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For My Information

● For questions regarding this form, visit the Web site at www.ccoera.org or contact Service Provider at 1-800-352-0313.
● Use black or blue ink when completing this form.

A Participant Information

Social Security Number Account Extension

Account extension identifies funds transferred to
a beneficiary due to death, alternate payee due
to divorce or a participant with multiple accounts.

                    /                    /
Last Name First Name M.I. Date of Birth

(           )
Street Address Personal Phone Number

(           )
City State Zip Code Work Phone Number

Email Address q Married       q Unmarried

Select One (Required):
  U.S. Citizen           U.S. Resident Alien

  Non-Resident Alien or Other
Country of Residence (Required - See Participant/
Beneficiary Consent below for IRS Form W-8BEN information.)

B Loan Offset Reason

 Separation from Employment - Date (Required): / /    Age 70 ½ or older
 Disability - Date (Required): / /    Death (Attach a certified copy of the death certificate)

Loan number(s) to be offset:                                                                

C Signatures and Consent (Signatures must be on the lines provided.)

Participant/Beneficiary Consent (Please sign on the 'Participant/Beneficiary Signature' line below.)

This loan offset must be for the entire outstanding loan balance indicated on this form. If I have multiple loans and I have not indicated a loan
number, all loans will be offset. I may be required to complete a new form or provide additional or proper information before the loan offset can
be processed, in the event that any section of this form is incomplete or inaccurate. Any subsequent payments received on the loan number(s)
indicated on this form will be refunded. An appropriate tax reporting form will be issued for the year in which the Loan Offset occurred.
I understand that if I have selected Disability as the loan offset reason, I must obtain either:

1. My physician's signature in 'Physician's Information and Certification of Disability' section, Or:
2. My Plan Administrator's certification. The certification must include ALL of the following: A) a check mark in the box provided; B) the date of

my disability on the line provided; and C) the signature and date of my Plan Administrator in 'Authorized Plan Administrator Signature' section.
My signature acknowledges that I have read and understand this entire form and the possible tax consequences of this request and affirm that all
information that I have provided is true and correct. Where I deem appropriate, I will seek a consultation with my tax advisor.
If I selected non-resident alien or other above, I must attach a current version of the IRS Form W-8BEN with an original signature and this must be
sent by mail or express delivery. Service Provider cannot accept a fax of this form. I may call 1-800-TAX-FORM (829-3676) or visit http://www.irs.gov
to obtain a current version of the IRS Form W-8BEN.
Under penalty of perjury, I certify that the Social Security Number shown in Section A is correct. I am a U.S. Person if I marked the U.S. Citizen
or U.S. Resident Alien box in Section A of this form.
Any person who presents false or fraudulent information is subject to criminal and civil penalties.

Participant/Beneficiary Signature                                                                                           Date (Required)                                  
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.
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C Signatures and Consent (Signatures must be on the lines provided.)

Physician's Information and Certification of Disability (Please sign on the 'Physician's Signature' line below.)

Physician's Name Name of Practice

Physician's Mailing Address Physician's City/State/Zip Code
(          ) (          )
Physician's Phone Number Physician's Fax Number

Section §72(m)(7) of the Internal Revenue Code provides that a person is disabled "if he is unable to engage in any substantial gainful activity
by reason of any medically determinable physical or mental impairment which can be expected to result in death or to be of long-continued
and indefinite duration." Federal Treasury regulations provide that the "substantial gainful activity" to which §72(m)(7) refers is "the activity or a
comparable activity in which the individual customarily engaged prior to the arising of the disability or prior to retirement if the individual was retired
at the time the disability arose."

I,                                                                        , under penalty of perjury, hereby certify that                                                                                            
(Physician's printed name) (Participant's printed name)

is my patient who became totally and permanently disabled on               /             /              and has met and continues to meet the IRC §72(m)(7)
definition of disability. (Date - mm/dd/yyyy)

Physician's Signature                                                                                                                   Date (Required)                                 
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Authorized Plan Administrator Signature (Please sign on the 'Authorized Plan Administrator Signature' line below.)

The information provided by the participant/beneficiary is correct. This loan offset is in compliance with the Plan provisions. Process the loan offset
for the reason described in this form.
I certify that the Participant met the disability requirements under the Plan document and is eligible to take this withdrawal.
    I certify that the Participant's disability meets the IRC §72(m)(7) definition of disability and the date of their disability is          /         /         .

(mm/dd/yyy)
I represent that I am an authorized signer on behalf of the above-named plan and have an authority to instruct Service Provider to process this form.

Authorized
Plan Administrator Signature Date (Required) 
A handwritten signature is required on this form. An electronic signature will not be accepted and will result in a significant delay.

Print Full Name 

D Mailing Instructions

After all signatures have been obtained, this form can be sent by
Fax to:
1-866-745-5766

OR Regular Mail to:
Empower Retirement
PO Box 173764
Denver, CO 80217-3764

OR Express Mail to:
Empower Retirement
8515 E. Orchard Road
Greenwood Village, CO 80111

Core securities, when offered, are offered through GWFS Equities, Inc. and/or other broker dealers.
GWFS Equities, Inc., Member FINRA/SIPC, is a wholly owned subsidiary of Great-West Life & Annuity Insurance Company.
Empower Retirement refers to the products and services offered in the retirement markets by Great-West Life & Annuity Insurance Company, Corporate
Headquarters: Greenwood Village, CO; Great-West Life & Annuity Insurance Company of New York, Home Office: NY, NY; and their subsidiaries and
affiliates. The trademarks, logos, service marks, and design elements used are owned by their respective owners and are used by permission.


