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Maryland State Core and MCPS Supplemental Retirement and Pension System
Retirement Forms Checklist: State Core Plan - Required Forms

Form 13/23

Form 4
Form W-4P
Form 766.11

Form 85

Application for Service or Disability Retirement
(Include proof of your beneficiary’s dafe of birth if selecting opfion 2, 3, 5 or 6)

Designation ¢f Beneficiary {do not use if setecting option 2, 3, 5 or 6)
Federal Tax Withholding
Maryland State Tax Withholding Request

Electronic Funds Transfer Sign-Up

MCPS Supplement Plan - Required Forms

MCPS 455-2

____MCPs 4h5-2B
—_MCPS 485-28B
__ MCPS 456-5
e MCPS W-4P
— MCPS 281-50

Aetna EFT

Application for Retirement

{Include proof of your beneficiary’s date of birth if selecting opticn C or D. Only one heneficiary can be
designated if sefecting option C or D.}

Addendum fo Application for Retirement / Notice of Separation

Resolution of Financial Obligation to MCPS

Designation of Beneficiary

Federal Tax Withholding

MCPS Form 281-50, MCPS Employees' Retirement/Pansion System Maryland State Withholding request

Electronic Funds Transfer Authorization with “VOIDED” check

MCPS 455-22R  Retires Benefit Plan Enroliment

MCPS 480-4G

Optional Forms
MCPS 455-26

(Must include copy of Medicare Parts A and B card for any covered individual efigible for Medicare at

retirement}
Notice of Termination/Retirement (Complete onfine)

Application for Lump Sum {De minimis) Retirement Distribution
{To determine if you are eligibie for a deminimis lump sum distribution, run an estimate on

Penpoint, Inciude this form if your monthly MCPS supplement refirement benefit is less than $100.)

MCPS W4-R Federal Tax Withholding

MCPS 455-4  Request for Refund of MCPS Prepaid Benefits

_ . MCPS 445-1B
MCPS 455-28

MCPS 455-29

Change in Personal information
403(b) Leave Payout Contribution Agreement

457(b) Leave Payout Contribution Agreement

: Out-of-State Income Tax Withholding Form {Available online)

Where/When to Send Forms: ALE completed forms must be submitted 30 days prior to the date of retirement to the
following address: Montgomery County Public Schools, Employee and Retiree Service Center (ERSC), 45 West Gude Drive,

Suite 1200, Rockville, MD 20850

Medicare Eligible Retirees/Spouses: If you andfor your cavered spouse are or will be 65 on the date of retirement, you must be

enrolled in both Paris A and B of Medicare to remaln with the MCPS medical and prescription benefits. You must submit a copy of
the Medicare card(s) with Parts A and B to ERSC 60 days prior to your retirement date in order to continue the medical and
prescription benefits through MCPS. You should contact the Social Security Administration at 1-800-772-1213 or www. ssa.gov for

information regarding Medicare benefits.




APPLICATION FOR SERVICE OR DISABILITY RETIREMENT
APPLICANT'S SOCIAL SECURITY NUMBER  Gender APPLYING FOR: Check only one box.

P PR e (O Service Retirement
[1 ] 2] 314|5|6 7{ 8 I 9 ] M 0 Ordinary Disability Retirement
. (MorF) [ Accidental Disability Retirement

APPLICANT'S NAME

AEDENEREENEN ERRIUMUODOUOOLOULOO
l:;(r)s’:/l E ADDRESS Initial  Last

| | 13(210]| [E|A|S|T| |[BIA|L|T|I[M|OIR|E| |S|T|R|E|E|T]| | |

Number and Street

BIA|L|IT|TIMIOIRIE| | | | | [ J [ [ [ ] ]] MP] [2]1]2]002]{ | | | |

City 0 ﬁ
Home telephone 410 . 625 . 5555 Home email address: EF%@&@IW c§MDORG
| do wish to have my home address releasedtoan  KlYes | request that m
approved public employees’ organization. If left reﬁ?ement allowyance | 0 I 7 l - |0 il | - | q OI 2 ] 3|
unchecked, my address will not be released. be effective on Month Day Year
Have you applied to purchase all additional credit ~ [XYes Are you a U.S. citizen? ~ RlYes  [INo
for which you are eligible and intend to purchase? [INo I have Voluntary Monies: (see instructions on page one)
i want my voluntary funds refunded in a one-time distribution.
Have you applied for credit for your active duty Yes OR
military service? CNo [J | want my voluntary funds to remain as a monthly additional annuity

DESIGNATION OF BENEFICIARY: if more than one beneficiary will be designated by members who select either the Basic Allowance, the
Option 1 allowance, or the Option 4 alfowance complete the “Designation of Beneficiary” Form 4 instead of the following section. Retirees
electing Option 2 or 5 cannot designate a beneficiary who is more than 10 years younger unless the beneficiary is the retiree’s spouse or
disabled child. Check here to indicate that Form 4 is attached.

BENEFICIARY'S SOCIAL SECURITY NUMBER Gender DATE OF BIRTH

19]18]7]-6]5] - [4]3]2]|1] recamionsHir SPOUSE |F | lo]2]-[1]1]-[1]3]5]7
BENEFICIARY’S NAME (MorF) Month Day Year
(AP{elLiE| | | | | | | | | (B] [BlafRIn Y| | | [ | | [ | |
BB EFICIARY'S ADDRESS Inkial  Last

[1]2(0] |E[A|S|T| [BIA|L|T|I|M[O|RI|E| [S|TIR|EIE|T| | | [ | |

Number and Street

BIAL|IT|IMPOIRIE] | | | [} [ L0111 || MD)[2]2]2)0f2]] | [ ||

City State ZIP Code

| hereby apply to retire from the Maryland State Retirement and Pension System (‘SRPS") and by signing below | confirm that:

1. REGARDING PAYMENT OF MY RETIREMENT BENEFIT, | authorize the Board of Trustees of the SRPS (“Board") to pay to me and my properly designated beneficiary
or beneficiaries, according to the retirement aflowance option | have chosen and my Designation of Beneficiary in this application. | agree on behalf of myself and my
heirs and assigns, that payment so made shall be a complete discharge of the claim and shall constitute a release of the Board and SRPS from any further obligation
concerning the benefit. 1 hereby direct that if each of my designated beneficiaries dies before me, the amount payable shall become a part of and be paid to my estate, or
to the beneficiary or beneficiaries | properly designate hereafter in accordance with the rules and regulations adopted by the Board.

2. REGARDING EACH OF MY BENEFICIARIES, | want the designation of beneficiary in this application to take effect (check only one box):

{0 Immediately ‘%4 Only upon the effective date of my retirement
| understand that if | check neither box or both boxes, then the designation of beneficiary in this application will become effective immediately and will
replace all prior designation of heneficiary forms.

3. REGARDING REEMPLOYMENT, | have read and understand the information about reemployment after retirement on pages twa through four of this application. | agree
to notify the Board of my anticipated earnings if | return to work. | understand that exceeding the legal limit on my post-retirement earnings could cause a temporary
reduction or termination of my monthly retirement allowance. { understand that, to retire, | must be separated from any and all employment and reemployment, of any kind
whatsoever, for at least 45 days after my retirement effective date, with any employer that participates in the SRPS. | also certify to the Board that at the date of my
retirement, | will be in compiiance with that requirement, and that | have had no discussions about reemployment with any employer that participates in the SRPS.

4. REGARDING DEDUCTIONS FROM MY ALLOWANCE, if | elect to have any premiums, dues, or other expenses deducted from my allowance, | hereby authorize the
Maryland State Retirement Agency to exchange my Personal Information (including but not limited to my name, Social Security number and the amountof the
deductions) with the third party or parties receiving those premiums, dues, or other expenses.

You must sign and date this form in the presence of a Notary Public. Your application will be rejected and your retirement delayed
if the date of your signature does not match the(!a{e of your appearance before the Notary Public as provided in the box be)ow

Complete Signature (N1 (0N KZ{/(/‘) Date Signed __ 3 & / JOA3
Sign in the Presence of a Notarial Officer « N’otary Public, Clerk of the Court, etc.)

State of MONU . County of _{ 1 Onte P LAY (or City of Baltimore) o
o This form was acknowledged before me on the 2 day of M (M ( ,\_/3 ,ZOZQ, ;

Syt lfe By __Leson ( Cawly .

§ Q-V PR IIANG 2 ’% Name of individual whose sig’naturo is bemg ackpowlpdged™

H S Signature of Notarial Officer __ ;

Titie§3 ice (Motary Putzhgjilefk of the Court, efc.) Nl

cAmET

D(‘ﬁ,eck thergsif @@Sbta' ct involved a remotely located lndav;dual and the use of communication technology.
!MP@?&%‘L If the name.el e ghdividual whose signalure is being nolarized is not filled in, this form wili be invalid and have no lega ffect.
) T OO T Bofg TTTTTFORM 1323 (REV. 10/21)
‘o,?MERY C‘O

hdaesgeqpuett



RETIREMENT ALLOWANCE OPTIONS

YOU MAY CHOOSE ONLY ONE OF THE FOLLOWING OPTIONS.
INDICATE YOUR SELECTION BY SIGNING IN THE APPROPRIATE BOX BELOW.

BASIC ALLOWANCE:

The Basic Allowance pays ¥‘0Lj the largest possible amount of money each month until your death. All monthly

Bayments stop at your death, including beneficiary health coverage for state employess. After your death, your
eneficiary or estate will receive one paymen?our death cccurs on the 16™ of the month or later.

SIGNATURE __ 2 &4 (9t ,Jzééfy DATE ’3/9/J)J 3

e

OPTION 1:

Provides a lower monthly benefit than the Basic Allowance, but guarantees monthly payments that equal the total of
your retirement benefit's Present Value. The Present Value of your benefit is figured at the time of your retirement. If
you die before receiving monthly payments that add up to the Present Value, the remaining payments will be paid in a
lump sum to your designated beneficiary or beneficiaries who remain alive. For state employees: Option 1 does not
provide for continued beneficiary health coverage after your death.

SIGNATURE DATE

OPTION 2:

Provides a lower monthly benefit than the Basic Allowance, but guarantees that after fyour death the same monthg
benefit will continue to be paid to your surviving beneficiary for his or her lifetime. No further payments wilf be made
after the deaths of you and your beneficiary. If you choose this option, you must send proof of your beneficiary’s date
of birth with this application. Retirees electing Option 2 cannot desiﬂnate a beneficiary who is more than 10 years
younger unless the beneficiary is the retiree’s spouse or disabled child.

SIGNATURE DATE

OPTION 3:

Provides a lower monthly benefit than the Basic Allowance, but guarantees that after your death one half of the
monthly benefit paid to you will be paid to your surviving beneficiary for his or her lifetime. No further payments will be
made after the deaths of you and your beneficiary. If you choose this option, you must send proof of your beneficiary’s
date of birth with this application.

SIGNATURE DATE

OPTION 4:

Provides a lower monthly benefit than the Basic Aliowance, but Guarantees the return of your accumulated
contributions and interest as established when you retire. If you die before you have recovered the full amount of your
accumulated contributions and interest, the remainder will be paid in a lump sum to your designated beneficiary or
beneficiaries who remain alive, For state employees: Option 4 does not provide for continued beneficiary healt
coverage after your death.

SIGNATURE DATE

OPTION 5:

Provides a lower monthly benefit than the Basic Allowance, but guarantees that after your death the same monthi
benefit paid to you will be paid to A/our surviving beneficiary for his or her lifetime. 1t also l[zrowdes that your monthly
benefit will "pop-up” to the Basic Allowance for your lifetime the month following the death of Xour beneficiary if your
beneficiary dies before you. If ﬁour originat beneficiary dies and you are collecting the Basic Allowance and decide fo
name a new beneficiary, your benefit will be recalculated under Option 5 based on the new beneficiary designation.

If you choose this option, you must send proof of your beneficiary’s date of birth with this application. Retirees electing
Option 5 cannot designate a beneficiary who is more than 10 years younger uniess the beneficiary is the retiree’s
spouse or disabled child.

SIGNATURE DATE

OPTION &:

Provides a lower monthly benefit than the Basic Allowance, but guarantees that after your death one half of the
monthly benefit paid to you will be paid to your surviving beneficiary for his or her lifetime. It also provides that your
monthlz benefit will "pop-up” to the Basic Allowance for your lifetime the month following the death of your beneficiary
if your beneficiary dies before you. If your original beneficiary dies and you are collecting the Basic Alfowance and
decide to name a new beneficiary, your benefit will be recalculated under Option 6 based on the new beneficiary
designation. If you choose this option, you must send proof of your beneficiary's date of birth with this application.

SIGNATURE DATE

Gof9 FORM 13-23 (REV, 10/21)




APPLICATION FOR SERVICE OR DISABILITY RETIREMENT

IMPORTANT: This page must be completed by your employer and returned with your application unless you
have been separated from employment for at least 60 days. If you have been separated from employment for
60 days or more, your former employer does not need to complete this page.

Employer’s Certification of Separation from Employment, Wages, Contributions and Sick Leave
For: LEMON EARLY TEACHER
Applicant’s Name Job Classification

Applicant’s Social Security number: Ll | 2| 3] -14ls|-|6]7]8]9|

A. The most recent payroll period reported was: L | I - I I l - I l I l l

Month Day Year
B. The projected payroll information to be reported prior to retirement is:
Contribution $ Standard hours Actual Hours Paid Pay Period £nding
MO DAY YR
Contribution $ Standard hours Actual Hours Paid Pay Period Ending
MO DAY YR
Contribution $ Standard hours Actual Hours Paid Pay Period Ending
MO DAY YR
Final
Contribution $ Standard Hours Actual Hours Paid Pay Period Ending

MO DAY YR

C> No retirement contribution is due for a pay period ending on or after the retirement date.

C. The employee is separating from employment with the employer. The employee's last day on payroll is:

Federal law prohibits the Maryland State Retirement and Pension System from paying benefits prior to “separation from
employment." “Separation from employment” may only occur on resignation, retirement, discharge, or death, and not on
transfer, promotion, or otherwise continuing employment with the same employer without interruption. State law requires that
there be a minimum of 45 days from the date of retirement and the date the individual is reemployed, on a permanent,
temporary, or contractual basis, by: (a) the State or any other participating employer, or (b) a withdrawn participating
governmental unit ("PGU"), if the retiree was an employee of the withdrawn PGU while it was a participating employer.

D. Salary Change: Did the employee’s salary change since most recent payroll period reported or will
the employee’s salary change before the date of retirement?..............ccooveiiiciie s (OYES [ONO

If yes, the employee's new annual salary is $ and is effective

MO DAY YR
E. Unused Sick Leave: Member must retire within 30 days of separating from employment to be eligible to receive additional
creditable service for unused sick leave. The agency must be notified of all changes in unused sick leave. Unused sick
leave must be reported at the time the member files for retirement and again 30 days after the effective date of retirement.
Retirement Coordinator: Please retain a copy and submit recertified sick leave 30 days after retirement. Unused sick leave
is sick leave that was available to an employee as sick leave during employment and was not used before retirement. Any
converted leave that was not sick leave during employment may not be reported.

Initial Total DAYS of unused sick leave (If none, enter word NONE) as of

Reporting: MO DAY YR
Recertified | Total DAYS of unused sick leave (If no change, enter no change) as of

Sick MO DAY YR
Leave: Retirement Coordinator recertifying leave must initial here: Date:

I certify that the above information regarding wages, contributions, separation from service, and sick leave is true and accurate
to the best of my knowledge and that | am authorized to certify this information by the employer. | will report any changes to
unused sick leave occurring between the date certified and the actual date of retirement.

Signature of Authorized Agent Printed Name of Authorized Agent Title of Authorized Agent

Date Full Name of Employer DIRECT Telephone Number
Submit form directly to: Maryland State Retirement and Pension System, 120 East Baltimore St., Baltimore, MD 21202-6700

70of9 FORM 13-23 (REV. 10/21}




MARYLAND STATE RETIREMENT AGENGY
[ RS DLTORE STREET NNV
BALTIMORE, MARYLAND 21202-6700 -
DESIGNATION OF BENEFICIARY

IMPORTANT: Please return completed form to Ihe address listed above. Print clearly and read
the Inslructlons first, Fill in all seclions. Relain a copy lor your records.

APPLICANT'S SOCIAL SECURITY NUMBER
1]2]3]4]5]8]7[8]9]

APPLICANT'S NAME

FOR RETIREMENT USE ONLY FORM 4 (REV, 3/21}
CHECK ONE:; [TJActive  {TJVested  [K}Retired (If cetiring, relirement date 07/01/2023

C. EARLY
FB%e Aooress inlial Tast
120 EAST BALTIMORE STREET
Number and Street =
BALTIMORE MD 21202
City

State ZIP Code

PRIMARY BENEFICIARY(IES) All money shall be pald In equal shares

[ Gheck If you used an additlonat Form 4
{o the primary beneficiary(las) who are living at the time of my deaih.

lo name addiliona) primary baneficlaries,

BENEFICIARY'S NAME RELATIONSHIP _EE%L Gendm(hrﬁ: orF) Eiihdale Q)% 1/ 95DZy Year J
APPLE B EARLY
Firsl Inftial Tast

senericiary's ooress,_120 EAST BALTIMORE STREET, BALTIMORE MD 21202

BENEFICIARY'S NAME ~ RELATIONSHIP ey Bl S v
First Tnftiai”  Cast
BENEFICIARY'S ADDRESS

CONTINGENT BENEFICIARY(IES) If alt primary beneficiaries dle before me &l money shall

D Check If you used an additional Form 4 to
be pald in equal shares lo the foliowing person(s) who are living at the time of my death.

name additlonal contingent bensficlariss,

SON conder: M Birincate_ 05 08 1988
BENEFICIARY'S NAME RELATIONSHIP, MorF) ‘Month Day Yaar_l,
ORANGE EARLY
Flest initial Lasl

BENEFICIARY'S ADDRESS 6151 RICHMOND STREET, ROCKVILLE, MD 20850

F 07 15 1990
Gender; Birthdat
BENEFICIARY'S NAME ReLATIONSHIpDAUGHTER B o R Bay Voar
PEAR LATE
First Inltizl Lasl

45 W. GUDE DR, ROCKVILLE, MD 20850
BENEFICIARY'S ADDRESS

TO THE MARYLAND STATE RETIREMENT AGENCY: | authorize the Maryland Stale Refliement Agency lo pay any benefits due upon my death lo my desigrated benefictaryties). 1
agree on behall of my estale, helrs, and assigns that paymenl by the agency feleases the agency from any further abligallon regarding ihese bonefits. i direct the agency 6 pay any benefits
lo my estate K } have not designaled any beneficiary{les) or if they all die before me. | undorstand Ihat | may change my beneficiary(is) at any e by fling & new Designation of Bensficlary

form wilh the Maryland Slate Relirement Agency, Any new Designation of Beneficiary form | fila will zeplace this fosm. | undetstand thal payment due to a minor shalt be mads only 10 a
legally appointed adult, SIGN IN THE PRESENCE OF A NOTARIAL OFFICER {Notary Public, Clerk of the Coutt, etc.)

@Slgna(uroé@mm C fm(g Data Skgned 03/02/2023

Sign In the Presence of a Notarial Officer (Notary Public, Clerk of the Court, ete.)

[State of “County of Jlont MW (or City of Ba!trmore)
Thls !or was aclstowled e me im the day of //ulc}\ WS
f qcmum;.y;w é MOoN

?
@‘@g&bkg@l&d j" Name of individual whose sngnatune‘i’ being acknopledged*

& "i?" ‘‘‘‘‘‘ Sighalture of Notarial mcerm
'%t{é &‘omce (%Io ar %@Ierk of the Court, etc.) A TN <7 My commis explres

potaslal det involved a remotely located Hdividual and the use of communication techinology.
*§MEORTA T: lf the name of lhguﬁwdual whose signalure is being notarized is not filled in, this form will be invalid and have no legal effect.

(S ‘ = Pege 1 of 2 FORM 4 (REV, 3/21)
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F w-4P Withholding Certificate OMB No. 1545-0074

orm w . . .

(Rev. January 2022} for Periodic Pension or Annuity Payments 2022 :

3?5,‘?;?;3:&6°,:J2981,’3i22"'y > Give Form W-4P to the payer of your pension or annuity payments.

Step 1: {a) First name and middle initial . Last name (b) Social security number

Enter Lemon C Early 123456789
Address

Personal

Information [120 East Baltimore street
City or town, state, and ZIP code
Baltimore MD 21202
{c) D Single or Married filing separately
Married flling jointly or Qualifying widow(er)
C] Head of household (Check only if you're unmarried and pay more than half the costs of keeping up a home for yourself and a qualifying individuat.)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See pages 2 and 3 for more information on each step
and how to elect to have no federal income tax withheld (if permitted).

Step 2: Complete this step if you (1) have income from a job or more than one pension/annuity, or (2) are married filing
Income jointly and your spouse receives income from a job or a pension/annuity. See page 2 for examples on how to
From aJob  complete Step 2,
and/or Do only one of the following.
Multiple (a) Reserved for future use.
Pensions/
Annuities {b) Complete the items below.
(Including a (i} K you (and/or your spouse} have one or more jobs, then enter the total taxable annual pay
Spouse’s from all jobs, plus any income entered on Form W-4, Step 4(a), for the jobs less the
Job/ deductions entered on Form W-4, Step 4(b), for the jobs, Otherwise, enter “-0-* . . » §
Pension/ (i} If you (and/or your spouse) have any other pensions/annuities that pay less annually than
Annuity) this one, then enter the total annual taxable payments from all lower-paying pensions/
annuities. Otherwise, enter “-0-* . ., . . . . ., ., . . . . . N &)
(iii) Add the amounts from items (i) and (i) and enter the totalhere . . . . . . . . P> §

TIP: To be accurate, submit a 2022 Form W-4P for all other pensions/annuities. Submit a new Form W-4 for your
job(s) if you have not updated your withholding since 2019. If you have self-empfoyment income, see page 2.

If {b)(i) is blank and this pension/annuity pays the most annuaily, complete Steps 3-4{b) on this form.
Otherwise, do not complete Steps 3-4(b) on this form,

Step 3: if your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000» $
Dependent
and Other Multiply the number of other dependentsby $500. . . . . » §$
Credits Add other credits, such as foreign tax credit and education tax credits > $
Add the amounts for quallfymg children, other dependents, and other credits and enter the
totalhere . . . . . S G G @ B o5 B .oF 8 oE 3B Pe ¥ ied).B30$
Step 4 (a) Other income (not from jobs or pension/annuity payments). If you want tax withheld
(optional): on other income you expect this year that won't have withholding, enter the amount of
Other other income here. This may include interest, taxable social security, and dividends . | 4(a) [$

Adjustments (b) Deductions, If you expect to claim deductions other than the basic standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and

enter theresulthere . . . . . . . . . . . . . . . . . 0. |4
(c) Extra withholding. Enter any additional tax you want withheld from each payment . {4(c) |$
Step 5: A v 9/
_ o = /
hae ) DU &zl 2/ 23
Yeur signature (This form is not valid uhfess you s'@n/il’.) Date

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10225T Form W-4P (2022




Maryland State Retirement

190 East Baltmore Street Maryland State Tax
Baltimore, MD 21202-6700 - .
800-492-5909 o 410-625-5555 Wlth hOld | ng Request

sra.maryland.gov e docs@sra.state.md.us

-Tlm portant: Are you a registered mySRPS user? If so, you can update your Maryland state tax withholding
online. This is the fastest and most secure method to update your Maryland state tax withholding.
You can log into your account here: https://mysrps.sra.maryland.gov. Not a registered mySRPS
user? You can sign up for a mySRPS account here: https://mysrps.sra.maryland.gov.

Provide Your Information

Social Security Number Daytime Telephone Number
112154156 %3)9 Ul1|0|-16|d|5|-|5|5|5/9
First Name Initial  Last Name
Lieim|on ] Elar|l|y

Street Address -

City State ZIP Code

g|RIsiC|@uiciP|s im0} 0kiG

Please check the appropriate box indicating your election for Maryland State
tax withholding:

O Do not withhold any amount from my monthly retirement allowance for Maryland income tax.

® Withhold the following whole dollar amount from my monthly retirement allowance for Maryland income tax:

s || 15000

Please sign below.

Signature:/w%m C %ﬂ&% Today's Date: 5 ’ 2" 2oz

How to Submit Your Form to Us How to Get Help with This Form
Email: docs@sra.state.md.us You can call us at 800-492-5909 or 410-625-5555.
Fax: 410-468-1707

US Mail: Maryland State Retirement Agency

120 E. Baltimore St.
Baltimore, MD 21202-6700

AT



(| Maryland State Retirement . . . .
ion S
2pdEsaains s Direct Deposit Authorization
Baltimore, MD 21202-6700
800-492-5909 e 410-625-5555
sra.maryland.gov ¢ docs@sra.state.md.us

important
& You must include a voided check, deposit slip, or page 1 of your bank statement with this form (not attached.)

M This authorization is an agreement that remains in effect until payee cancels it or changes it by written notice to
the State Retirement Agency (SRA).

[ The institution named by the payee on this form must participate in the Automated Clearing House Network.

M i you're changing your direct deposit authorization, we recommend not closing your old bank account until you
have received a confirmation from the SRA.

Provide Your Information

Social Security Number Daytime Telephone Number

1]2]3[4]5]6]7 |8]o a[1]o|-[6]2]5]-[5]5]5]5

First Name initial Last Name

L [e[m[ d N c] ElRLLIVITT] ]
Street Address

1121]0 Ela|s it Bla|l [t|i imo|rle st

City State  ZIP Code
Blat [t [i [nfo[r]e m[p] [2]1]2]o]2
Email Address

ERIS{ICI@MC|PIS|MD|. |[OR|G

Enter Financial Institution Information

NOTE: The account receiving the Electronic Fund Transfer (EFT or direct deposit) must be in the payee’s name, either
individually or jointly.

Name of Financial Institution: MET BANK
Routing Number Account Number
9187 [5]4]3]2]1 o oo[1]1]12]2 [2]3]3]3
Type of Account Foreign Transfers
(choose one) (check this box if the statement below is true)
X Checking O The direct deposit will go to a foreign bank or the entire amount will be transferred from a

O Savings US bank to a foreign bank.

I '“'I' "I" Il“l |I|| l“l Form 85 rev 06/2022 Page 1 of 2



Maryland State Retirement

120 Eas\ Balimore Sceet Direct Deposit Authorization
Baltimore, MD 21202-6700 (continued)

800-492-5309 ¢ 410-625-5555
sra.maryland.gov e docs@sra.stale.md.us

Provide Your Signature(s)

Payee please sign below.

By signing my name below, | certify that | have read all instructions on this form. | certify that | am the payee identified
above, and hereby authorize the SRA to deposit my payment into my account at my financiat institution, and also
authorize the SRA to share the information provided on this form for processing and validation purposes. | certify that { am
the account holder of the account indicated on this form, and the account is not in the name of a trust. | authorize and
direct the financial institution, on behalf of myself, any joint account holder, and my estate to charge my account for any
amounts paid to which | am not entitled and to return any overpayments to SRA. | also authorize the release to SRA by
the financial institution of my current address and names and current addresses of all persons listed on the account,
including but not limited to those listed as “payable on death” or “transfer on death.”

Payee First Name initial Last Name

JEm N | | ERRIL]Y| |

Payee Signalure: %W aon »; Zﬁ/b% Dale: 3‘ zl 202.3

By signing my name below, as a party to this account, | understand that | must immediately advise both the SRA and the
financial institution of the death of the payee. | am personally liable to the SRA for the full amount of all withdrawn
payments deposited after the death of the benefit recipient. | authorize the financial institution to provide the SRA with my
current address.

Joint account holder please sign below.

Joint Account Holder First Name {nitial tast Name

Aplpll |e : Elalr |l |y ]_ J

Joint Signature: W é f&t/é@ Date: 5’2 ] 223

How to Submit Your Form to Us

important!
[V Please send both pages of your completed form to us.
M You must enclose a voided check, deposit slip, or page 1 of your bank statement. Do not attach it to your form,
M Do not give this form to your employer.

Email: docs@sra.state.md.us

Fax: 410-468-1707

US Mail: Maryland State Retirement Agency
120 E. Baltimore St.
Baltimore, MD 21202-6700

How to Get Help with This Form
You can call us at 800-492-5909 or 410-625-5555.

Form 85 rev 06/2022 Page 2 of 2



Application for Retirement

Employee and Retiree Service Center MCPS Form 455-2
MONTGOMERY COUNTY PUBLIC SCHOOLS (MCPS) October 2017
45 West Gude Drlve, Sulte 1200, Rockville, Maryland 20850

MCPS

INSTRUCTIONS: Complete this form 30 days prior to the effective date of retirement and return to the Employee and Retiree Service
Center, Employees must be eligible for retirement as of the effective date of retirement stated below,

RETIREMENT TYPE—Check ONE below.

X} Normal Retirement {7 Ordinary Disability Retirement {7 Normal Vested Benefit
[ Eearly Retlrement ) Accidental Disability Retirement [ Early Vested Benefit
NAME (PLEASE PRINT) EFFECTIVE DATE OF RETIREMENT 7 /01/20 23
EMPLOYEE ID NUMBER SOCIAL SECURITY NUMBER
LEMON G EARLY ow 1239510878 9
First Mi Last

410 625 5555 ERSC@MCPSMD.ORG

Phone Number: E-maif Address:

PAYMENT OPTION SELECTION: Check ONE below. Use MCPS Form 455-5 to designate beneficiaries. If selecting Option C or

D, only ONE beneficiary can be designated, if the monthly benefit is less than $100, distribution will be made in a one-time lump
sum payment, State law mandates that an employee may receive either a worker’s compensation payment or a disability retlrement
payment. If you are receiving a workes's compensation payment and have retired on disability, your monthty State/MCPS disability
retirement benefit may be reduced. :

O maximum:
The maximum optlon provides the highest monthly benefit for your lifetime, All retirement beneflts cease at your death.

X) OPTION A:

Option A provides a smaller monthly benefit than the maximum option. At the time of your death, any remaining balance of your
contributions plus interest will be paid to your designated beneficiary(ies).

() orTiION 8:

Optlon B provides a smaller monthly benefit than Option A, At the time of your death, any remaining balance of the present value of
your benefit will be paid to your designated beneficiary(ies).

{1 oPTION C:

Option C provides a smaller monthly benefit than Option 8. At the time of your death, 50% of the monthly benefit will be paid to
your designated beneficiary for their lifetime. Proof of the designated beneficiary’s date of birth must accompany this application.
Your beneficiary cannot be changed after retlrement,

] oprTiON D:

Option D provides a smaller monthly benefit than Option C. At the time of your death, 100% of the monthly benefit will be patd
to your designated beneficiary for their lifetime. The designated beneficiary cannot be more than 10 years younger than you unless
they are a spouse or disabled child. if the beneficiary Is a disabled child, verification from a physician must be provided. Proof of the
designated beneficiary’s date of birth must accompany this application. Your beneficlary cannot be changed after retirement.

(J MANDATORY LUMP SUM PAYMENT:

if your benefit Is less than $100 per month, you will receive a mandatory payout of the present value of your retirement benefit in a
lump sum with no benefit to your designated beneficiary, This lump sum payment also is known as a de minimis payment.

[X Check here to Indicate that MCPS Form 455-5, Deslgnation of Beneficiary/Beneficlarles is attached.

Authorization and Acknowledgement

{ hereby authorlze MCPS to distribute my retirement benefit as indicated above. | acknowledge that should my monthly
benefit be less than $100, my benefit will be disbursed In a mandatory one-time lump sum payment. | understand that the
disteibution of the lump sum payment makes any selected payment option above null and void.

1 understand that my electronic submission of this form and my electronlc signature are intended to be, constitute, and are
equivalent to my personal signature,

 Lovwon (. faely 03,02 ,2023

Employee Signatuge/ Date




Matyland's Largest Schooi Distric MCPS Form 455-28

MONTGOMERY COUNTY PUBLIC SCHOOLS September 2020

Addendum to Application for Retirement/

Notice of Separation
Resolution of Financial Obligation to MCPS

Employee and Retiree Service Center (ERSC) » Rockville, Maryland
MONTGOMERY COUNTY PUBLIC SCHOOLS

Complete, sign electronically or manually, and return to the Employee and Retiree Service Center (ERSC). You may fax the
signed form to 301-279-3651 or 301-279-3642, or email a PDF of the signed form to ERSC@mcpsmd.org.

EMPLOVEE INFORMATIS
Employee Name: LEMON C. EARLY employee 1D;_12345

Retirement Date: 07 701/ 2023 Resignation Date: f__J

If your financial obligation to MCPS is a resuit of salary overpayment, excess leave usage (negative earned [eave),
or an outstanding invoice for benefits, this liability will be reduced from your

» upcoming paycheck(s)
» pension refund or rollover check at separation of employment(resignation)

» monthly pension payment from Maryland State Teacher’s Pension system or MCPS core and/or supplement
pension

» Leave payout at separation of employment or retirement

Rescinding Your Retirement

You are only eligible for consideration to rescind your retirement if you have not received your first pension check.
Your request to rescind your retirement and return to work in MCPS will be evaluated based on your current
certification, skills, and/or experience, critical need of the employment area, as well as the avallability of a vacant
position. Returning to MCPS as an employee, Is not guaranteed and the position you currently
occupy may no longer be available.

You may contact ERSC at 301-517-8100 or via emall should you need to rescind the application.

| hereby authorlze MCPS to reduce my financial obligation from any payment disbursed to me as indicated above. |
acknowledge that should my payment(s) indicated above be insufficient to satisfy my financial obligation to MCPS, then
I will be billed for the excess amount and | am responsible to pay this amount by the due date provided on the invoice.
| understand that my electronic submission of this form and my electronic signature are intended to be, constitute, and
are equivalent to my personal signature.

Employee Signature: D@WM{_ C %@Z/ﬁ Date: 03,02 , 2023




MCPS Core and/or Supplemental Pension Plans
mcps . Designation of Beneficiary/Beneficiaries .o asss

Employee and Retiree Service Center October 2019
MONTGOMERY COUNTY PUBLIC SCHOCLS
45 West Gude Drive, Suite 1200, Rockville, Maryland 20850

INSTRUCTIGNS: Please return completed form to the address listed above. Print clearly, Retain a copy for your records,

Is this request to change your MCPS Core and/or Supptemental Pension Plan beneficlary/benefictarles? ] Yes .E/No
[ working [ Vested [X} Retired (if retiring, retlrement date Q7 701723 )
IMPORTANT: (If you are retired under Option C or D, STOP. You cannot change your beneficlary.)

EMPLOYEE ID NUMBER:; 0000 12345  s50c1AL SECURITY NUMBER Last 4 digits_ 6 7 8 9

NAME (PLEASE PRINT)

First_-EMON mi_C last EARLY

HOME ADDRESS

stest 120 EAST BALTIMORE STREET _ (, BALTIMORE ¢ MD ,. . 21202

Subject to the terms of the Montgomery County Public Schools Employees’ Retirement Pension, and Reformed Penston System {Plan),
1 request that ahy sum becoming payable by reason of my death be payable to the following beneficiary/beneficiaries, (Enter name,
address, social security number, and relationship to you.}

£J Check if you used an additional MCPS Form 455-5 to name additional primary beneflciaries.

PRIMARY BENEFICIARY /BENEFECSARIES
Relationship* SPOUSE $S No. 9__ _§ Z - Q M5_ - i é ?_ 1_ Birthdate (MM/OD/YYYY) _QMZ_/ 11 ! 1957
. Apple B Early

Nam Address 120 EAST BALTIMORE STREET, BALTIMORE MB 21202

*If spouse, please indicate statefjurisdiction where marriage license issued: Dateof marrlage ___/___ [/
Relationshlp SSNo. . _ - " BirthdateqMMioDYYy [
Name Address

CONTINGENT BENEFICIARY /BENEFICIARIES (if none of the above named Primary Beneficiary/Beneficlaries survive me.)

[ Check if you used an additional MCPS Form 455.5 to name additlonal contingent beneficiaries.

Refationshipt_ SON ssno, 0 12.3 4 5678 gindate punapoomm 99,98 /1957
Name ORANGE EARLY Address 6151 RICHMOND STREET, ROCKVILLE, MD 20850
Reiationshipt_ DAUGHTER ssno. 001 .2 34567 gindate mmopy 07, 15,1990
name PEAR LATE Addrass 5 W. GUDE DR, ROCKVILLE, MD 20850

i designate the above named person(s) as the beneficlary or beneficiaries to whom | request Montgomery County Public Schools (MCPS) to
pay in the event of my death in active service, the total amount of the accumulated contributions standing to my credit in the Plan and, if |
have completed at least one year of creditable service upen my death in active service, the death benefit as indlcated in Sectlon 13 of the Plan.

| hereby authorize Aetna Life Insurance Company to make payrent to the beneficiary or beneficiaries, whom | have inserted above and agree
on behalf of myself and my helrs and assigns, that payment so made shall be a complete discharge of the claim and shall constitute a release
of MCPS from any Further obligation on account of the benefit, | hereby direct that should both the primary and contingent beneficiary
ot beneficiaries of the above-named benefit predecease me, the amount which otherwise would have been payable to such beneficiary or
beneficiaries, shall become a part of and be paid to my estate, or to such other beneficiary or beneficlarles as | shall hereafter nominate, by
written deslgnation filed with MCPS, in accordance with the rules and regulations prescribed by the Plan.

If enore than one person is named beneficlary, any benefit payments that they may become entitled to recelve from MCPS will, unless
provided herein, be paid in equal shares to such of the designated persons, survivor or survivors, as shall be living at the time of my death.

1 understand that my electronic submission of this form, and my electronic signature, are intended to | Date

be, constitute, and are equivalizt to my personal signature, 03/02/2023

Employee Signature vour p f@dq

Corg e




W'4P , Withholding Certificate OMB No. 1545-0074

For n N u [

o danvary 2022) for Periodic Pension or Annuity Payments 2022

5‘?&?2?‘53?;52%33%2”” > Give Form W-4P to the payer of your pension or annuity payments.

Step 1: {a} First name and middle initial . Last name (b} Social security number

Enter Lemon C Early 123456789
Address

Personal

Information |120 East Baltimore street
Gity or town, state, and ZIF code
Baltimore MD 21202
&) [] single or Married filing separately
Married filing jointly or Qualifying widow(er}
D Head of household {Check only if you're unmarried and pay more than hall the costs of keeping up & home for yourself and a qualifying individual)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. See pages 2 and 3 for more information on each step
and how to elect to have no federal income tax withheld (if permitted).

Step 2: Complete this step if you (1) have income from a job or more than one pension/annuity, or (2) are married filing
jointly and your spouse receives income from a job or a pension/annuity. See page 2 for examples on how to

income

Erom a Job complete Step 2.

and/or Do only one of the following.

Multiple (a) Reserved for future use.

Pensions/

Annuities {b} Complete the items below.

{Including a {i} H you {and/or your spouse} have one or more jobs, then enter the total taxable annual pay

Spouse's from all jobs, plus any income entered on Form W-4, Step 4(a), for the jobs less the

Job/ deductions entered on Form W-4, Step 4(b), for the jobs, Otherwise, enter “-0-* . . » §

Pension/ (i} If you (and/or your spouse) have any other pensions/annuities that pay less annually than

Annuity) this one, then enter the total annual taxable payments from all iower-paymg pensions/

annuities. Otherwise, enter “-0-" . . . . . . . . . . . . . A

(ifi) Add the amounts from items (i) and (i) and enter the totalhere . . . . . . . . » §

TIP: To be accurate, submit a 2022 Form W-4P for all other pensions/annuities. Submit a new Form W-4 for your
job(s} if you have not updated your withholding since 2019. If you have self-empioyment income, see page 2.

If {b){i) s blank and this pension/annuity pays the most annually, complete Steps 3-4{b) on this form.
Otherwise, do not complete Steps 3-4(b) on this form,

Step 3: If your total income will be $200,000 or less ($400,000 or less if married filing jointly):
Claim Multiply the number of qualifying children under age 17 by $2,000» $
Dependent
and Other Multiply the number of other dependents by $500. . . . . » §
Credits Add other credits, such as foreign tax credit and education tax credits »  $
Add the amounts for qualifying children, other dependents, and other credits and enter the
totalhere . . . . . . . . . . . . oo as
Step 4 (a) Other income (not from jobs or pension/annuity payments). If you want tax withheld
(optional): on other income you expect this year that won’t have withholding, enter the amount of
Other other income here. This may include interest, taxable social security, and dividends . [4{a) |$

Adjustments 4 pequctions. If you expect to claim deductions other than the basic standard deduction
and want to reduce your withholding, use the Deductions Worksheet on page 3 and
entertheresulthere . . . . . . . . . . . .. L L 00 0oL A

“+

{c} Extra withholding. Enter any additional tax you want withheld from each payment . |4{c)[$

son ’ oo ( Epds 3/2/23

Here ,
Your signature {This form is not valid uTtess you S'Lgy‘(.) Daie

For Privacy Act and Paperwork Reduction Act Notice, see page 3. Cat. No. 10225T Form W-4P (2022)




Maryland's Largest School District MCPS Form 281-50
"""""""""""""""""""""""""" September 2022

MONTGOMERY COUNTY PUBLIC SCHOOLS Page 1 of 2

MCPS Employees’ Retirement/Pension System
Maryland State Withholding Request

Employee and Retiree Service Center
MONTGOMERY COUNTY PUBLIC SCHOOLS
Rockville, Maryland 20850

INSTRUCTIONS: Before submitting this form to ERSC (new retirees) or Aetna (existing retirees), please consult examples
#1-#4 on page 2. You must complete the section below.

Sodal Security Number (last 4 digits) _((!_Et i ﬂ_ Print Full Name L@Y\O A C EOUV_ \ U\

MARYLAND STATE INCOME TAX WITHHOLDING

Piease check the appropriate box indicating your election. Check only one (1).

0 | am NOT a Maryland resident. Do not withhold Maryland Income Tax.

0 | AM a Maryland resident, but | do not wish 1o have tax withheld from my monthly pension check.
N E/\é\lithi%ld ftryocr?n each monthly pension check the foliowing WHOLE DOLLAR amount (ot less than §5).

FOR STATES OTHER THAN MARYLAND,
YOU WILL NEED TO CONTACT YOUR STATE OF RESIDENCE FOR THE APPLICAELE FORM.

SIGNATURE REQUIRED

1 understand that my electronic submission of this form, and my electronic signature, are intended to be, constitute,
-land are equivalent to my personal signature.

Signature Vi@ﬂ’lﬁ?ﬂ C, g @/?3,/ TelephonetHO -015.5555 Date A 1.3 12023

INCOME TAX WITHHOLDING FOR RETIREES

Each retiree is responsible for having the required 5tate income tax withheld based upon their overall

income and projected tax liability. However, it is not necessary to have withholdings from each individual income
source. Instead, retirees normally need to have one Federal and one State withholding account (depending upon your
state of legal residence, and applicable state tax laws). Individuals who do not have enough income tax withheld may

wish to file estimated taxes or they may be subject to penalties if their withholding is not adequate.

Some states exclude pension income from taxable wages while other states exciude pension income once you have at-
tained a certain age, such as age 65. Other states treat pension income as fully taxable. Therefore, it is ¢ritical to famil-
iarize yourself with the tax laws and withholding requirements of your state of residence or consult a gualified tax or
financial advisor for additional questions or information.

Each year, you file Federal and State income tax returns to determine your actual tax lability. Then, based upon the
amount withheld during the tax year, you will either owe additional taxes or receive a tax refund. As your income grows
over time, you may need to increase your tax withholdings to insure that adequate taxes have been withheld. Several
forms are used to establish or update the amount of federal and state taxes that are withheld from your pension. The
forms you will need depend upon your state of residence, and whether you receive your core retirement benefit from

the State Teachers’ Retirement System or the MCPS Employee’s Retirement/Pension System through MCPS’ agent,
Aetna, Inc.

The following four examples illustrate the common situations based upon plan membership and state
of residence. Each example will explain the necessary forms and where to send them to establish or
adjust your withholding amount,

SEE PAGE 2 FOR EXAMPLES




¥ 3etna" Electronic Funds

Aetna Life Insurance Company
Large Case Pensions — RTAA
151 Farmington Avenue
Hartford, CT 06156-0665

Transfer (EFT)

Authorization Form Fax: 1-860-262-7412
Telephone: 1-800-952-2700
Emall; aetnapensions@aetna.com
Website: hitps:/pensions.aetna.com
Payealdoint Account | Your Name ‘l__ast First, Madd!e fnitiat) Saclal Security Number
Holder Information EARLY, LEMON 123-45-6789

To be completed by
Payee. Plaase print,

Address (Number & Street)
120 EAST BALTIMORE STREET

Telephone Number
410-625-5555

CliviTown
BAL TIMORE

State_ |ZIP Code — 4 Digit ZIP
M 21202

Joint Account Holder's Social

Joint Account Holder Name (Last, First, Middle Initial)
Securlty Number
EARLY, APPLE, B 987-65-4321

Financial Information

(U.S. ONLY)

i agree and acknowledge thal you send my payments for automatic credit to:

Type of Account (please check one} Chacking [} Savings [] Other

Financial Institutional Name

M&T BANK
Bank Account Number ABA Routing Number (9 digils)
000111222333 987654321

PayeelJolnt Account
Holder Agreement

»

Aetna wiil send payments to this account untlf | notify Aetna otherwise in writing.

If the payment due date falls on a weekend or holiday, we undersiand EFT payments will

settle on the next day the Automated Clearlnghouse {ACH) system Is available.

« 1 will adviss Aetna of any change to Infarmation on thls form, particularly any changes
in resident address to facilitate the delivery of tax documents.

« [ will send Astna proof of iifs upon request.

« Joint Account Holder wili notify Aetna immediately in the event of the Payee's death.

+ in the event of an overpayment, liwe agree thal Aetna may debit the account recelving the
payment aulomatically to recover the overpayment. -

« In the event that there are insufficient funds in this account to cover the overpayment, ifwe

direct the financlal Institution to release to Astna any infarmation on this account and

Account Holders.

| confirm that my name is on the account provided,

Signaturas

Payesls Signature Date (mmiddiyyyy)

W C Seclts 03/02/207

Joint Account Holder's Signature (reqdired if joint account) Date (mm/ddiyyyy)
Epple E ezl 03/02/2023

Pre-notification

Please be sure the
Information on this
form is accurate and
complete.

Altach a voided
personal check in the
space provided,

NOTE: When a volded ||
check is provided, we |’

will use the Bank

Account Number, and |
ABA Routing Number |

displayed on the
check, rather than
anything written
above,

Paga 1 of 2

If EFT Is avallable at your financial IngtitGtion, processing this authorized form will cause your
benefit payment to be transmitted via EFT provided ali information |s complete, accyrate and
received by Aeina in sufficlent time to process your request.

If you use an institution that is not a bank, it must be able to accept payments by EFT. If it
cannat, EFT will nat be available.

rAE A

LA N S - I R BRI Wil W Gt s A




Maryland's Largest School District MCPS Form 455-22R
............................................... September 2022

MONTGOMERY COUNTY PUBLIC SCHOOLS Page 1 of 2

Retiree Benefit Plan Enroliment
FOR NEW RETIREES ONLY

Employee and Retiree Service Center {ERSC)
MONTGOMERY COUNTY PUBLIC SCHOOLS
45 West Gude Dyive, Suite 1200 » Rockville, Maryland 20850

INSTRUCTIONS - % ooe

All new retirees must make a selection in each category. Complete, sign electronically or manually on both sides of this form, and return to
the Employee and Retiree Service Center (ERSC). You may fax the signed form to 301-279-3651 or 301-279-3642, or email a PDF of the
signed form to ERSC@mcpsmd.org. This form must be signed at the bottom of pages 1 and 2. Please do not mall copies to ERSC once you have
faxed or emailed the enrofiment form. A confirmation of your requested change(sy will be sent to you. Unsigned forms will be returned to you
and become your responsibility to resubmit to ERSC by the appropriate deadline.

SECTION 1: RETIREE INFORMATION-—PIease print. lf your -address has changed please submlt MCPS Form 445-1B, Change in Personal lnform_atfon

Name Lemon € Barly Employee 1D# 123453 SSN# 6 78 9
tast 4 digits

Address: Street 120 East Baltimore Street City Baltjmore State M 7ip21202

Home Phone 410 - 625 - 5555 £mail ERSC@MCPSMD.ORG Retiree Date of Birth 08 s 14 , 57

Retirement Date 7 _/ 1| / 23 (new and existing retirees) Spouse Date of Birth _2 s 1t ;s 57
SECTION Ii: RETIREE ENROLLMENT INFORMATION I~

3 Continuation of benefits in retirement-—effective with retirement date.
Please complete MCPS Form 455-4, Requeest for Refund of MCPS Prepaid Benelits.

@ Continuation of benefits in retirement—effective October 1 (for 10-month employees retiring in July, August, or September)

1 Transfer to active spouse MCPS plan, ID#, _ (must include MCPS Form 455-20, Employee Benefit Plan Enroliment)

3 | cancel/decline all benefit pian enrollment effective / / {Date of cancellation must adhere to deadline rules in RBS)—
skip to SECTION VI, LIFE INSURANCE OPTION
SECTION il1: RETIREE LEVEL OF HEALTH COVERAGE .0
L individuat
@ Two-Party
0 Family
SECTION IV: RETIREE BENEFIT PLAN ENROLLMENT INFORMATION—You must make a selection in each tategory A-D. Please consuit the Retiree -
Benefit Summary for benefit plan enrcliment gualifications. Medicare-eligible retirees (and their eliglble dependents) must enroll In Medicare
Parts A and B to continue coverage with MCPS. if you enroll in a private Medicare Part D plan, all MCP3 prescription coverage will be cancelled.

CATEGORY A (Medical Plans)— CATEGORY B (Prescription Drug Plans)—Please select one

PLEASE SELECT ONE (1) OF THE FOLLOWING OPTIONS " [ Caremark (avaiiab_le to ail‘non-Me_dicare»gtig%ble retirees except Kaiser

HMO members) (1 Option A | Option B

HEALTH MAINTENANCE ORGANIZATION (HMO) PLANS D SilverScript/Caremark Part D plan for Medicare-efigible participants
@ Cigna Open Access Plus in-Network (QAPIN) (avaifable to ages 65 + only) {3 Option A (1 Option B

[ Kaiser Permanente HMG 2 Kaiser (only available to Kaiser BMO members)

OPEN POINT-OF-SERVICE (POS) PLANS' 0 | decline prescription drug coverage

O Cigna Open Access Plus (OAF)

CATEGORY C tal P1 —PI 1
INDEMNITY /MEDICARE SUPPLEMENTAL PLANS E;JAZ :;)-R p iD-el:J :i 'Zmz) e?se'se elf:’gne
1 Cigna Indemnity/Medicare Supplemental Plan arefirst Preferred Provider Organization (PPO)
2 | decline medical coverage 0 Aetna Dental Maintenance Organization (DMO)
(Benedfit plan participant must reside in a DMO service area.}

*When a retiree or dependent becomes Medicare-eligitle, this health plan does | (1) § decline dental coverage

not coordinale with Medicare. Al the time of Medicare Part B envoliment, a plan
change will be required. When no plan change is submitted, coverage will default | CATEGORY D (Vislon Plan)—Please sefect one

{0 the Indemnity/Medicare Supplemental Plan. & Davis Vision (provided through CareFirst)
Q | decline vision coverage

SIGNATURE REQUIRED ON PAGES 1 AND 2

| understand that my electronic submxw, and my electronic signature, are intended fo be, constitute, and are equivalent to my personal signature.

Signature Date _3_j 2 j 23




MCPS Form 455-22R
Page 2 of 2

SECTION V: COVERED PARTICIPANTS—To envoll of drop dependent(s).

Date of Envoll/
First Name Last Name Ml Social Security # Birth Sex Drop
Spouse Apple Early B 987-65-4321 2/11/1957 | F &/
Child a/a
Chitd m/a
FOR ADDITIONAL COVERED DEPENDENTS PI.EASE ATI’ACH A SEPARATE SHEET OF PAPER.

SECTION VI: BASIC TERM LIFE INSURANCE

@ Continue at retirement (Complete section VI and list all beneﬁcuafses)
A 1 cancel/decline Basic Term Life insurance {You may not |eenr0EI once ||fe insurance is cancelled )
SECTION VII: LIFE INSURANCE BENEFICIARY DESIGNATION ' [ P e

» Benefits shall be divided equally among primary beneficiaries (or (.Ol‘lt%l'lgel\T. beneﬂuanes), unless otherwise stated.
» The contingent beneficiary(ies) shall be entitled to life insurance benefits in the event there is no surviving primary beneficiary.
» i designating a Trust as a beneficiary, please provide a copy of the title, trustee, address, and signature pages of the Trust.

Please check Primary or Contingent for each designated beneficiary. #f neither box is checked, the named beneficiary will be deemed as
a primary beneficiary.

1 No change

W Primary

Name Apple B Early

Address 120 East Baltimore Street, Baltimore, MD 21202

Share 100 % Relationship Spouse

Q Primary A Contingent
Name Orance Early

Address 6131 Richmond Street, Rockville, MID 20850

Share .. 30 % Relationship Sqn

J Primary 4 Contingent
Name Pear Late

Address 45 W Gude Dr. Rockville, MD 20850

Share . 50 % Relationship Daughter

U Primary [ Contingent

Name

Address

Share % Relationship
FOR ADDITIONAL BENEFICIARIES PLEASE A1TACH A SEPARATE SHEET OF PAPER

SIGNATURE REQUIRED ON PAGES 1 AND 2 SR R TR D, : o
t understand Wb ission of this fgrm, and my e!ectromc signature, are intended Lo be, constitute, and are equivalent to my personal fngnature

Signature Date _ 3/ 2 ( 23




MONTGOMERY COUNTY PUBLIC SCHOOLS

Expanding Opportunity and Unleashing Potential

EMPLOYEE AND RETIREE SERVICE CENTER

MCPS Form 480-4G: Notice of Termination/Retirement (Complete online)

Complete this online MCPS Google form affer you have submitted your retirement
forms packet to the Employee and Retiree Service Center (ERSC).

To complete Form 480-4G Notice of Retirement/Termination (Separation) go to
the MCPS Office of Human Resources and Development (OHRD) careers page:
hitps://www.montgomeryschoolsmd.org/departments/careers/

1. Go to: For Current Employees.
2. Click on the "How to Terminate Your Employment' link.

3. Complete the applicable online form for your job classification.

This electronic form can also be located on the ERSC webpage at the following
link: '
https://ww2.montgomervschoolsmd.orngepal'tments/forms/detail.asnx?formIDﬂS 1
8& formNumber=480-4

e Cndte Drive. . Suite 1200 Rockville, Maryland 20850 Phone 301-517-8100 Email ersc@mcpsmd.org
Fax 301-279-3642 OR 301-279-3651 montgometyschoolsmd.org/dapartments/ersc/




Application for Lump Sum (De minimis)

MCPS Retirement Distribution MCPS Form 455-26

Employee and Retiree Service Center April 2014

MONTGOMERY COQUNTY PUBLIC SCHOOLS
45 West Gude Drive, Suite 1200, Rockville, Maryland 20850

INSTRUCTIONS: Complete this form 30 days prior to effective date of retirement, and return to the Employee and
Retiree Service Center.

RETIREMENT TYPE: [X] Normal or Early Retirement  {_] Disabllity Retirement—Ordinary [ Disability Retirement—Aaccidental

NAME (PLEASE PRINT) EFFECTIVE DATE OF RETIREMENT 07 /01 7 20_23
pirst | LEMON mi_C. Last EARLY

EMPLOVEE ID NUMBER: 0000 12 3 4 5 5ociAL SECURITY NUMBER Last 4 digits © 7 8 9

Home Phone 410 625 5555 g ail Address ERSC@MCPSMD.ORG

Payment Distribution Option: | acknowledge that | have read the Rollover Options Notice, and | understand the tax
consequences of my distributlon and etect the following:

[1 1. Pay my entire distribution to me, { understand that the taxable portion wilt be subject to the mandatory 209% federal
income tax and if applicable, any state tax withholding.

(R 2, Rollover to a Traditional IRA

L1 3. Rollover te a Roth IRA. | understand that the taxable portion of this distribution will be taxable income, and | voluntarily
request Aetna withholds § in federal taxes and § .

[[] 4. Rollover to a Qualified Retirement Plan
Please complete the financlal Institutlon rollever information:

Direct my ellgible roliover distribution to; B/ERA (3 Roth IRA [ Qualified Plan
VANDELAY INDUSTRIES

Account 4 325678
address 123 MAIN STREET

NEW YORK, NY 10022

Attention. GEORGE COSTANZA

Name of the Financlal institution

REQUIRED CERTIFICATION

Under penalty of perjury, | hereby certify that all the information is correct. | acknowledge that | have read the Rollover Options
Notfce and have been advised of the tax consequences of my distribution and that under current law, | have 30 days in which to
make this election. | hereby waive my right to the 30-day election perlod and request that my dlstribution be processed as soon as
possible in the manner | have elected, ‘

1 understand that my electronic submisston of this form, and my electronic signature, are intended to | Date
be, canstitute, and are equivalent to my personal signalure

Employee Signature ”{W on C / - /: / 03/02/2023




Maryland's Largest School District MCPS Form 455-4

MONTGOMERY COUNTY PUBLIC SCHOOLS September 2022

Request for Refund of
MCPS Prepaid Benefits

Employee and Retiree Service Center
MONTGOMERY COUNTY PUBLIC SCHOOLS
Rockville, Maryland 20850

Please complete and submit this form to ERSC at ersc@mcpsmd.org

Name (please print) Lemon C Barly

Employee ID#_ 12345

Address 120 East Baltimove Street, Baltimore, MD 21202

Email Address ERSCmepsmd.org

Phone _410 - 625 - 5358

Retirement Date _7 /| /2023
As a 10-month MCPS employee, | understand that my benefit premiums are paid over 20 payroll periods.

Retiring 10-month employees may complete this form to request a refund of prepaid employee benefit premiums for
coverage beyond your retirement date. Please select one of the following opticns:

& A refund of prepaid benefits back to January 1 of the calendar year in which you retire,

L A refund of prepaid benefits for the entire fiscal year in which you retire. Please note: This will resuldt in an adjusted
W-2 for the prior calendar year. This is because premiums paid within the fiscal year impact two calendar years.

P ———

Printed Name Lemon C Early

Signature %@MW C Z@b% Date _3 / 2 /2023




............................................... MCPS Form 445-1B

MONTGOMERY COUNTY PUBLIC SCHOOLS January 2023

Change in Personal Information
for MCPS Retirees and Former Employees

MONTGOMERY
:ﬁg&: Employee and Retiree Service Center (ERSC)
Maryland MONTGOMERY COUNTY PUBLIC SCHOOLS
CLEAR FORM 45 West Gude Drive, Suite 1200, Rockville, Maryland 20850

INSTRUCTIONS (Please type or print)

Use this form to change or correct your name, title, date of birth, address, and/or Social Security number (only after receipt of your
new official Social Security card). Complete this form, sign, and return it to the Employee and Retiree Service Center (ERSC). You may
fax the form to 301-279-3642/301-279-3651 or email an electronically signed Adobe PDF file to ERSC@mcpsmd.org

1. You must complete ALL sections in the first box.

2. You must go (in person) to your local Social Security Administration office to complete the required form to change your Social
Security records. Requested name changes will only be processed as they appear on your Social Security card.

3. You will need to contact Aetna and the Maryland State Retirement Agency directly to update your address with these organizations.

4. If you are an MCPS retiree who is working in a substitute or temporary assignment, you must visit the Employee Self-Service (ESS)
web page at montgomeryschoolsmd.org/departments/ersc/employees/employee-self-service/ and click on My address change to
update your address with MCPS for payroll purposes.

5. If you are an MCPS retiree who is working in a substitute or temporary assignment, you must complete a new W-4 if you change
marital status and/or number of exemptions for income tax withholding purposes. All W-4 changes are made online. To access the
online form, visit the ESS web page and click on My W-4 under the green My Pay banner.

EMPLOYEE INFORMATION

Name: Early,LemonC
Last, First, Middle

Effective date of change _07/ 01/ 2023 Employee ID # 12345  or Social Security # 1 2 3.45.6 7 829

(1 CORRECT DATE OF BIRTH TO: / / Attach copy of birth certificate or valid driver’s license.
— CHANGETITLETO: 1 =Miss 2=Ms. 3=Mrs. 4=Mr. 5=Dr.

(1 CHANGE NAME TO (Type or print former name above. If name changed by court order, attach copy of order
e.g., marriage certificate, divorce decree):

Last, First, Middle
J CHANGE SOCIAL SECURITYNUMBERTO: __ _ - . Attach copy of Social Security card
(1 CHANGE EMAIL ADDRESS TO:
CHANGE ADDRESS/PHONE
From:

120EastBaltimoreStreet
Street Apt. #

Baltimore MD 2102 410 - 655 - 5555
City State ZIP Code Phone #

To:

45W GudeDr
Street Apt. #

Rockville MD 20850 301 - 517 . 8100
City State ZIP Code Phone #

Maryland County

SIGNATURE
Employee Name: (please print) LemonC Early

| understand that my electronic submission of this form and my electronic signature are intended to be, constitute, and are equivalent to my personal signature.

Employee Signature: szwm c (‘E/L/fr/ Date _3 /_2 /2023
J



www.montgomeryschoolsmd.org/departments/ersc/employees/employee-self-service/
www.montgomeryschoolsmd.org/departments/ersc/employees/employee-self-service/

Maryland’s Largest School District MCPS Form 455-28

MONTGOMERY COUNTY PUBLIC SCHOOLS January 2021

MCPS Retirement
§403(b) Leave Payout Contribution Agreement

Assoclate Superintendent of Finance, Division of Investments
MONTGOMERY COUNTY PUBLIC SCHOOLS (MCPS)
Rockville, Maryland 20850

LEMON EARLY

First Name Last Name

MCPS Employee ID(require!d)'1 2 3 4 56 RetirementDate _( 142023

410 625 5555

Work Phone - -

Home Phone

Union Affiliatlon: Q MCAAP/MCBOA Q MCEA Q SEWU

Internal Revenue Service contributlon limits for 2021:
Standard lmit of $19,500. Age 50 catch-up of an addltional $6,500,

| am eliglble to contribute (based on IRS #imits): §__

Less YTD 403(b) contributions: $__ X | elect to contribute up to the maximum allowed.
Estimated amount eligible to contribute; $___ 0.00 Qielecttocontribute $_

Value of my earned unused leave: $___

Important notice: If you return to work for MCPS In ANY CAPACITY and are under age 592 you become Ineligible for a
distribution based on separation of service regardless of whether or not you are receiving a pension benefit,

N 1il-Agrecment and Signatur

{ elect to contribute a portion of my earned unused leave to my MCPS Fidelity 403 (b) account and hereby direct MCPS to reduce my leave
payout by the amount elected in Section If. MCPS will remit my leave payout contribution to my 403(b) account at Fidelity Investments.
Please visit www.NetBenefits.com/meps to register and log in to your account.

| understand and agree that:
* Incomplete forms will be returned to me via Pony;
¢ This agreement must be submitted with my retirement forms 30 days prior to my retirement date;

* This agreement Is binding and rrevocable with respect to amounts paid or made available while this agreement Is in effect unless |
submit a revised form to the retirement team at Employee and Retlree Services Center (ERSC) at feast 2 weeks prior to my retirement;

This agreement shall remain In effect for the duration of my employment with MCPS or until changed or terminated by me or MCPS
in accordance with the procedures outlined in the Plan document;

| am responsible for performing, or having performed on my behail, the calculations to determine my maximum contribution
amount, and;

By signing this 403(b) Leave Payout Agreement, | certify that my salary reduction contributions, Inctuding the amount of my
estimated leave payout, do not exceed 88% of the approved leave payout up to the maximum annual contribution fimits of

Sectfons 415(c)(1), 403(g), gnd 414({v) of the Internal Revenue Cgde.
%9 03, 02 ,2023

Employee Signature___~ an Today’s Date_ " / s

For answers to Leave Payout questions, please ﬁ 403(b)/457(b} Leave Payout FAQs,
also avalilable under Tools & Resources at www.NetBenefits.com/mcps.

Completed form should be delivered to:
MCPS/ERSC
Attn: Retirement Team
45 West Gude Drive, Suite 1200, Rockvilie, MD 20850

As a plan participant, you are solely responsible for the review and selection of any and of!
plan investment options. You must review investment cholces offered by the MCPS plans carelully
before making any investment decisfons. Neither MCPS nor any of Its employees
has any liability or responsibility for investment options that you select.

|nitials:

Date Input:

ENE R S e =t e s s




...............................................

Maryland’s Largest School District MCPS Form 455-29

MONTGOMERY COUNTY PUBLIC SCHOOLS February 2021

MCPS Retirement
§457(b) Leave Payout Contribution Agreement

Assoclate Superintendent of Finance, Division of Investments
MONTGOMERY COUNTY PUBLIC SCHOOLS (MCPS)
Rockville, Maryland 20850

EARLY

First Name LEMON Last Name
MCPS Employee D {required) 1__?:__ E_ i __5_5_ Retirement [>ate 07 / 01 ;'2023

410 625 5555 Work Phone .

Home Phone

Unlon Affiliation: 0O MCAAP/MCBOA 0OYMCEA (O SEIU

Internal Revenue Service contribution llmits for 20273:
Standard limlt of $19,500. Age 50 catch-up of an additlanal §6,500.

{ am eligible to contribute (based on IRS limits):  §

Less YTD 457(b) contributions: 3 ¥ | elect to contribute up to the maximum altowed.
Estimated amount eligible to contribute: $ 0.00 Q1 elect to contribute $
Value of my earned unused leave: 3

Important notice: The 457(b) plan permits distributlons based on separation of service or age 59, If you return to work for
MCPS In ANY CAPACITY you become ineligible for a distribution based on separation of service regardless of whether or not
you are recelving a pension beneflt,

(SECTION i

Agreement and Signatuire

| elect to contribute a portlon of my earned unused (eave to my MCPS Fidelity 457(h) account and hereby direct MCPS to reduce my leave
payout by the amount elected in Section 1l. MCPS will remit my leave payout contribution to my 457{b) account at Fidelity investments.
Please visit www.NetBenefits.com/meps to register and log in to your account,

{ understand and agree that;

+ Incomplete forms will be returned to me via Pony;
+ This agreement must be submitted with my retirement forms 30 days prior to my retirement date;

+ This agreement is bindlng and irrevacable with respect to amounts pald or made avaitable while this agreement is in effect unless |
submit a revised form to the retirement team at Employee and Retiree Services Center (ERSC) at least 2 weeks prior to my retirement;

This agreement shall remaln in effect for the duration of my employment with MCPS or until changed or terminated by me or MCPS
In accordance with the procedures outlined in the Plan document;

+ | am responsible for performing, or having performed on my behalf, the calculations to determine my maximum contribution
amount, and;

+ By signing this 457(b) Leave Payout Agreement, | certify that my salary deferral contributions, including the amount of my estimated
leave payout, do not exceed 88% of the approved leave payout up to the maximum annual contribution fimits of Sections 457(b)

and 414(v) of the Internai Bevente Code.
Employee Signature ﬁi 121 (. C M Today's Date 03,02 ,2023

For answers to Leave Payout questions, plea,se»sé 403(b)/457(b) Leave Payout FAQs,
also avallable under Yools & Resources at wwnNetBeneflts.com/meps.

Completed form should he dellvered to:
MCPS/ERSC ¢
Attn: Retirement Team ) Initials:
45 West Gude Drive, Sulte 1200, Rockviile, MD 2085 - i

As a plan participant, you are solely responsible for the review and selection of any and alf
plan investment options. You must review investment choices offered by the MCPS plans carefully
before making any Investment declsions. Neither MCPS nor any of its employees
has any liability or responsibllity for investment options that you select,

Date Input: / /
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