Addendum State Version

Annuity Claims

Annuity
Claim Packet

Addendum State Version

FR16241 01/08

10-0328.B.1



ﬁ MassMutual Annuity Claim Packet

FINANCIAL GROUP™

1295 State Street, Springfield MA 01111
Phone: 1-800-767-1000

List all confracts of the deceased:
ODY15328763

1. AnnuitantiOwner's Name (first, middle, last, suffix); Gladys L Closson

(Please fist any ofhier names the Annuitant may have been known by, such as maiden name, nickname or aliases)

2. Residential Address: (stret, apt # city, stale, 2p)_ R 7/ KINGCG RicHAzD DP.

Zr__00R%00 s, Ca Y5262

, ?
3. State of Legal Residence (i different from above): () | y
4 Anvuitants Marital Status: [ Maried [ Divorced [1 Single X{ Widowed

5. Spouse'sName (Fapplicaiey__ (= D WARYD c.LoSSond

A separate Claim Packet is required for each beneficiary. If additional copies are necessary, please photocopy this
entire packet.
individual: The Claim Packet must be completed and signed by the named beneficiary, and hisher Social Security
Number  must be provided on the last page.
Corporation: The Claim Packet must be completed and signed by an authorized officer of the corporation. Include the
officer’s tilie and comorale seal, if available, and the corporation’s taxpayer identification number on the last page.
Partnership: The Claim Packet must be complefed and signed by a surviving partner, and inckude the partnership’s
taxpayer identificafion number on the last page.
Pension Plan/Profit Sharing Plan: The Claim Packet must be completed and signed by an acling frustee of the plan, and
include the plan's taxpayer identification number on the last page.

1. Beneficiary's Name (frst, middie, fast, suffx): _E1 Dorado County Animal Control Shelter and Trust Fund

2. Residential Address: {street, apt # city, stale, zip) 931 _Spring  Street, Placerville, CA
95667, Atin: Neda West, Director
Mail procesds to this address? A ves O Mo
if no, where?

Daytime Phone Number: _(930)  621-6149

Date of Birth:

Citizenship, if not United States:

L A T

Relationship fo the Annuitant:
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931 Spring Street, Placerville, CA
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95667, Attn: Neda West, Director
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(530) 621-6149


0ODY15328763 Gladys L Closson

“Interest eamed under any payment election will be reported to the Infernal Revenue Service as ordinary income in the year
in which proceeds are eamed or credited.

(O Lump sum via Benefit Management Account (BMA) - This interest-eaming checking account begins eaming interest {compounded daily)
immediately at the current rate of %. This rate is not guaranteed and may change weekly. The BMA packet including your

personalized checkbook will be produced within 5-7 business days of your claim being approved and processed. You may withdraw part or ail

of your money at any fime. Checks may be written for $250 or more. You will receive monthly statements showing the account balance

and inferest eamed.

Beneﬁclaly Designation for BMA account - Upon your death, any remaining proceeds will be paid fo your beneficiary(ies) in one
sum, Final Payment wilf be in one sum fo the Estate of the last o die of you and all beneficiaries named below. 1f no beneficiaries
are fisted payment will be made to your Estate.

Name Address and Phone Number Social Security No. |  Date of Birth

9 Lump Sum Check
1 Other Method of Settiement:

: 1. Specific Period: Fixed andfor varisble payments for the period you select (dependent upon product fype}, not to exceed your life
expectancy.

2. Interest Option {non-qualified, surviving spouse only): {current rate is 3.25%) - This option allows the beneficiary fo leave
proceeds with MassMutual to eam interest. Withdrawals may be made by written request up to four fimes a year. You may opt fo receive
inferest payments or allow interest fo accumulate.

3. Specific Amount: proceeds and interest will be paid in the amount and frequency selected unfil the proceeds plus all interest
credit are exhausted.

4. Life Income ~ This option will provide you with an income for your entire lifetime. The income may be recefved in one of three
ways:
o Without payments cerlain — Payments will be made over the beneficiary’s ifstime and stop at hisher death regardiess
of remaining balance to your beneficiary.
o With payments made as long as you five - Payments will be made over the beneficiary’s fifletime. At the beneficiary’s
death, the remaining balance, if any, will be continued or commuted and paid in one sum to your beneficiary.
o With payments certain 5, 10, or 20 years - Payments will be guaranteed for §, 10, or 20 years as elecled. if the
beneficiary does notiive for the guaranteed period, the proceeds will be confinued or commuted and paid in one sum
{o your beneficlary.
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Y person an insurance company ing
false, incompiete, frauduleni, or misleading info:maﬁon maybe prosecutedunderslate law and maybe sublect to fines
and/or confinement in prison.

The laws of several states, including California, Colorado, Florida, Kentucky, Maine, New Hampshire, New Jersey, New York
and Pennsylvania require the following statements to appear:

California — For your protection, Califoria law requires the foiiomng 1o appear on this form: Any person who knovangiy presents
false or fraudulent claim for the payment of a loss is guilty of a crime and may be subiect to fines and confinement in prison.

Colorado - For your protection, Colorado law requires the following fo appear on this form: “it is untawful fo knowingly provide faise,
incomplete, or misleading facts or information fo an insurance company for the purpose of defrauding or atfempting to defraud the
company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any instrance company or agent of an
insurance company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or claimant for the
purpose of defrauding or attempting o defraud the policyhaider or claimant with regard to a seflement or award payable from
insurance proceeds shall be reported fo the Colorado division of insurance within the department regulatory agencies.”

Florida - Any person who knowingly and with intent o insure, defraud, or deceive any insurer files a statement of claim containing any
false, incomplete, or misleading information is guiity of a felony of the third degree.

Kentucky — Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
containing any materially false information or conceals, for the purpose of misleading, information conceming any fact material thereto
commits a fraudulent insurance act, which is a crime.

Maine - It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

New Hampshire — Any person who, with a purpose to insure, defraud or deceive any insurance company, files 2 statement of claim
containing any false, incomplete or misleading informafion is subject to prosecution and punishment for insurance fraud as provided in
RSA 638:20,

New Jersey - Any person who knowingly files a statement of claim containing any false or misleading information is subject to
criminal and civil penalfies.

New York- Any person who knowingly and with intent fo defraud or deceive any insurance company or other person files an
application for insurance or statement of claim containing any materially fse information, or conceals for the purpose of misleading,
information concerning any fact material therelo, commits a fraudulent insurance act, which is a crime, and shall also be subjectfo a
civil penaily not to exceed five thousands dollars and the stated value of the claim for each such violation.

Pennsyivania - Any person who knowingly and with the intent to defraud any insurance company or other persons files an
application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information conceming any fact material thersto commifs a fraudulent insurance act, which is a crime and subjects such person fo
criminal and civil penalfies.
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0DY15328763 Giadys L Closson

Massachusetts Mutual Life Insurance Company and Afiifiates (herein referred fo as “The Company”) reserve the right to request
further informafion or proof as to the manner of death of the Annuitant/Owner and the Claimanf's qualifications to receive benefits. By
fumnishing the Claim Packet or any other forms relating to proof of death, The Company does not admit liability or waive our rights or
defenses. In addition, The Company does not acknowledge that there is any insurance in force or that you are the designated
beneficiary.

TRUSTS: if the Annuitant/Owner Secial Security Number has been used as the Tax Identification Number for the trust, # can no
longer be used once he/she is deceased. If there is another Grantor of the trust, their Social Security Number may be used.
Otherwise, 2 new TIN for the trust must be obtained.

How to Obtain a Social Security Number (SSN) or Taxpayer identification Number {TIN):  you do not have a TiN, you should
apply for one immediately in order to complete claim. To apply for the number obtain Form SS-5, Application for a Sacial Security
Number Card (for individuals) www.socialsecurify.govionlinelss-5.html, or Form $S-4, Application for Employer idenfification
Number {for business and alt other enfities) www.irs.qgoviforspustindex.html , at your focal office of the Social Security
Administration or the Infernal Revenue Service. Complete and file the appropriafe form according fo its instructions,

1 | do not want Federal income Tax withheld.
{Choose One)

[ 1do wantFederal income Tax withheld.

. For individual beneficiaries please provide the beneficiary's Social Security Number (SSN):
/ /

{Complete One}
= For ali other beneficiaries please provide the Taxpayer Identification Number (TIN):

94 ; 6000511

Tax payer certification: Under penalties of perjury | by my signature below certify that the above is my comrect Taxpayer
identification Number, that | am a U.S. person {U.S. citizen or resident alien}, and that the Intemal Revenue Service has NOT nofified
me that | am subject to backup withholding.

The Intemal Revenue Service does not require your consent to any provision of this document other than the cerfifications required fo
avold backup withholding.

Primary agreement by the individual signing below: in addition to the tex payer certification, under penalties of perjury | by my
signature below agree to alt information provided on this Claim Packet and cerfify that all information is frue and complete fo the best
of my knowledge as of the signature date.

X
» Beneficiary’s Signature (Please sign as you normally sign a check) Date
if signed under a Power of Atforney, please affach a copy of the Power of Atfomay.
£t Dorado County Animal Confrol Shelter and Trust Fund
Print Name (first, middle, last, suffix)
Norma Santiago, Chair, Board ot Supervisors - County of EI Dorado
Official Title {if applicable)
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Norma Santiago, Chair, Board of Supervisors - County of El Dorado

klang
Typewritten Text
94  6000511

klang
Typewritten Text
X




