BENEFICIARY DESIGNATION
GOVERNMENTAL 457(b) PLAN

Kern County Deferred Compensation Plan 98424-01

Participant Information

Last Name First Name MI Social Security Number
E—Mail Address Account Extension (if applicable)
ied ed Account extension identifies funds that were
I:lMarrle DUnmaI‘I’le transferredtoyouthroughadivorceordeath.

Plan Beneficiary Designation

This designation is effective upon execution and delivery to Service Provider at the address below. If I name more than one beneficiary in
either category, the surviving beneficiaries in that category will share equally unless otherwise indicated. I have the right to change the
beneficiary. If any information is missing, additional information may be required prior to recording my beneficiary designation. If my
primary and contingent beneficiaries predecease me or I fail to designate beneficiaries, amounts will be paid pursuant to the terms of the
Plan Document or applicable state law.

This designation supersedes all prior designations. Beneficiaries will share equally if percentages are not provided and
any amounts unpaid upon death will be divided equally. Primary and contingent beneficiaries must separately total
100.00%. The number of primary or contingent beneficiaries you may name is not limited. Attach an additional sheet, if
necessary.

Primary Beneficiary

#1

% of Account Balance Social Security Number Primary Beneficiary Name Relationship Date of Birth

#2

% of Account. Balance Social Security Number Primary Beneficiary Name Relationship Date of Birth

Contingent Beneficiary

#1

% of Account Balance Social Security Number Contingent Beneficiary Name Relationship Date of Birth

#2

% of Account Balance Social Security Number Contingent Beneficiary Name Relationship Date of Birth

Required Signatures — I have completed, understand and agree to all pages of this Beneficiary Designation form.

Participant forward to Plan:

Kern County

Participant Signature Date 1115 Truxton Ave, 2nd Floor
Bakersfield, CA 93301—4639
Phone#:1-800—-701—-8255

Fax#: 1-661-868—3409
Authorized Plan Administrator/Trustee Signature Date w:::;) site: www.benefitscorp.com
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