UNIVERSITY OF EAST ANGLIA STAFF SUPERANNUATION SCHEME
PLEASE  COMPLETE  THIS  FORM  TO  CONFIRM  YOUR  WISHES  CONCERNING  THE DISPOSAL  OF  PAYMENTS  UNDER  THE  DISCRETIONARY  TRUSTS

MEMBER

	SURNAME
	INITIALS
	TITLE
	EMPLOYEE NUMBER

	
	
	
	


DECLARATION
I wish the following to be considered as possible recipients of any LUMP SUM payable on my death at the discretion of the Trustees under the Scheme’s discretionary trusts and (where more than one person is named below) in the proportions indicated.

I confirm that I understand that, in accordance with the rules of the Scheme, The Trustees can take this expression of wish into account when deciding how to exercise discretionary powers, but are not legally bound to do so.

This supersedes any previous expression of wish signed by me.

BENEFICIARY / BENEFICIARIES
	FULL NAMES
	RELATIONSHIP TO MEMBER (if any)
	PROPORTION OF BENEFIT

	
	
	

	
	
	

	
	
	

	
	
	

	Address of beneficiary (if different from member)



ALTERNATIVE WISHES
If the above (or any of the) predecease me, I wish the Trustees to consider the following:-

	


SIGNATURE OF MEMBER  
_______________________________________________
DATE 



______________________
SIGNATURE OF WITNESS 
_______________________________________________
Please note: the witness must not be a nominated beneficiary
DATE 



______________________



Please return to: Pension Section, Finance Division





FORM USSS01
