
• Member Information Form8324205 ~ COWRADOColorado Public Employees' Retirement Association 
PO Box 5800, Denver, Colorado 8021 7·5800 ~"' PERA~ 
303-832-9550 or 1-800-759-PERA (7372) 
www.copera.org 

Read the reverse side before completing this form. Type or print in black ink, and sign below. Please do not send photocopies of this form or 
staple, tape, or glue items to it. If you are a new member, give the form to your personnel office to send to PERA. If you are changing 
information PERA has on file, send it to PERA and provide your employer with a copy. Changes made on this form take effect upon receipt of 
completed form at PERA. Do not complete this form if you are a PERA retiree or need to change your PERA-sponsored life insurance or 401 (k) 
beneficiaries (see Members Changing Information on reverse). 

SSN lID - OJ - D:IIl 

last Name Former Name 

l:l Male Home Work 
Birthdate _ Sex: l:l Female Telephone ......( __-'-­ _ Telephone .....( __'--'­ _ 

Month/Day/Year 

Mailing Address _ 
Street, Route, or Box Number, and Apt. Number City State ZIP Code 

Spouse _ Spouse's Birthdate __-'- _ 
last Name First Name Middle Name Month/Day/Year 

Named Beneficiary of Your PERA Account: If you die and no monthly benefits are payable, a lump-sum payment will be made to your 
named beneficiary(ies) or contingent beneficiary if your named beneficiary predeceases you. If none are designated or your named 
beneficiaries and contingent beneficiary are deceased, payment will be made to your estate. No law shall apply to automatically revoke a 
spouse's designation as a named beneficiary upon your divorce, annulment, or any dissolution or declaration of invalidity of your marriage. 
Completion ofthis form is the only method of changing or revoking a prior beneficiary designation. For additional beneficiaries, enclose a list of 
their names, relationships, Social Security numbers, birthdates, and addresses. Sign and date any list you enclose. If you complete any 
beneficiary information below and submit this form to PERA, you are canceling and replacing all ofyour previously named beneficiaries 
(primary or contingent). Ifyou want to continue any previous designations, you must fully name all beneficiaries (primary and contingent) on 
this form or on a separate list submitted with this form. If you have more than one year of service, state law specifies who receives monthly 
benefits after you die. See the Survivor Benefits brochure. . 

Primary Beneficiary: Ifyou list more than one beneficiary, payment will be divided equally among them. 

Name Relationship SSN Birthdate 

Street, Route, or Box Number, and Apt. Number City State ZIP Code 

Contingent Beneficiary (person to receive payment if your primary beneficiary(ies) is deceased): If you list more than one beneficiary, 
payment will be divided equally among them. 

Name Relationship SSN Birthdate 

Street, Route, or Box Number, and Apt. Number City State· ZIP Code 

Member Signature _ Date _ 

* * * * * TO BE COMPLETED BY EMPLOYER FOR NEW EMPLOYEES ONLY * * * * * 
____________________ DateEmployer NoSq Employer Name 

Starting Salary Job Title -'- Date Employed 

•8/324-mbrinfo (REV 2-05) 



84-6000545 

EMPLOYEE'S WITHHOLDING ALLOWANCE CERTIFICATE 

20__ 
6004 Campus Delivery 

FORMW-4 Fort Collins, Colorado 80523-6004 

o State Classified 0 Faculty/Professional 0 Grad AssVPost Doc 0 Hourly Employee 0 Student Employee 0 VISA Type and Country: 

1 Employee Name ­ as it appears on Social Security card 2 Social Security Number 

Home address (number and street) 3 0 Single 0 Married 0 Married, but withhold at higher single rate 
Note: If married, but legally separated, or spouse Is a nonresident alien, check the Single Box. 

City or town, state, and ZIP code 4 If your last name differs from that on your social security card, check 
here. You must call 1-800-772-1213 for a replacement card. ~ 0 

If working for CSU in another state, please name that state and attach information sheet. 

5 Total number of allowances you are claiming (see instructions). 11-5=-+...,..... _ 
6 Additional amount, if any, you want deducted from each pay period Federal 1L..6~-::$ :..-._ 

To cancel an existing additional deduction, enter O. Otherwise, leave blank. State L..$:::....__~__ 
7 I claim exemption from withholding and I certify that I meet BOTH of the folloWing conditions for exemption: 

a. Last year I had a right to a refund of ALL Federal income tax withheld because I had NO tax liability; AND 
b. This year I expect a refund of ALL Federal income tax withheld because I expect to have NO tax liability. 

If you meet BOTH of the above conditions, enter "EXEMPT" here. .. 1 7:......L1 _ 

Note: Exempt status is only valid for the calendar year given and expires February 15th the following year. 
You must refile every year that you claim Exempt status. 

Employee's signature Date Home Dept Phone _ 




