OP&F’S DISABILITY PROCESS

In the presence of terminal illness and incapacitation




WHAT TO DQO?

What steps can an active
member’s family take in
order to be protected in
the event of terminal
illness and
incapacitation?

ol




EMPLOYMENT STATUS

AT TIME OF DEATH

Disability benefit type
and annuity payment
amount varies based on a
member’s payroll status at
the time of death.

Employment Status Annuity Selection

OFE-PAYROLL ON-PAYROLL VALID INVALID

When a member is If a member is not If a valid annuity If a wvalid annuity
removed from active form is completed form is not

removed from active
payroll prior to death,
the surviving family
is eligible to apply for
disability benefits.

v v
. 1

payroll prior to death,
the surviving family
is ineligible to apply
for disability benefits.

prior to death, up to
a 100% JSA can be
selected

\4

completed prior to
death, up to a 50%
JSA can be selected

\4

00% \50%/



DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH l;;ol

40 Exnst Town Stwet / Commbun, Ofio €3215-5164 / Tot (814) Z28-2975 | warmop-40mg.

C

Deferred Retirement Option Plan (DROP) Affidavit for Active Employment

In order to file for -
disability, specific Otvo —

.
P l < Prons:ess sss s { N who being by me duly swom, deposes and says that
documents must be Fite - i
ktive payroll status.
ANNUITY PAYMENT PLAN SELECTION FOR OP&F BENEFITS B

ind that | must apply for a service pension.
Please complete this form and fite it with the Ohio Police & Fire Pension Fund (OP&F) it vou are an OP&F member who i
& membay the grant on a form provided by OP&F

signed and
. . applying for bsneﬁ:s or you ars
notarized prior to the e o s e pocere poven] " SRS
Columbus, OW <3218 yotify OP& F in writing of the date of

provi
excaptions and limitations thal may be ap
Member's Guide fo Annuity Payment Pia 7
Fex: (614) 6284777
op-4.

’s death
member’s death. P —————— A

plan selection that provides tor less than
there is & court order that requines you i LIMITED DURABLE POWER OF ATTORNEY
process your benetits on the basis of a | Thia Lisited Durabla Powar of Allornay lorm suthorires another bemon (calisd an “Bome-in-lec) 1o ke decisions for you Ry spphication for dteshility banatit,
bat Denes. 1t is N0l 8 ganem) power of atlorney »
locument does not give another perscn the au- ?f the cenifications stated herein

©nlo Potie & Ere Ponson Fun 1 cannot be used for any other purpose, such as

Ohio Police & Fire Pension Fund

Required documents | Sgig,
will vary based on rivehs g —
Firefar ==

AFE&‘(‘V'T Brial IOI';CQI_\PAC; DISABILITY BENEFIT APPLICATION S
.

]
e members o 2
Please read OPAF's Member's Guide fo Disabilty Benefits prior 1o about
bl any part of th ility proces: a ebenk with an OPAF deabii manager
. This form must be compiated and properly hotarized in order tor a person 10 { o.n'gmngyassasxas% v part of the disability p =, you encaour: g-dm t o AF disability case ager by
Incapechiaied OPAF member. Fhie foem dloos not ghve the poreon Wi I flag
membersnip status memmibor's babad | vio T Arncity Payment Plan Seiech +  Onoe prosessed, OF&F mus: noity your empioyer ihat a person Wi your posiion o fank has fled & Disabilty Benefs
Application. However. you will nol be identiied by name.
. B e s e e e e e o e et P e A e

Before me. a Notary Public in and for said state, parsonally
depose: termination of your disability bene

L appearsd
acting for member), whe being by me duly Sworn. s and says

and degree of i
for of fiting &

e ¥ this Application is filed by a person other than the member listed in Section A below. please attach a power of attorney or letter

With the Ohio Poli of guardianship (this person cannot sell-designate as a beneficiary without a power of attorney). Unless otherwise incapacitated
. . N this application should be completed by the member named below.
Incapacitation 2 Toomete o = -
- of disability with respect to wfnoh the ﬂandcng physician, Dr___ Complete Sections A through | and answer all questions. If a section does not apply to your situation. indicate “N/A" for “Not Ap-
Pphcabile " Section J must be completed in the presence of a Notary Public after swearing or affirming an cath. Submit all pages of

Stestsuktees completed application to address above. Please type or print using

Last 4 aigits of Socal
N

S SUE RO Name: First, M, Last, suff (Jr., i
finds that there is no present indication of reGovery. pll || T
Street Address / Post ofice box It
3 My ip to the in#1isthatof | 1OPRF une ooy
4. in addition, | hearby cenify that the information in the disabifity be City. State. ZIP code | e
my knowledge and belie. jEE EE EEEN
5. This affidavit P Primary phone TJ new [Aemate phone [= == Email address [ = \
Ohio Police and Fire Pension Fund, 140 Easz Town Stroet, cah.u \
3 Employer (current or most recent) Division Job ttle or rank
Further affiant sayeth naught. O roice
O fie
Signatur of Affant CXTet Peprch steta (chack st it srebd [ Peid administrative leave, since:
[ Unrestricted/al duty O Receiving workers' compensation benefits {
3 Restrictedight duty since: I vontary separation efiective \
The notary public in good Standing must sign in the space provided in D using vacation/sick time to remain on payroll O involuntary separation effectve \
O other

Paid injury leave, since

State of . County of
Thr foregoing was acknowlacdged before me by the person named al
this dny of List your status with the Ohio retirement systems below. Check all that apply.
[J member has no association with an Ohio retirement system, other than OP&F
Aftc Seal hore N
Currently Prior Dates of full-time employment
butions  prior 10 OPAF membership, or,

receiving service  Cumenty Contributed contsl
or aisability contAbutng  prior 1o OPAF  were for fullk-ime 11 Currently receiving retirement
membe !

rship employment benefis, list retrement date
| [m] "

[} [m] l‘
(] [m] I{
(] [m] [
(| [m] I‘

Page 1018 Disability Benefit Application
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

v'Section A: Member information

Ohio_, OB East Town St
Bpl Ice Pignu::n:;z._gl-{ 43215
Fax: (614) 6281777

s DISABILITY BENEFIT APPLICATION wwnrop-torg

Please read OP&F's Member's Guide lo Disability Benefits prior to completing this application. If you have questions about
eligibility, deadlines, or any part of the disability process, you are encouraged to speak with an OP&F disability case manager by
phoning 888-864-8363.

*  Once processed, OP&F must notify your employer that a person with your position or rank has filed a Disability Benefit
Application. However, you will not be identified by name.

* Any misrepresenlation of the facts relaling to your Application might result in civil and criminal penalties, in addition to the
termination of your disability benefits.

If this Application is filed by a person other than the member listed in Section A below, please attach a power of attorney or letter
of guardianship (this person cannot self-designate as a beneficiary without a power of attorney). Unless otherwise incapacitated,
this application should be completed by the member named below.

Complete Sections A through | and answer all questions. If a seclion does not apply to your situation, indicate “N/A" for “Not Ap-
plicable” Section J must be completed in the presence of a Notary Public after swearing or affirming an oath. Submit all pages of
completed application to address above Please type or print using blue or black ink

. Last. suffix (Jr.. Il. eic.) Last 4 digits of Social
B :‘* Security Number
i x
Streat Address / Post office bax |
(OPEF use oniy}
City, Stats, ZIP code Date of Birth
Primary phone I New | Altarnats phone 3 New Ermail addrass 0O New
Employer {curment or most recent) Division Job title or rank
Palice
Fire.
Current payroll status (check all that
Py ¢ ) D Paid administrative leave, since:
O unrestrictediul duty O Receiving workers' compensation benefits
D Restricted/flight duty since: O Voluntary separation effective:
D Using vacation/sick time to remain on payroll D Imvoluntary separation effective:
Paid injury leave, since D Other
s —

ction B: Other retirement

List your status with the Ohio retirement systems below. Check all that apply.
D Member has no association with an Ohio retirement system, other than OP&F

Currently Prior Dates of full-time employment
receiving service  Cumently Contributed contributicns  prior to OP&F membership, or,
or disability contributing  prior to OP&F  ware for full-ime  If cumently recaiving retirement
benefts membership employment  benefis, list retirement dats
Ohio Highway Patrol Retirement System O O O O
Ohio Public Employees Retirement System O O a O
State Teachers Retirement System of Chio O (| | O
Ohio School Employees Retirement System O (| O ()
Cincinnati Retirement System D D D D
Daliver to: Member Sarvices Page 1 of 8 Disabilty Benefil Application
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

v'Section A: Member information
v'Section E: Disabling medical

conditions

WHAT SHOULD | SEND?

While gathering documentation in support of your Application, you may feel overwhelmed after amassing hundreds of
pages of records. By sending in only OBJECTIVE, RECENT and RELEVANT information, your case can best be prepared
and evaluated. By observing the suggestions below, your case can be processed and assessed more efficiently.

Items that typically do not support your case, and should not be sent:
+ Diagnostic report of each type of test (MRI, X-ray, labs, etc.) older than the past two years
(send only the most recent reports)
* Chart notes (doclor's office, physical therapy, chiropractic, elc.)
+ The following BWC documents: application, C-82 motions, court date/provider changes, |D card, witness
statements/memorandums
BWC claims unrelated to your listed “Disabling medical condition(s)" in this Section
Emergency Room (“ER") or EMS run reporis
Return to work/time-off documents
Fire station notes
Letters of support from anyone you have known less than a year
Family photos, awards, citations, achievement certificates, diplomas

FPlease use paper clips or clasps. Do not staple. Please remove duplicates. Place documents in date order (most recent on top).

Beginning with the most disabling, please list those disabling medical conditions which prevent you from perferming
your job. Submit a Report of Medical Evaluation by Member's Attending Physician from at least one current attending
physician. If you have mere than four conditions, you can make a copy of page 5 and continue numbering.

Disabling condition Body part(s) affected or specific diagnoses: Date of onget
1 Current atiending physiclan Specialty. Initial office visit date:
Mest recant visit date:
Is the current attending physician submitting a report? ] Yes O no
List the medical documentation being submitted in support of this condition. Ex. MRI, X-ray, EMG, discharge
summary, efc. If the same test/procedure has been performed multiple times, submit only the most recent date.
Document Date Document Date
Is the disabling condition duty-related? One Oves
Ifyes: was an injury reported? O O ves
was a BWC claim filed? Owe Oves # O settled-Medical a Setled-Indemnity
Dealiver to: Member Sarvices Page 4 of 8 Disabiiity Benefit Application
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

v'Section A: Member information
v'Section E: Disabling medical

conditions

v'Sections J&K: Member
authorization and affidavit &
Notary public requirement

C rization and affidavit
This section must be completed in the presence of a Notary Public after swearing or affirming an oath.

TOTHE NOTARY PUBLIC

Prior to completing the section below, please adequalely identify the affiant, administer an oath or affirmation to the affiant
(ex. “Do you affirm that the facts set forth in the affidavit are true?”), have the affiant sign the affidavit in your presence and
complete and execute the certification below.

MEMBER AUTHORIZATION AND AFFIDAVIT

+ | authorize any licensad physician, medical provider, medical facility or provider of health care or similar entity to re-
lease any and all of the following information to OP&F or its third party administrators: Medical information with respect
to any physical or mental condition andfor treatment of me, including confidential information regarding AIDSHIV
infection, communicable diseases, alcohol and substance abuse, and mental health. | understand that if there are any
expenses for releasing this information, it is my responsibility to pay those expenses.

* | heraby provide writtan authorization as required by the Fair Cradit Reporting Act (FCRA), 16 U.S.C. §1681-1681y, to
furnish consumer reports, including Ohio Bureau of Workers' Compensation claim information

* | understand the information obtained will be included as part of the proof of claim and will be used to determine eligi-
bility for benefits, return to employment opportunities, and assassment of ongoing treatment. Any information obtained
will not be released to any person or organization except OP&F and its third party administrators.

+ | agree that a photographic copy of this Authorization shall be as valid as the original. | understand that | may request a
copy of this Authonzation. This Autherization shall become effective on the date appearing next to my signature below.

+ Being duly sworn, |, the member described in Section A, state that the information | provided in this Application is com-
plete and frue to the best of my knowledge and belief. | understand that, by applying for disability benefits, | am con-
senting to undergo medical examinations by an OP&F-appointed, independent medical examiner(s) andfor vocational
evaluator(s) and authorize my physician(s) to provide OP&F with my medical information

* | acknowledge that, it my applicabon is approved, | must accept the award and terminate employment not later than
ninety days after raeceiving written nofice of the disability award. | acknowledge that if | do not meet this deadline, my
application will be void, my disability benefit will not be paid and will be forfeited, and, it | am eligible, | may file a new
disability application.

* | acknowledge that | have received and reviewed OP&F's Member's Guide fo Disability Benefis concerning disability
benefits. If | am approved by the OP&F Board of Trustees for disability benefits, | acknowledge that this approval may
be contingent upon my receiving confinued treatment for my disabling condition(s). Additionally, | acknowledge that my
disability benefits will be terminated should | return to work as a police officer or firefighter, as defined in Rule 742-3-20
of the Ohio Administrative Code.

Membar's signature: Dats of signature:

n K: Notary public requirement

The notary public in good standing must sign in the space provided in this section and affix their seal.
State of , County of 88!
The foregoing Disabifity Benefil Application was sworn or affirmed before me and signed in my presence by the member named

in the foregeing Section A, this _ day of _ _, 20

Affix Seal here Notary's signaturs:

Print name:

My commission expires.

e
Daliver to: Membaer Services Page8of 8 Disability Benefit Application
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

* Mentally or physically impaired
* Does not authorize JSA 100%

selection
* No indication of recovery per a
physician

m‘i Oiho Polics & Firs Pensiors Fosd
L4 ) 140 East Town Sireet
P l ice Columbus, OH 45215

Phons: 1-856-864-8362
IFe rand Fax: (634} 6281777
un wiww.op-farg

AFFIDAVIT FOR INCAPACITATION

As referenced by Ohio Administrative Code Sestions 742-3-12 and 742-3-13

This form must be completed and properly notarized in order for a person to apply for disability benefits on behalf of an
incapacitated OP&F membaer, This form does not give the person who is filing tho Disability Benefil Application on the
mamber's behalf the authority to complete the Annuity Payment Plan Salection Form.

Before me, a Motary Public in and for said state, parsonally appeared ... iname of person
acting for memberj, who being by me duly sworn. deposes and says that:

1. lam acting on behalf of (OP&EF member) SEN:
for purposes of filing a disability benefit application with the Ohio Police & Firs Pension Fund.

2. The member referenced in #1 is mentally or physically inpaired as a resull of a mental or physical ilfness or condition
of cisability with respect to which the aftending physician, Dr . practicing at:
Sirael ardess

CBy, Stew, 20 cocdy

finds that there is no present indication of recovery.

3. My relationship to the member referenced in #1 is that of

4. ih addition. § hearby cartily that the infermation in the disability benefit apslication is rue and accurate 1o the best of
my knowledge and belief,

5. This affidavit and accompanying cisability benefit application are being mailed on _ o the
Ohio Police and Fire Pension Fund, 149 East Town Street, Colurnbus, Ohio 43215,

Further affiant sayeth naughl.

Signatiio of Affant: i Date of sianaure:

T
i
13

The notary public in good standing must sign in the space provided in this section and affix heir seal,

State of . County of .88

Thr foregoing was acknowieriged before me by the persen named above,
this day of .20,

At Saal heie ﬁmy's shgratans:

Print nome:

Wy commisaion axEines:

Delivar bo: Member ServicesDiss
225 47205, Prayious v
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

* Member in DROP
» Termination of employment

before accepting grant:
 DROP vests
* Disability null/void

Ohio
Police
Firelosn

140 East Town Streat / Calumbus, Ohlo 43215-6164 / Tel. (614) 228-2075 F www.op-£.org

Deferred Retirement Option Plan (DROP) Affidavit for Active Employment
State of Ohio:
s

County of 4

Before me, a Notary Public in arid for said state, personally appeared
SSN who being by me duly sworm, deposes and says that:

1. 1 am currently on active payrol status,

2. Tunderstand that termination of my active service at any time during the disability application process
will render my disability application null and void, as well as immediately vest my DROP benefit. In
this event, | understand that L must apply for a service pension.

3. Furthermore, if a disability grant is offered to me, I must accept the grant on a form provided by OP&F
prior to termination of active employment.

4. Should my active service be terminated, 1 agree to 1mmed1ately notify OP& F in writing of the date of
termination.

5, In addition, [ certify that the information in this affidavit is true and accurate to the best of my
knowledge and belief.

4. Tunderstand that OP&F will rely upon this Affidavit in processing my application for disability benefits,
and 1 will indemnify OP&F for any losses arising out of a breach of the certifications stated herein.

Further affiant sayeth naught.

s Signature of Affiant

Swormn to before me and signed in my presence this day of , 20

Signature of Notary
SEAL

My Commission Expires:

G




DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

* Member or person with valid
POA or court order authorizing

designation may complete form.

Chiv Police & Fire Pension Fund

140 Easi, Town Streel

P I ic Colubun, OH 43215
Phone: 8888648363

é’l Fox: (614) 6281777

e Fui www.op-forg

ANNUITY PAYMENT PLAN SELECTION FOR OP&F BENEFITS

Flease complete this form and file it with the Ohéo Police & Fire Pension Fund {OPEF) i you are an OP&F member who =
applying for Benefits or you are a member who is receiving interim benefits and wishes o change your anmuily payment
plan selection. It is imporiant io remember that the instances when you can change an annuity payment plan are limited.

White this form provides general information regarding OP&F's annuity plans, it cannot, and does not. address ali
wxcaptions and limitations that may be applicabie. For more information on annuity payment plans, please see OP&F's
Member's Guide to Annully Payment Plans or contact OP&F Custormer Sarvice for assistance.

Ch ing an ity plan upon appli i1 for benefit

if you are married on the effective date of your benefits, Ohio law raquires the written consent of your spouse for any annuity
plan selecton that provides for less han a 50 parcent Joint and Survivor Anauity {JSA} payable te your spolse, unless

there is a court order that requires you to designate a former spouse as a bensficiary, Ctherwise, OP&F is required 1o
process your bensfits on the basis of a 50 percent JSA payabie to your spouse.

Also, f yau are & member who pariicipated in the Deferred Relirement Option Pran (DRCP) and selecied a Joint ard
Survivor Annuity piar upon entry inte DROP, you cannat re-seliect he annuity payment plan af relirement, unless yoo are
under & cours order fo designale a former spouse as a beneficiary at the Sime of etirement,

Changing an ity plan once iving benefits

if you are recaiving intenm benefit payments from OP&F, you can use this form lo change your annuity payment pian,
providad you do 80 befora negotating the first adjusting or reguiar benekt payment that represents the final benefit amount
payable fo you, subject lo ceriain restrictions, Once your benelits are finalized. you can cancel any oplional plan that you
ray have selectad {i.e., JSA) and have your benehils processed on the basis of a Single Lde Annuity (SLA), subject 0
certain limitations, provided that the cancellation requas! is received ao later than one year afier your receipt of your first
fingi benatl paymant. After tis first year, your annuity payrent plan can oniy be changed in specifie situations, which are
vutlined 7 OP&FS Member's Gulds o Annuity Payment Pians,

Marne: first, mickdie inktiasi, jast. sfix |

£ waiw | Police offiver . .
£ Female | EF Firetighte: Secial Sevurity numbes
I 1 i
Strest / Post office box Horme: siaphone | i | E E
Date of t: r‘J!
iy, state, 21D cooe Riiereals tolephone ]
VETEEICETED Bl sgle £ Manied Linworeed L arviod, but previousty divorced

If you bave been divorced, you mast file copies of aif decree(s) of divorce or dissolution or marsiage with OPAF for proper designation
of your beneficiary,

1§ married, spousa’'s name: sk, middle nitad, last

S

Divarcs dasef_‘s_]:

HE BN EREEIEEE BN ERERE!

A28 1R2NEMN. Pravious versions obsclatke. Fuge ot 4 Annuiy Poyren
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

E Single Life Annuity
| hereby authorize OPEF to pay my benefits on the basis of a single ife annuity payment pian, which provides for
the highest monthly amount § am enlitied 10 raceive throughout my lite and, updn my death, no annuity vall continee
!rm'.ial here o my spouse, if apglicable, or o anclher beneficiany.
ﬁf‘r‘j‘;ﬁg * Spousal consent required: If you: ara married on your effective date of retirement, Obia law requires the corsent
of your spousa in the form grovided in Section F tor an ansuily sefection that provides for fess than a 50 percent JSA
payable o your spouse, uniess there is a courl order thal mquins you 1o dasignate a former spouse as & beneficiang
Citheneise, OPEF iz equirad by law o process your seleciion based on a 50 percent JSA payabie to your spouse.

Joint & Survivor Annuity
hereby autharize OP&F 1o pay my benefits on the basis of the following joint and surviver ansuly payment plan and agees
fo acrapt & rduced montily sfiowanss from OPAF &0 that my benelicisry sted baitw will be anfified I recaive 4 lfelima

Intial hete  ponthly alowancs egual fo
to thoose
this plan.

. pecent of my reduced monthily aflowance, payable upon my death,

» Documentation required: Copies of your birfth cartificale and your beneficiary’s birth cerificate. Also a copy
of @ marrtage certificate if the benefciany is Yol SPOUSE,

Spousal consent required: i vou ame marriad on your effaclive date of retirermant, Ohie lave mdquires the
consent of your spouse in the bem provided in Section T for am annuity setection that provides for tess than a
50 pereant JSA payabile fo your spouse, unless there Is a court order that requlites you lo designate a formar
spouss as a baneficiary. Cthernisa, OPEF is mauired by faw o process your sefection based on a 50 percait
JSA payabie o your spouse.

Provide the lollowing benakciary mformation: |5 the benefliciary listed balow your spouse? TR Yes [No

.

Name: First, M. Last, Sulfx (ir., i sic } i Relationship Social Security Numbsr

« Member or person with valid B = EEE BN REEE

POA or court order Gy Bt 2 o SN BN RREN

Life Annuity Certain and Continuous

» JSA 100% provides maximum

f' f' H H i hereby authorize OPLF to pay my beneld thal | am efigibla o reveive based on fhe folfowing fife annuity cerfain
e n e I t to e n e I C I a rl e S and contintious payment plan with 8 guaranieed period ol yaass. F undarsiand that my designated beneficiary
Initial here  fisted below will oniy be paid if | die before the expiration of the guaranteed period, which begins on the effective
o chotse  date of my retitement, and thet my baneficiary will receive my reduced montity ailowance throughout the balance of

WS pian.  phis ¢ teed period. I my desi d heneficiary and | both die belore the expimtion of the guamntesd pariod,
then tha present vakue of such payrents shall be paid o the éstate of the person last receiving the aliowance.
* Bocumentation required: A copy of your birth certificats.
+ Spousal consent required: If you am masried on your effective date of relirement, Ghio law requites the
cansent of your spouse in the form proviced in Section F for an annuity seiection that provides for less than a
50 percent JSA payable to your spouse, unless Here is a couwt order that requires you 1o designate a former
spouse 85 a beneficiary, Othenwise, OP&F is required by Iaw 1o process your selection based on a 50 percent
JESA payable to your spouse,
Provide iformation betow aboui your spouse/beneficiary in the caze of your death.

Mame: First, b, Lask, Suffix {3, i, sto.) E Belationships Social Security Number
: NEN NN BEEN
Sueat! PO. Box 1.l L
Dratte of Birth
City. State. 1P Code Hiomme phone: i . UJ 1 ; | {
i i
{ i

Multiple Beneficiary Annuity Plan

if yeu wish o select this plan, do not complete this form. Please contpat OPSF for a separste Annuity Payment
Plan Selection for Multiple Bereficiaries form,

A28 1R2NEMH. Pravious versions obsclate. Page Jof 4 Anrpiy Poymen
Dielives i Bember SendosaPooessng Copright RO by She Diip Foling
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

* Member or person with valid
POA or court order

» JSA 100% provides maximum
benefit to beneficiaries

« If not properly completed, JSA
50% maximum

I, the member described in section A of this Annuity Payment Plan Sefection for OP&F Benefits, who, having been duly sworn, represent that | am
the parson herein descrived, and | centify that all statements made herein are true and correct. | understand that my OP&F benefits will not be
processed untit OP&F receives this form and any other documentation required to process benefite. | understand that Ohio law may prevent OPSF
from processing my annuity payment pian selection i [ am married and did not provide the: required spousal consent or if | am under a court oder
to designate a former spouse as a beneficiary under an annuity payment plan and did not do so,

| urderstand and agree that this annuity plan sefection teplaces any prict plan selection once received by OP&F and can only be changed n
cartain limited circumstances.

Member's Signature Date of Signature

Stateof . County of

The foregaing Annuity Payment Plan Selection For OP&F Benefits was acknowledged before me by the member named in
Section A, this day of 0

Allix Seal Here Notary sighature

Print name

My Commission Expires

I am ﬂ\e spouse of the OP&F member identified in Section A of the Mmrry Faymen’ Plan Selection for OP&F Benefits. | understand that
under Ohio law, | am antitled to recelve a monthly annuity of at least 50% of the member’s lesser benelit allowance upon the member's
death, unless there is a court order issued under Ohio Revised Code Sections 3105.171 or 3105.85 or the laws of ansther stale regarding
the division of marital property that requires the designation of a former spouse as a beneliciary under an annuity payment plan. I no such
court order exists, | understand that the member's selection under Section C of this form that provides for less than 50% of the member's
lesser benefit allowance to me will not be effective without my consent, which can only be evidenced by my notarized signature below.

If 1 grant this consent, | understand that | will not receive the mandated annuity payment pian (i.e., a 50% Joint and Surviver Annuity) and
OPAF has no obligation to provide any surviver benefit to me other than those mandated by law. | agree that my spouse and OP&F have
informed me of the consequences of the member's annuity payment plan selection and | understand the consequence of me signing this
section. By signing this consent, | am waiving any rights that | would otherwise have under a 50% Joint and Surviver Annuity, except as
otherwise provided by law. | also understand that my consent is irrevocable ence fed with OPA&F, except as otherwise provided by law,
The signing of this consent is my free and voluntary act.

Spouse’s Signature Date of Signature

|

The notary public in good standing must sign in the space provided in this section and affix their seal.

State of County of s8:
The foragoing Annuity Payment Plan Selection For OP&F Benetits was acknowledged before me by the member’s spouse
named in the foregoing Section F, this day of .
Affix Seal Here Motary signature
Print name

My Commission Expires

o —
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DOCUMENTS TO FILE WITH OP&F

PRIOR TO DEATH

» Effective upon execution
» Continues until member death/

revocation
» POA can designate self as
beneficiary with self-dealing
provision
Seek legal advice prior to
signing

mli Ot Police & Fire Pension Fusd
L4 ) 140 East Town Sireet
P&()I ice Columbus, OM 43215

Phiohe: B58-864-83082
IFeFand Fax: (614] 6281777
Lan wiww.op-farg

LIMITED DURABLE POWER OF ATTORNEY

This Limited Curable Power of Altorney form sutherizes ancihar person (called an “attornay-in-faci™} 1o make decisions for you
aonearning your Chis Podice and Fire Pension Fund (OP&F) aceoun! and rafaled benefts. i is nol 8 genemt power of atlorney
and dees not grant another person the bread authorily to act for you {i.e., this dosument does not give another person the au-
Fnority 10 act on anything other than your OP&F account and refated benefits. it cannot be used for any other purpose, such as
banking ransactions. real proparty. parsenal property, insirence, other government banelits, elc.)

By execiding this form, your are giving your storney-infact the ahility to make decisions and sct for you whether or not you arn
able to do so yeursell. Therelore, you shouid salect someona yol: st K serve as your atiornay-in-faet. Your stormay-n-lachs
autharity will begin immediately upon execution of this form and wid continee untii you die or revoke the Limited Dusable Power of
Atorney, or undil your atiorney-in-fac! resigns or is unabiz fo act for you.

CP&F 5 provicing this Limited Curable Power of Attorney torm to its membenship as a colrtesy. Due B tha significance of this
documant, OP&F recormmends hat you seek legal advice before signing This document and any questions reganding s use
should be direcled o your personai lagel counsel.

Secial Secuity mambor

Streel Address / Post office box

Do of Birlk

City, State, ZIP code

Phone L taze | Aterae phone

Section B Designation of attorney-in=fact
1, the GPAF member named in Seaflon A above, hereby name the lelowing persen as my aRerney-indact lor parpeses of asting
prirstsant o the authority granted by ma i Section [ of this docunent.

Anamey-n-act name: Firt, KL Last, suflie (Ir B, 212

Street Address 7 Posl office box

Caly, State, 2P code

Dasignation of su or attarney-in-ta

Hmy attomey-in-lact is unable or urwiting fe act for me, | name the following person as my suceessor altormey-n-fact for pur-
pases of acting pursuant o the awthority grantad by me i Seation £ of his document.

Successor afiomey-in-iect name: First. b, Lost sullix {7 Ik, a%c )

Slreet Addrass | Posd olfice box

City. State, 2P code

Vhona Email address

Deliver to: Legal Page 1982
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DISABILITY PROCESS

Terminal member must be removed from payroll prior to death.
Forms to be completed prior to death:

v Disability Benefit Application

v’ Affidavit for Incapacitation

v' DROP Affidavit

v Annuity Payment Plan Selection

v Limited Durable POA
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