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Louisiana State Employees' Retirement System
P.0. Box 44213, Baton Rouge, LA 70804-4213 « 225-922-0600 - Toll-Free 1-800-256-3000

Refund of Accumulated Contributions (Option 1)

www.lasersonline.org DO NOT FAX FORM
PRINT OR TYPE ALL INFORMATION Today's Date
Member's First Name Middle Last MM/DD/YYYY) Social Security Number

IMPORTANT: Complete the entire form. Follow the specific instructions for each section. Please print or type all information.

SECTION 1: APPLICATION INSTRUCTIONS

Please read the "Special Tax Notice Regarding Plan Payments" which explains important tax information, options and effects of this
transaction. This refund will be issued in accordance with La. R.S. 11:537 (A) (B) (C). | hereby make application for a refund of my
accumulated contributions. | certify that | have left all state employment and that | am no longer eligible to be a member of LASERS. |
also certify that | am not transferring from one state agency to another, or from one division to another within the same agency. | also
understand that a refund cannot be issued until the retirement contributions in my behalf have been submitted by my employing agency,
and | have remained out of state service for at least 30 days. | also understand that my contributions may be paid to me in one or more
checks. | understand that most refunds are issued approximately 90 days from the date all necessary documents are received by
LASERS. | hereby waive and relinquish for myself, my heirs, and my assigns, all accrued rights to the System. | understand that all rights
and creditable service are forfeited by acceptance of said refund and that | will not be eligible for any benefit. | further understand that in
order to reestablish the forfeited creditable service, | must be employed in state service, be a contributing member of the System for at
least 18 months, and then repay the refund plus interest as established by law. | understand that if | refund my contributions and return
to work in a LASERS eligible position on or after 07/01/06, | will be considered a newly hired employee under the provisions of La. R.S.
11:441(A)(2) for retirement eligibility. Failure to complete both of the following sections will stop the refund process.

SECTION 2: SELECTION OF DISTRIBUTION OPTION (SEE REVERSE SIDE FOR OPTION 2)
OPTION 1 Contributions to be refunded to member:
D | elect Option 1 and understand that 20% federal income taxes will be withheld on the taxable portion of my refund. Tax information will also be supplied to the IRS.
Mailing Address for Check. If a different address is needed for the mailing of your Form 1099-R, please notify LASERS in writing.

Name
Mailing Address
City, State, ZIP

SECTION 3: MEMBER CERTIFICATION (ORIGINAL SIGNATURES REQUIRED)

D | have attached a copy of my Social Security card (check will be issued to the name on the Social Security card according to IRS: 98-72) before | return
this form to my most recent employing state agency for certification. | hereby acknowledge receipt of the attached multi-page document, "Special Tax
Notice Regarding Plan Payments," which explains important tax information, options and effects of this transaction. | also acknowledge that | have
read and understand both sides of this document.

Daytime Area Code and Telephone Number Evening Area Code and Telephone Number ~ E-mail Address Date (MM/DD/YYYY)

Member's Signature Spouse's Signature (Signifying spouse's approval)

X

SECTION 4: AGENCY CERTIFICATION - CERTIFIED TRUE AND CORRECT (ORIGINAL SIGNATURES REQUIRED)

Signature of Appointing Authority or Personnel Officer Date (MM/DD/YYYY) Daytime Area Code and Telephone Number

Title Agency Name

Member Birthdate Member Employment Date Termination/Separation Date (Post-Date Not Accepted) Month (MM) Year (YYYY)
(MM/DD/YYYY) (MM/DD/YYYY) (MM/DD/YYYY)

Final contributions will be reported
on which monthly report?

Will there be a credit taken at that time? ~ |__] YES [ no
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Louisiana State Employees' Retirement System
P.0. Box 44213, Baton Rouge, LA 70804-4213 « 225-922-0600 - Toll-Free 1-800-256-3000

Refund of Accumulated Contributions (Option 2)

www.lasersonline.org DO NOT FAX FORM
PRINT OR TYPE ALL INFORMATION Today's Date

Member's First Name Middle Last (MM/DD/YYYY) Social Security Number

IMPORTANT: Complete the entire form. Follow the specific instructions for each section. Please print or type all information.

SECTION 1: APPLICATION INSTRUCTIONS

Please read the "Special Tax Notice Regarding Plan Payments" which explains important tax information, options and effects of this transaction. This
refund will be in accordance with La. R.S. 11:537 (A) (B) (C). | hereby make application for a refund of my accumulated contributions. | certify that |
have left all state employment and that | am no longer eligible to be a member of LASERS. | also certify that | am not transferring from one state
agency to another, or from one division to another within the same agency. | also understand that a refund cannot be issued until the retirement
contributions in my behalf have been submitted by my employing agency, and | have remained out of state service for at least 30 days. | also
understand that my contributions may be paid to me in one or more checks. | understand that most refunds are issued approximately 90 days from
the date all necessary documents are received by LASERS. | hereby waive and relinquish for myself, my heirs, and my assigns, all accrued rights to
the System. | understand that all rights and creditable service are forfeited by acceptance of said refund and that | will not be eligible for any benefit. |
further understand that in order to reestablish the forfeited creditable service, | must be employed in state service, be a contributing member of the
System for at least 18 months, and then repay the refund plus interest as established by law. | understand that if | refund my contributions and return to
work in a LASERS eligible position on or after 07/01/06, | will be considered a newly hired employee under the provisions of La. R.S. 11:441(A)(2) for
retirement eligibility.

SECTION 2: SELECTION OF DISTRIBUTION OPTION Roliover of sheltered contribution (SEE REVERSE SIDE FOR OPTION 1)

TIO|NZ Rollokver ofsﬂglgeggd conltl'ribution}.; financial instituti dbel I:‘ I am attaching the acceptance form/letter from the receiving institution
| elect to make a qualified direct rollover to the financial institution named below. which includes the type of account | am rolling over to and a signature
of the successor custodian. FAILURE TO ATTACH FORM 2-1A

(Unsheltered contributions will be refunded to the member.) AUTHORIZATION FOR DIRECT ROLLOVER WILL DELAY ROLLOVER.
Contact Name Check payable
Telephone # to (Institution
Extension # Name)
Fax # Mailing Address
City, State, ZIP
Account #

SECTION 3: MEMBER'S MAILING INFORMATION

Name If a different address is needed for the mailing of your Form
Mailing Address 1099-R, please notify LASERS in writing.
City, State, ZIP

SECTION 4: MEMBER CERTIFICATION (ORIGINAL SIGNATURES REQUIRED)

|:| | have attached a copy of my Social Security card (check will be issued to the name on the Social Security card according to IRS: 98-72) before |
return this form to my most recent employing state agency for certification. | hereby acknowledge receipt of the attached multi-page document,
"Special Tax Notice Regarding Plan Payments," that explains important tax information, options and effects of this transaction. | also acknowledge
that | have read and understand both sides of this document.

Daytime Area Code and Telephone Number  Evening Area Code and Telephone Number ~ E-mail Address Date (MM/DD/YYYY)

Member's Signature Spouse's Signature (Signifying spouse's approval)

X

SECTION 5: AGENCY CERTIFICATION - CERTIFIED TRUE AND CORRECT (ORIGINAL SIGNATURES REQUIRED)

Signature of Appointing Authority or Personnel Officer Date (MM/DD/YYYY) Daytime Area Code and Telephone Number
Title Agency Name
Member Birthdate Member Employment Date Termination/Separation Date (Post-Date Not Accepted) Month (MM)  Year (YYYY)
(MM/DD/YYYY) (MM/DD/YYYY) (MM/DD/YYYY) Final contributions will be reported ‘ ‘ ‘
on which monthly report?

Will there be a credit taken at that time? I:‘ YES |:| NO
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