{EMPLOYER NAME)

SECTION 403(b) TDA PLAN CONTRIBUTION ELECTION FORM

EMPLOYEE NAME SQCIAL SECURITY NUMBER

The 493(b) TDA Plan has been explained to me and I have received a description of the plan. I understand that [
may voluntarily choose to have my pay reduced for contributions to the plan.

ELECTION TO CONTRIBUTE

I elect to contribute %or$ of my pay and authorize my employer to deduet that
amount each pay period. I am aware that my contribution may be reduced in order to comply with federal tax rules
and limits, including any higher Hmits that apply to participants age 50 or older, I also understand that this election

- will take effect with the Tirst pay period beginning on or after the first day of the next month beginning a reasonable
time after I file this election with my employer. I may stop or change my election for future pay periods by giving
my employer written notice, which notice will be given effect as soon as adiministratively feasible.

T am aware that my contributions and earnings cannot be withdrawn or paid until [ attain age 59-1/2 or upon my

death, disability or termination of employment. My contributions may be available in the event of serious financial
hardship (according to the plan and IRS rules).

EMPLOYEEG SIGNATURE . DATE

ELECTION NOT TO CONTRIBUTE

I do not wish to contribute to the plan at this time. I understand that, if the plan provides for matching employer
contributions, I will not be entitled to such contributions during the time I am not contributing. I also understand

that [ may elect to contribute in the future by completing a contribution election form and an enroliment form and
filing them with my employer,

EMPLOYEE SIGNATURE . DATE

EMPLOYER REPRESENTATIVE DATE RECEIVED

NOTE TO EMPLOYERS
THIS FORM SHOULD BE RETAINED WITH THE EMPLOYER’S RECORDS OF THE PLAN

EMPLOYERS SHOULD REVIEW THIS SAMPLE PAYROLL AUTHORIZATION FORM WITH COUNSEL
REGARDING ANY APPLICABLE STATE LAW THAT MAY AFFECT THIS DOCUMENT.
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EMPLOYER'S NAME EMPLOVER INFORMATION EMPELOYER NUMHER

EMPLOYER'S ADDRESS Clity State Zip Code
DATE EMPLOVEE HIRED EMPLOYEE'S SALARY RATE [ Annual 7] Biweekly
/ / g [ iMonthly ) Weekly
[} Semimonthly
SOCIAL SECURITY NUMBER EMPLOYER'S NaME First. FEMIPLOYEL INFORMATION Initial Last
MATLING ADDRISS Street {Tnelude Apartmznt Nursher) City State Zip Cade
IF FOREIGN RESIDENT Province Couniry
DATTE OF BIRTH INTTIAL CONTRIBUTION DEPARTMENT # | Optional} DISTRIBUTION # TELEPHONE NUMBLRS
E:l MALE HOME OFFHCE
;o rovais | B 1937 ( } l ( )

The following three items need be completed only if you are employed by an educational institution.

Contributiens will be made:

[ No paychecks are distributed during the following period:

[ Tweekly

[ JPaychecks are distributed throughout the year.

T RBiweekly

[ Semimonthly

[ ] Monthly

make sure the percontages total 100%.

Show the percentage of your contributions you want to place in the interest account and/or investment funds, Use whole numbers only, and

Amounts you place in the interest account will be evedited with the rate of interest currvently applicable to thar account. Your balance in any
investment fund will fluctuate o recognize invesiment resulls.

COINAES
TUAL OF ASMERIC

P hil o FIDELRTY
Imerest Accumudation wMoney Market All America 2015 VIP Asset
Account AL B lill‘zd % | Fund % | Retirement Fund % | Mona ghe‘rw Fund "
Mid-Term R S}mull Cap ., | 2020 '
gggg Fund 2 él‘i“ﬁ ?S;;d ° | Retirement Fund % | VIP Mid Cap
Fund % | Grewth Fund o, | 2025 ] ,, | Fund %
Composiic Mid Cap Value Retirement Fund R i
. " o 1 o > B -
ESTMENT FUNDS Fung Y| Fund % | 2030 y 1\11111;13 dl*qwiy lacome o
R il S e et RS, ((isErVaTive ) Mid-Cap Eguity Retirement Fund Ya n
CPPENHEIMER Allocation Fund % | Index Fund Y | 2038 e
Muain Street Moderaie International Retirement Fand 7% B
Fund®7va % L Allocation Fund %_| Fund %% a0 “t Contrafund® 48
: = s Aguressive Retirement lncome eyt I v W
T q(' A‘i:‘ ERT Aflucation Fund Y 1 Fund o Bgél}umnt fund Yol il VANGUARD
focial Halanced o | Equity Tndex 201 2043 o | Diversified
e o] T %4 1 Retrement Fund % | Retirement Fund “° | Value Fund I
F AMERICAN CENTUR) o i LS L International :
VI Capital Bond Capital Growth International ﬁ!;g}a 1ona N
Appreciation Fund %] Fund % 1 Fund % | Fund % i
EMPLOYEE MUST COMPLETE REVERSE SIDE
B34435

549



In the event of your death, the total value of vour account is to be paid to the person or persons named below. If any such persen predeceases
you, the portion that would have been payable to him or her will be paid to the other person or persons named.

i you name more than one primary benefictary, or more than one secondary beneficiary, the death benefit will be paid in equal shares uniess
vou show the percentage you want each of them te receive. If you do this, make sure vour figures for each beneficiary type total 100%,

1f ne one you have named as a primary beneficiary is living when the death benefit is to be paid, the person{s) you name as your secondary
beneficiary will receive the death benefit. If ne one you have named as a primary or secondary beneficiary is living at vour death, the
amount payable will be paid in the following order: to (a) your widow or widower, {b) your children in equal shares, (c) your parents in equal
shares, (d) your brothers and sisters in equal shares, or (¢) the executors or administrators of your estate.

Name your primary and secondary beneficiaries in the space provided below. If vou need more space, attach a page showing for each
beneficiary the necessary information. Please add your Employer’s name and Employer number, your signature and the date.

Beneficiary Type:
@ Primary

Relationship:

Beneficiary Type:

D Primary D Secondary
Relationshin:
U Ispouse

FLEL NAMIE

U] enivd

First

m Parent T

““““““ | Estate

[ onitd

Faray

E_] Parent

initial

j Estate

Lagt

C (Hher

FULL NAMHE Jaitial Last

DATE OF BIRTH (Optional) SOCIAL SECHRITY # (Optianal) DATE OF BIRFH £ptional) SOCIAL SECURITY & {Cptional)

ADDRESS  Street ADDRESS  Street
City Skate Zips Cole Oty State Zip Cade
P FOREIGN RESIDENT Provinee Country HENEFIT PERCENT iF FOREMGN RESIDENT Province Cowtry 11 PERCENT
b U

The Spouse s Waiver below must be completed if vou are married and noming a person other than yvowr spouse as your primary beneficiary and
you are enrolling in a Toc-Deferred Anmuiry that vouwr plan description describes as a plan that is subject to the spousal consent rules of ERISA.

I understand that under Mutual of America’s contract, | am entitled o be my spouse’s beneliciary. As the beneficiary, | would receive a death
benefit after my spouse’s death. However, | agree to walve my right fo be the beneficiary. | agree to et my spouse designate the beneficiary
or beneficiaries named on this form.

Sigratuze of Spease Dyate

Siguature and Seal of Notary Public o Stgnatere of Authovized Representative Date

I have read the current prospectus and other materials describing the contract, and afler careful consideration I have found the contract io
be suitable for my financial needs, Therefore, | elect 1o participate inn the TDA.

Signatire Irite

63441 54



