plan representative. 
It must be established to the satisfaction of the plan representative that your spouse cannot be located.

I certify that spousal consent cannot be obtained because the spouse cannot be located.

Plan Representative Signature  Date

/ /

/ /

/ // /

X

X

X
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Naming my beneficiary(ies)
Before completing, please read the instructions, examples and Qualified Preretirement Survivor Annuity notice on this form. 
You may name one or more primary and/or contingent beneficiaries. If you need more space to name beneficiaries or name 
a Trust, Testamentary Trust, or minor children (custodian for minors), please attach a separate list that you have signed and 
dated. Note: Unless otherwise provided, if two or more beneficiaries are named, the proceeds shall be paid to the named 
beneficiaries, or to the survivor or survivors, in equal shares.

Name [primary beneficiary(ies)]  Date of birth  Relationship  Social Security number Percent

Address City State  ZIP

Name [primary beneficiary(ies)]  Date of birth  Relationship  Social Security number Percent

Address City State  ZIP

If primary beneficiary(ies) is not living, pay death benefits to:
In most circumstances, your contingent beneficiary(ies) will only receive a death benefit  
if the primary beneficiary predeceases you and the death benefit has not been paid in full.

Name [contingent beneficiary(ies)]  Date of birth   Relationship  Social Security number Percent

Address City State  ZIP

Name [contingent beneficiary(ies)]  Date of birth   Relationship  Social Security number Percent

Address City State  ZIP

Name change
Change my name from: Change my name to:  Date

Reason:    Married   Divorce–must attach divorce decree   Other–provide reason:

My signature
This designation revokes all prior designations made under the retirement plan.

My signature (required)  Date

Under the penalties of perjury, I certify by my signature that all of the information on this beneficiary designation form is true, 
current and complete.

/

/

/

/

/

/

/

/

/ /

/ /X

Contract/Plan ID Number: _____________ 

07.18.2017 121240  Beneficiary Form – Page 2 of 5  GP24488-38
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Beneficiary form



Instructions
Read carefully before completing this form. To be sure death benefits are paid as you wish, follow these guidelines:

You may name one or more contingent beneficiaries. If you need more space to name beneficiaries or name a Trust,  
Testamentary Trust, or minor children (custodian for minors), please attach a separate list that you have signed and dated.

Be sure you sign and date the form. Keep a copy of this form for your records. If you do not date the form, the designation will 
become effective the day it’s received by your plan sponsor or Principal Life Insurance Company depending upon plan provisions.

If your marital status changes, review your beneficiary designation to be sure it meets these requirements. If your name changes, 
complete the Name Change section of this form.

Examples of naming beneficiaries
Be sure to use given names such as “Mary M. Doe,” not “Mrs. John Doe,” and include the address and relationship of the beneficiary or 
beneficiaries to the participant. If you need more space to name beneficiaries or name a Trust, Testamentary Trust, or minor children 
(custodian for minors), please attach a separate list that you have signed and dated. The following examples may be helpful to you.

Name Relationship Social Security number Address Amount/percent

One primary beneficiary Mary M. Doe Sister ###-##-#### XXXXXXXXXXX 100%

Two primary beneficiaries Jane J. Doe
John J. Doe
or to the survivor

Mother 
Father

###-##-####
###-##-####

XXXXXXXXXXX
XXXXXXXXXXX

50% 
50%

One primary beneficiary  
and one contingent

Jane J. Doe
if living; otherwise  
to John J. Doe

Spouse

Son

###-##-####

###-##-####

XXXXXXXXXXX

XXXXXXXXXXX

100%

100%

Estate My Estate 100%

Trust ABC Bank and  
Trust Co.

Trustee or successor in trust under (trust name) 
established (date of trust agreement)

XXXXXXXXXXX 100%

Testamentary trust
(Trust established within  
the participant’s will)

John J. Doe/Trust created by the Last Will and ABC Bank Testament  
of the participant

XXXXXXXXXXX 100%

Children and  
grandchildren
(if beneficiary is a minor,  
use sample wording  
shown below)

John J. Doe 
Jane J. Doe
William J. Doe

Son
Daughter
Son

XXXXXXXXXXX
XXXXXXXXXXX
XXXXXXXXXXX

33% 
33% 
33%

If any of my children predecease me, the surviving children of any such child shall receive in the share their parent would 
have received, if living. If no child of a deceased child survives, the share of that child of mine shall go to the survivor or 
survivors of my children, equally.

Minor children
(custodian for minor)

John J. Doe, son, and Jane J. Doe, daughter, equally, or to the survivor. However, if any proceeds become payable to the 
beneficiary who is a minor as defined by the Iowa Uniform Transfers to Minors Act (UTMA), such proceeds shall be paid to 
Frank Doe as custodian for John Doe under the Iowa UTMA, and Frank Doe as custodian for Jane Doe under the Iowa UTMA.

Beneficiary form

Use Choice A If you are not married.

Use Choice B If you are married and want all death benefits from the plan paid to your spouse. Your spouse does not 
have to sign the form.

Use Choice C If you are married and want death benefits paid to someone other than your spouse, in addition to your 
spouse, or to a trust or estate. Your spouse must sign the spouse’s consent on this form. This signature 
must be witnessed by a plan representative or notary public.
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Qualified Preretirement Survivor  
Annuity (QPSA) notice
If your spouse has a vested account in a retirement plan, 
federal law requires that you receive a special death benefit 
if your spouse dies before beginning to receive retirement 
benefits (or, if earlier, before the beginning of the period for 
which the retirement benefits are paid).

If you have been married to your spouse for at least one year 
(some plans may specify a shorter time period), you have the 
right to receive this payment for your life beginning after your 
spouse dies. The special death benefit is often called a qualified 
preretirement survivor annuity (QPSA). This death benefit will 
automatically be paid in a lump sum rather than as a QPSA if 
the value of the death benefit is $5,000* or less.

If the lump-sum value of the death benefit is greater than 
$5,000, the death benefit will be paid in the form of a QPSA. 
Other options may be available. The actual amount of the 
QPSA benefit will vary depending on the vested account 
balance, your age and the cost to purchase the benefit.

Your right to the QPSA benefit provided by federal law cannot 
be taken away, unless you agree to give up that benefit. If you 
agree, your spouse can choose to have all or part of the death 
benefit paid to someone else. The person your spouse chooses 
to receive the death benefit is usually called the beneficiary. 
As an example, if you agree, your spouse can have the death 
benefit paid to his or her children instead of you.

Example: Pat and Robin Doe agree that Robin will not 
receive the QPSA benefit. Pat and Robin also decide that 
half of the death benefit that is paid from Pat’s vested 
account will be paid to Robin, and half of the death benefit 
will be paid to Pat and Robin’s child, Chris. The total death 
benefit is $200 per month. After Pat dies, the plan will pay 
$100 per month to Robin for the rest of Robin’s life. Chris 
will also receive payments from the plan as long as he 
lives. Chris will receive less than $100 per month because 
Chris, being younger than Robin, is expected to receive 
payments over a longer period.

Your choice to give up the QPSA benefit must be voluntary. It 
is your personal decision if you want to give up the right. If you 
sign this agreement, your spouse can choose the beneficiary 
who will receive the death benefit without telling you and 
without getting your agreement. Your spouse can change 
the beneficiary at any time before he or she begins receiving 
benefits or dies. You have the right to agree to allow your spouse 
to select only a particular beneficiary. If you want to allow your 

spouse to select only a particular beneficiary, check the box in 
Choice C under the My Beneficiary Choices section, which will 
limit the beneficiary choice to the one designated on this form.

You can agree to give up all or part of the QPSA benefit. If you 
do so, the plan will pay you the part of the benefit you did not 
give up, and pay the remaining part of the benefit to the person 
or persons selected by your spouse.

You can change your mind with respect to giving up your right 
to the QPSA benefit until the date your spouse dies. After that 
date, you cannot change this agreement. If you change your 
mind, you must notify the plan administrator in writing that you 
want to revoke the consent you give on this form.

You may lose your right to the QPSA benefit if your spouse and 
you become legally separated or divorced even if you do not 
sign this agreement. However, if you become legally separated 
or divorced, you might be able to get a special court order called 
a qualified domestic relations order (QDRO) that specifically 
protects your rights to receive the QPSA benefit or that gives 
you other benefits under this plan. If you are thinking about 
separating or getting a divorce, you should get legal advice on 
your rights to benefits from the plan.

QPSA spousal consent and agreement
I understand that I have a right to a QPSA benefit from my 
spouse’s retirement account (see prior section for explanation 
of QPSA benefit) if my spouse dies prior to receiving retirement 
benefits—or if earlier, before the beginning of the period for 
which the retirement benefits are paid. I also understand that 
if the value of the QPSA benefit is $5,000* or less, the plan will 
pay the benefit to me in one lump-sum payment.

I agree to give up my right to the QPSA death benefit and to 
allow my spouse to choose another beneficiary to receive 
some or all of that benefit. I understand that by signing this 
agreement, my spouse can choose any beneficiary without 
telling me and without my consent agreement, unless I limit my 
spouse’s choice to the particular beneficiary by checking the 
appropriate box in the My Beneficiary Choices section of this 
form. If I do not check this box, I understand that my spouse can 
change the beneficiary at any time before retirement benefits 
begin without telling me and without getting my approval.

I understand I do not have to sign this agreement. I am signing 
this agreement voluntarily. If I do not sign this agreement, 
I will receive the QPSA benefit if my spouse dies before 
beginning to receive retirement benefits—or, if earlier, before 
the beginning of the period for which the retirement benefits 
are paid. I understand that if the value of the QPSA benefit 
is $5,000* or less, the plan will pay the benefit to me in one 
lump-sum payment.

* Your plan can specify a lower dollar amount.
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Beneficiary form



Important information for spouse
If your spouse has a vested account in a retirement plan, 
Federal law requires that you will receive the vested account 
after your spouse dies.

Your right to your spouse’s death benefit provided by federal 
law cannot be taken away unless you agree. If you agree, your 
spouse can elect to have all or part of the death benefit paid 
to someone else. Each person your spouse chooses to receive 
part of the death benefit is called a “beneficiary.” For example, 
if you agree, your spouse can have the death benefit paid to his 
or her children instead of you.

Your choice must be voluntary. It is your personal decision 
whether you want to give up your right to your spouse’s 
death benefit. If you do not agree to give up your right to your 
spouse’s death benefit, you should not sign this agreement and 
you will receive the death benefit after your spouse dies. If you 
sign this agreement, your spouse can choose the beneficiary 
who will receive the death benefit without telling you and 
without getting your agreement. Your spouse can change the 
beneficiary at any time before the account is paid out. You 
have the right to agree to allow your spouse to select only 
a particular beneficiary. If you want to allow your spouse to 
select only a particular beneficiary, check the box in Choice C  
under My Beneficiary Choices section, which will limit the 
beneficiary choice to the one designated on this form.

You can change your mind with respect to giving up your right 
to the death benefit until the date your spouse dies. After that 
date, you cannot change this agreement. If you change your 
mind, you must notify the plan administrator in writing that 
you want to revoke the consent you give on this form.

Legal separation or divorce may end your right to the death 
benefit even if you do not sign this agreement. However, 
if you become legally separated or divorced, you might be 
able to get a special court order called a qualified domestic 
relations order (QDRO) that specifically protects your rights 
to the death benefit. If you are thinking about separating or 
getting a divorce, you should get legal advice on your rights 
to benefits from the plan.

Spousal agreement and consent
I understand I have a right to all of my spouse’s death 
benefits after my spouse dies. I agree to give up my right to 
all or a portion of the death benefits and have all or a portion 
of them paid to someone else as beneficiary. I understand 
that by signing this agreement, my spouse can choose the 
beneficiary of the death benefits without telling me and 
without getting my agreement. I understand that by signing 
this agreement, my spouse can change the beneficiary of 
the death benefits unless I limit my spouse’s choice to the 
particular beneficiary by checking the appropriate box on the 
My Beneficiary Choices section. I understand that by signing 
this agreement, I may receive less money than I would have 
received if I had not signed the agreement, and I may receive 
nothing from the plan after my spouse dies. I understand 
that I do not have to sign this agreement. I am signing this 
agreement voluntarily. I understand that if I do not sign this 
agreement, then I will receive the death benefit after my 
spouse dies.

Insurance products and plan administrative services are provided by Principal Life Insurance Company, 
a member of the Principal Financial Group® (Principal®), Des Moines, IA 50392.

© 2017 Principal Financial Services, Inc.

Beneficiary form
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403(b) TAX-SHELTERED RETIREMENT PLAN  PAYROLL DEDUCTION AUTHORIZATION 

Employee Information: 

Name: UIN: Date: 

Dept. Phone: Dept. E-mail: 

The Employee and Employer have entered into this Salary Reduction to obtain for the employee the benefits of section 
403(b) of the Internal Revenue Code. It is agreed that, I authorize the Employer to initiate the salary reduction in 
accordance with the section 403(b) Plan maintained by ODU Research Foundation. 

Pre-Tax Salary Reduction:   NOTE: The employee is responsible for compliance with the annual contribution limit 

and for ensuring the annual salary reduction does not exceed the limits established in sections 403(b) and 415 of the Internal 
Revenue Code and related regulations. 

 I elect to contribute of my current and future pay period the amount of:  $__________    

 I am already enrolled, but I want to change my contribution to: 
 

$__________   

Pay period beginning : Pay Date: 

   
This authorization will remain in effect until the Employer has received written notification from me of its termination, 
allowing the Company a reasonable timeframe within which to act. Or, until I complete and sign a new Tax-Sheltered 
Retirement Plan Payroll Authorization form. This agreement applies to amounts earned until changed by me in writing. I 
understand my employer may reduce my contributions only when required to meet certain plan limits. I will review all 
statements regularly and report any discrepancy to ODU Research Foundation immediately. 

Employee Signature: Date: 

 

Choose Your Asset Allocation Investment Options: 

All of the contributions made to the retirement plan, will be directed using the investment elective effective at that time. 
If no investment election is received, or contributions are received prior to your investment election, contributions will be 
directed according to the plan’s default investment option(s). www.principal.com  

 

 

Cancellation Notification: 

I hereby request all Tax-Sheltered 
Pre-Tax Salary Reduction to stop 
effective: 

Signature: Date: 

 
 
 

Research Foundation Use Only: 

Annual Salary: 11% Annualized: 11% per pay period: 

Effective Pay Cycle: Human Resources: Date: 

 

Research Foundation Verification: 

Data Entry:                 Date: Payroll:                        Date: Payroll Proof:         Date: 

 
 
Revised 1/10/2012 
 

http://www.principal.com/


 

 

 

 

INSURANCE WAIVER 

 

 

 

 

I hereby decline participation in the following insurance plan(s) offered by Old Dominion 

University Research Foundation: 

_____ Health Insurance 

_____ Dental Insurance 

_____ Vision Insurance 

 

I have been informed of the benefit plans available to me and fully understand that if I elect 

not to enroll in the plan(s) at this time, I will not be eligible for coverage until the next Annual 

Open Enrollment period, unless there is a qualifying change in family status (Qualifying 

Event). 

 

 

 

______________________________  __________ 

Employee Signature    Date 

 

 

 

______________________________  __________ 

Human Resources    Date 

 

 

 

______________________________  __________ 

Payroll      Date 

 

 

Old Dominion University Research Foundation 
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