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PO Box 295
Trenton, NJ 08625-0295

POLICE AND FIREMEN’S RETIREMENT SYSTEM
NEW JERSEY DIVISION OF PENSIONS AND BENEFITS

APPLICATION FOR RETIREMENT ALLOWANCE

PLEASE READ THE ATTACHED INSTRUCTIONS CAREFULLY BEFORE COMPLETING THIS APPLICATION.
PLEASE DETACH BEFORE MAILING THE APPLICATION.

PART ONE: MEMBER INFORMATION (Please print - black ink preferred - or type.)

1. MEMBERSHIP NUMBER  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2. SOCIAL SECURITY NO. ______________________________ 3. DATE OF BIRTH __________________________
Month      Day Year

4. NAME ________________________________________________________________________________________
Last First Middle

5. ADDRESS ____________________________________________________________________________________
Street  Apt. No.

______________________________________________________________________________________________
City State Zip

6. HOME PHONE (________)___________________________ 7. CELL PHONE (________) ____________________

8. HOME E-MAIL ADDRESS _________________________________________________________________________

9. EMPLOYER ________________________________________ 10. TITLE/POSITION ________________________

PART TWO: ACKNOWLEDGEMENT OF TERMS AND CONDITIONS OF RETIREMENT

You must agree to and sign these terms and conditions when applying for retirement. If you fail
to sign this acknowledgement your Application for Retirement Allowance will not be processed.

• I understand that I must meet all of the eligibility requirements for retirement and cannot submit an
application more than one year before my retirement date (if applying for Deferred Retirement, I may file
more than one year in advance upon termination of employment).

• I understand that my employer will be notified that I have filed an application for retirement.

• I understand that if I cancel or change my retirement date and submit a new application with a later retire-
ment date, it is my responsibility to notify my employer to ensure that any active health benefits are not can-
celed and that my employment remains uninterrupted.

• I understand that changing or canceling my retirement date does not guarantee continued employment with
my employer.

• I understand that I cannot make pre-arrangements with my employer to return to employment in any
capacity.

• I understand that the beneficiary designation I am indicating on this retirement application supersedes all
prior designations, even if my retirement is not yet effective or if I cancel my retirement. The Division of
Pensions and Benefits will honor this as my most recent beneficiary designation on file, unless another ben-
eficiary designation is made after the retirement application.

MEMBER’S SIGNATURE DATE

__________________________________________________________ _______________________________ , 20 ____

I have read and agree to the “Terms and Conditions of Retirement”, have not pre-arranged with my employer to return to
employment in any capacity, and attest that the information provided on this application is true and correct.

SIGN THIS PAGE AND CONTINUE TO PART THREE 
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PART THREE: RETIREMENT INFORMATION

11. RETIREMENT DATE — To be effective the first day of  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Month                             Year

12. PURCHASE INFORMATION — Have you applied to purchase service credit in the past six months? YES NO

13. TYPE OF RETIREMENT — SERVICE   SPECIAL   DEFERRED (See Fact Sheet #19)

PART FOUR: MARITAL STATUS AND CHILDREN

14. MARITAL STATUS —  MARRIED CIVIL UNION DOMESTIC PARTNERSHIP SINGLE DIVORCED

15. SPOUSE, CIVIL UNION PARTNER, OR DOMESTIC PARTNER’S NAME (Submit a photocopy of your Marriage Certificate,
Civil Union Certificate, or Certificate of Domestic Partnership along with this application.)

NAME ____________________________________________________________________________________________
Last First Middle

16. SPOUSE OR PARTNER’S SSN  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

17. SPOUSE OR PARTNER’S MAILING ADDRESS (Only if different from yours.)

 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Street City State Zip Code

18. CHILDREN — List any unmarried children under 18 years of age. Be sure to indicate both the gender and birth date of each
child. (See instructions for definition of children.)

Name  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Last First MI Gender Date of Birth

Name  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Last First MI Gender Date of Birth

Name  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Last First MI Gender Date of Birth

PART FIVE: DESIGNATION OF GROUP LIFE INSURANCE BENEFICIARIES

PRIMARY BENEFICIARIES
BENEFICIARY NAME(S) RELATIONSHIP BIRTH DATE SOCIAL SECURITY NUMBER

(Optional)

1. ______________________________________________________________ ________________ ________________  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

ADDRESS  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2. ______________________________________ ________________ ________________  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

ADDRESS  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

CONTINGENT BENEFICIARIES — If no Primary Beneficiary is living at my death, payment is to be made to:

BENEFICIARY NAME(S) RELATIONSHIP BIRTH DATE SOCIAL SECURITY NUMBER
(Optional)

1. ______________________________________________________________ ________________ ________________  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

ADDRESS  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2. ______________________________________ ________________ ________________  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

ADDRESS  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

(Attach additional sheets for 3 or more beneficiaries. Additional sheets must be signed and dated.)

MEMBER’S SIGNATURE DATE

________________________________________________________ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ , 20 __________
I attest that the information provided on this application is true and correct.


