SAVINGS INVESTMENT PLAN BENEFICIARY FORM

Name of participant:__________________________________________________________________________


                                                                (Please Print)



                                               [   ] Married


Social Security No._______________________________________________               [   ]  Single

I hereby revoke all beneficiary designations, if any, previously made by me under the plan and designate the beneficiary(ies) below to receive any benefits payable under the Savings Investment Plan upon my death. I understand that I may modify or revoke this designation at any time.

If I am married and have NOT designated by spouse as my SOLE primary beneficiary (100%)  I understand (1) my spouse must consent in writing (on the reverse side of this form) to such designation; and (2) that if my spouse does not consent and is living at my death then all of my account balances will then be paid to that spouse.


    Name                                            Relationship
                                    Address



1.____________________________   ___________________    _____________________________________

  SS#_______________________ Date of Birth____________   _____________________________________

2.____________________________   ___________________    _____________________________________

  SS#_______________________ Date of Birth____________   _____________________________________   

3.____________________________   ___________________    _____________________________________

  SS#_______________________ Date of Birth____________   _____________________________________


4.____________________________   ___________________    _____________________________________

  SS#_______________________ Date of Birth____________   _____________________________________

5.____________________________   ___________________    _____________________________________

  SS#_______________________ Date of Birth____________   _____________________________________

IF MORE THAN ONE PERSON IS DESIGNATED, CHECK ONE OF THE FOLLOWING:

[   ] I want the above beneficiaries paid equally.

[   ] I want the above named beneficiaries to receive my death benefits in the following percentages: 

Beneficiary #1_____; Beneficiary #2_____; Beneficiary #3_____; Beneficiary #4_____; Beneficiary #5_____; 

[   ] I want the above beneficiaries paid in the order designated (if living at my death). (For example, if Person #1 is not living, the benefits will be paid to Person #2, etc.)

[   ]  Special directions: _____________________________________________________________________

________________________________________________________________________________________

If you are naming a Trust as a beneficiary, please include the name and date of the trust.

*****CONTINUED ON REVERSE SIDE*****

FORM OF PAYMENT

Having designated my beneficiary(ies), I specifically request payment to be made as follows:

A. Payment to my spouse (if applicable) shall be as follows:

Your spouse will become a participant in the plan, and have all options available at the time. (This option is only available if the spouse is the SOLE PRIMARY beneficiary)

B. Benefits to any beneficiary who is NOT MY SPOUSE shall be as follows: 

[   ] As a lump sum distribution to be paid as soon as possible after my death.

[   ] In installments over a 5-year period commencing the year after my death.  The frequency of the installments (monthly, quarterly or annually each January)  will be determined by the beneficiary.
   
__________________________________________
        ___________________________________

       
                Signature of Participant
                             Date Signed

==============================================================================

CONSENT OF SPOUSE

Complete this section only if your spouse is NOT YOUR SOLE PRIMARY BENEFICIARY.

I, the undersigned, being the spouse of the plan participant whose signature appears above, do hereby consent to the designation of the foregoing named beneficiary(ies). I understand and acknowledge that as a result of this consent. I will not receive any account balances payable under the plan except to the extent provided on this form.

_________    _______________________________     ____________________________________________

  Date                      Printed name of spouse                                         Signature of spouse

State of_________________           County of__________________

Subscribed and sworn to before me this_______day of___________________________, __________.

      

__________________________________________



                      Notary Public

Commission expires_________________________

==============================================================================

RECEIVED BY PLAN COMMITTEE ______________________________________ DATE_____________

