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Longevity Option

	I acknowledge that I have been informed of the terms of the above referenced Benefit/Option.  I understand that if I decide to waive this Benefit/Option that decision will remain in effect for the remainder of the plan year for which this election is effective.  I further understand that I may change my participation in later plan years by making an election to participate in or waive this option during the election period prior to each plan year.

My decision regarding participation in this Benefit/Option is effective for the plan year that runs from January 

	1, 20
	
	to December 31, 20
	
	.

	
	
	
	
	

	 MACROBUTTON CheckIt (
I elect to participate in the Longevity Option as I am deemed eligible to do so.

 MACROBUTTON CheckIt (
Even though I am eligible to participate in such Benefit/Option, I hereby elect not to participate.

	
	
	

	Employee Signature
	
	Date

	Accepted and agreed to by the Employer's Authorized Representative:

	
	
	

	Signature
	
	Date
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