
RHODE ISLAND CARPENTERS BENEFIT FUNDS 
14 Jefferson Park Road 

Warwick, RI  02888 
(401) 467-6813 or (401) 467-6816 fax 

 

Beneficiary Election Form 
 

Member’s Name____________________________________ SS # ______________________ 
 

Address ______________________________________________________________________ 
 

Spouse’s Name ____________________________________ SS# ________________________ 
  
Below pl ease i ndicate t he pe rson(s) you w ish t o na me a s be neficiary(ies) of  a ny d eath be nefits t hrough the 
Benefit Funds.  
 
Note: I f you a re le gally married a t the t ime o f your death Federal law and the Benefit Funds require that benefits b e paid to your 
surviving s pouse, un less your s pouse c onsents t o t he pa yment of  t he be nefit t o s omeone e lse.  T o make t hat t ype of c hange, t he 
Benefit Funds will require a notarized statement from your spouse – see bottom of form for notarized consent by your spouse. 
 

Beneficiary Designation 
Primary Beneficiary ___________________________________ Percentage of benefit ______ 
SS# __________________________   Relationship _______________________________ 
Address_______________________________________________________________________ 
 

Primary Beneficiary ___________________________________ Percentage of benefit ______ 
SS# __________________________   Relationship _______________________________ 
Address_______________________________________________________________________ 
 
In the event your Primary Beneficiary(ies) pre-deceases you, the below listed Contingent Beneficiary(ies) will be paid based on the 
percentages you indicate. 
 

Contingent Beneficiary ___________________________________ Percentage of benefit ______ 
SS# __________________________   Relationship _______________________________ 
Address_______________________________________________________________________  
 

Contingent Beneficiary ___________________________________ Percentage of benefit ______ 
SS# __________________________   Relationship _______________________________ 
Address_______________________________________________________________________ 
 
(Attach additional pa per i f ne cessary–please ensure t hat you i ndicate “p rimary” o r “co ntingent” an d 
percentage.) 
 
I understand that this beneficiary designation cancels any previous designation I may have made and will be effective when received 
in the Fund office and only if received prior to my death.  Further, I understand that this designation shall be cancelled if my current 
marriage ends and I remarry, which would make my legal spouse at the time of my death my new primary beneficiary. 
 
Member’s Signature _____________________________________________ Date _____________________ 
 
Spousal consent of alternate beneficiary designation as noted above: 
I hereby consent to my spouse’s designation of the above beneficiary for death benefits payable through this Fringe Benefit Fund.  I  
fully understand that by signing below, I will not be eligible for the receipt of the benefits payable on behalf of my spouse in the event 
of his or her death.        
Spouse’s  
Signature _______________________Date___________ 
         

Subscribed to and sworn  
to before me, this ____day of ________________, 20_____. 
Notary Public Signature______________________________   
County of________________   State of _________________ 
My Commission expires:  ____________________ 


	Spouse’s Name ____________________________________ SS# ________________________

