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I  
 hereby apply for retirement benefits from the CITY OF SAN JOSE        FORMCHECKBOX 
 FEDERATED      or        FORMCHECKBOX 
 POLICE/FIRE   RETIREMENT PLAN to become effective on  
.

The type of Retirement I am applying for is (check one):

	
 FORMCHECKBOX 
    Service
 
	
 FORMCHECKBOX 
    Disability  (Service -Connected) **

	
 FORMCHECKBOX 
    Deferred Vested
	
 FORMCHECKBOX 
    Disability  (Non-Service Connected) **


APPLICANT INFORMATION:   

	home address:

     
	social security#:

     

	city, state  zip code:

     
	employee id :

     

	home phone:

     
	date of birth:

     

	work phone:

     
	age at retirement:

     

	home email address:

     
	total years of service:

     

	department:     
supervisor:

     
	date of any divorce (s)/dissolution of partnership(s) that occurred during your city employment  (Do not leave blank. if none, write “none”):       

	classification:

     
	Enrolled in Deferred Compensation ?

     

	Do you have any of the following voluntary insurances from Allstate:       
	 FORMCHECKBOX 
  Critical Illness    FORMCHECKBOX 
  Accidental Death

 FORMCHECKBOX 
  Cancer Policy


 FORMCHECKBOX 
 SPOUSE  or   FORMCHECKBOX 
 CERTIFIED DOMESTIC PARTNER INFORMATION:

	 name:  

     
	date of birth:  
age:  

     
     

	social security#:  

     
	date of marriage/certification:  

     


DEPENDENT INFORMATION:  (Please list children under age 24. For children age 18 or older, you must submit proof of full time student status) 

	      Name   
	      SSN  
	       Date of Birth      
	    Relationship               
	    Legal Dependent of Retiree?

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Retiree’s Signature :
              
Date: 

Spouse/Domestic Partner’s Signature: 
        
Date: 

** NOTE:  If your are applying for a disability retirement, you must complete the next page.

(OFFICE USE ONLY:  ANALYST:        
 AGENDA DATE:       
 SCD PENDING:      )

INFORMATION AND FORM RESOURCE:
www.sjretirement.com
RECIPROCITY:  

COMPLETE THE FOLLOWING IF YOU ARE A MEMBER OF ANOTHER CALIFORNIA PUBLIC RETIREMENT SYSTEM  AND YOU HAVE/ARE CLAIMING RECIPROCITY.  NOTE:  YOU MUST RETIRE CONCURRENTLY TO QUALIFY FOR RECIPROCAL BENEFITS.

	Name of System
	Dates of Service Credited
	Date of Retirement at reciprocal system

	     

	     
	     


  -----   DISABILITY RETIREMENT APPLICANTS ONLY   -----

CONSENT TO RELEASE INFORMATION

I request that the Retirement Plan make such investigation as it may deem necessary to establish the facts in my case. My personal physician, your Medical Director, and all other persons having knowledge of pertinent facts are hereby authorized to disclose them to you or to your agents for the purpose of establishing the kind and degree of my disability.  I hereby also specifically consent to the release of any and all alcohol, drug abuse, or psychiatric treatment records under the same conditions as outlined above.  

I understand my responsibility to the Retirement Plan in regard to engaging in a gainful occupation and the need to report all income from such occupation until I attain age 55 (Federated Retirement Plan) or until service plus retirement equal 20 years (Police and Fire Retirement Plan). 

(Please attach all independent medical reports)

	MY DISABILITY IS:
     

	OCCURRED ON:
     


Attorney's Name representing you for retirement*:        


Address:       


Phone number:       

* Disability informational packet will be sent to the attorney listed above.

  Retiree’s Name (please print):
                                                        
   
RET 100








