TSC  Participant  Enrollment Form

PLAN NAME: 

EMPLOYEE INFORMATION:
Employee=s Name  ___________________________  Social Security Number  ______________

Sex: M _____ F _____ Date of Birth  _________________  Date of Hire ___________________

Home Address  _________________________________________________________________

City  ________________________________________  State_________  ZIP  _______________

SALARY  DEFERRAL  AGREEMENT :
I agree that my pay will be reduced by the amount or percentage I have indicated below, and that these dollars will be contributed to the Plan. This agreement will continue to be effective while I am employed unless I change or terminate it. I acknowledge that I have read this entire agreement, understand it, and agree to its terms.

Select one of the following:

I elect to have__________%, OR $__________ of my compensation deferred per pay period.   ( Enter a percent OR a dollar amount.)


I wish to change my deferral to __________% or $__________ of my compensation per pay period.  ( Enter a percent OR a dollar amount.)


I wish to NOT defer, or STOP deferring.


SIGNATURES
__________________________________
__________________________________

Signature of Employee


Authorized Signature for Employer

Date_______________________________
Date_______________________________

