
    

   
   Deferred Compensation 
New Account / Change Form 

If you are opening a new account, you must contact one of the active providers listed in Section 3 to establish an account for this form to be valid.  If you are making a 
name or address change, notify your provider of the change also.   

Please mark all boxes 
that apply: 

❑ Name Change 

❑ Address Change 

❑ New Account 
 Please complete all 

sections except 6 

 ❑ Change to Existing Account 
 Please complete sections 1, 7 and 

the applicable section(s) you are 
changing 

 ❑ Transfer 
  For transfer to new account, please complete 

all sections.  For  transfer to existing account, 
please complete sections 1, 6, and 7 

 

1. Name & Social Security Number 
Name   Social Security Number   

 Last Name, First Name     
 

2. Address & Telephone 
Address  Date of Birth  / / 19  

City  State  Zip Code  Department   

Telephone No.     (home) (               ) (work) (               )  
 
 

3. Active Investment Provider Selection (Active providers are the three companies listed here who are approved to open new 457 & 401(a) accounts) 

   ❑  457 & 401(a)    ❑  401(a) only 

 

Choose an active provider: 

 ING ❑ 

 AXA/Equitable of the U.S. ❑ 

 VALIC ❑ 

 

• If you are opening a new 457 account, the same provider must be used for your 
401(a) account  

• If you are contributing to more than one active 457 provider, indicate which 
one is to open your 401(a) account ____________________________ 

• If you are contributing to an inactive provider and are opening a 401(a) 
account, choose only one provider  (Inactive providers are providers approved in the 
past who are no longer eligible to open new Deferred Compensation accounts.) 

 

 

 
4. 457 Payroll Deduction 
 
 ❑  Start Deductions  ❑  Change Deductions   ❑  Stop Deductions  ❑  Reinstate  
 Effective Date:    Effective Date:    Effective Date:    Effective Date:    

 Deduct $  
Semi-
monthly  Deduct $  Semi-monthly      Deduct $  

Semi-
monthly  

 
Company 

Name:    
Company 

Name:    
Company 

Name:    
Company 

Name:    

Are you using the three-year catch-up provision?        ❑ Yes     ❑ No  (If yes, please contact Human Resources regarding the catch-up worksheet.) 

I understand that increases and reinstatements will be made the first paycheck following the effective date of the open enrollment period 
and that decreases and terminations require no less than 30 days notice.  I also understand that upon termination of deductions, deferred 
compensation payments will only be made in accordance with the Plan. 

Complete only if you have chosen to send your contributions to more than one investment provider.  (Each participant is limited to participation with 2 
companies at any given time.) 

1)  ,  ,    $  

2) 

Investment Provider

, 

Account Number, if known

,    $

Amount to Send

 Investment Provider Account Number, if known  Amount to Send



Revised:    5/22/2003 Form DC-8 
 

5. Beneficiary Designation 
Please complete all sections for each beneficiary.   Please indicate “P” for primary and “S” for secondary (contingent). Indicate what percentage 
each beneficiary is to receive.  Also, circle “457,” “401(a),” or “both.” 

P/S 457 
401(a) Name and Relationship % Social Security # & 

Telephone # Address 

 457    401(a)     

 both     

 457    401(a)     

 both     

 457    401(a)     

 both     

 457    401(a)     

 both     
 *Attach additional page if necessary 

6. Transfers to Another Provider 
 Complete this section if you want to transfer your future contributions, your account balance, or both to another provider  

• If you are transferring to a new account, you must complete the receiving provider’s paperwork 
• If you are contributing to an active provider your 401(a) must be held by that provider 

 Balance Transfers   Please indicate if you are transferring your (check one box only): ❑  457 only ❑  457 & 401(a) ❑  401(a) only  

 ❑  Close my account with   and transfer my total balance to    
  Provider Name  Provider Name   
 
 Contribution Transfers  (If you are changing your contribution amount, please complete section 4)  

 ❑  Stop my contributions to   and send them to    
  Provider Name  Provider Name   
 

7. Participant’s Signature  
I understand and agree to the terms and conditions of the Polk County Deferred Compensation Program.  I have access to the Summary Plan Documents on 
file in the Human Resources Department. 

     

 
Signature  Date

 

8. Representative’s Signature (for provider use only) 
 I certify that I am an authorized representative of  and that the participant is establishing a  

Provider Name

 457 account and/or 401(a) account to be invested in the   currently offered by Polk County. 
Product Name

       

 
Signature  Date 

(          ) 
 Representative #

 
 Name (please print)  Telephone    

9. Approved By  

     
 Polk County Deferred Compensation Committee  Date  

 Please return this form to: 
 Polk County Human Resources 
 111 Court Avenue, Suite 390 
 Des Moines, IA  50309 
 

 HUMAN RESOURCES USE ONLY Requested annual deferral amount:   

Date Received:  Employee Eligible for 457? ❑ Yes     ❑ No Employee Eligible for 401(a)? ❑ Yes     ❑ No 
 


