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   PLEASE PRINT 

 
 

MEMBERSHIP FORM 
    

 
FULL NAME OF EMPLOYEE:                POLITICAL SUBDIVISION BY WHICH EMPLOYED:  
 
__________________________________________              ________________________________________________ 
 
HOME ADDRESS:                             EMPLOYEE CLASSIFICATION:  __________________ 
                                                    General/Police/Fire 
__________________________________________               
                                      Street                 JOB TITLE:  ____________________________________ 
 
__________________________________________              SOCIAL SECURITY #:  ___________________________ 
City                            State             Zip Code                                                                               
 
DATE OF BIRTH:  ________________________              DATE EMPLOYED FULL TIME:  __________________      
                                                                Month /Day/Year                                Month/Day/Year 
     
SEX:          Male            Female    FIRST APPEARED ON STATEMENT:  _____________ 
  
---------------
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            Rela
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                 R
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-----------------------
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-----------------------
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                     Signatu
    

                        Leave Blank 

-------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
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______________
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______________
         Leave Blank

-------------------------------
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________________
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_____  whose birth d
ary            
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________,  whose b
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________________
  

________________
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        Yes      

__________
  

__________
 

---------------------

DESIGNAT
e Missouri L
fit which ma
equally in yo
ay supercede
of the membe

___________
                   

ate is ______
                  Month

___________
   Print Name      

irth date is __
                           

ENTS TO B

_________, M
  

__________  
  
        No  If yes, list name of subdivision an

__    From _____________________ to __
                  Period of Emplo

__ 

-----------------------------------------------------------------------
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y be payable, in the event of my death before re
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r’s accounts. 

__      _________________________________
               Street                                                           City     

_________, if living at the time of my death,  
/Day/Year   

______________________________________
                                     Street                                                 

______________. 
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issouri,  ___________________________. 

                          Month/Day/Year 

                      ___________________________
                    Signature of Employer Ag
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____________________ 
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ur death, please list them on 
designation supercedes and 

_______________________ 
                                State           Zip 

______________________   
  City                          State      Zip 
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_______________________ 
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I hereby direct the Board of Trustees of the Missouri Local Government Employees Retirement System (LAGERS) to divide my 
accumulated contributions equally between as many of the persons listed below as may be living at the time of my death. 
 
___________________________________________      ______________________________________________________________ 
                                                Name                                                          Street                                                                     City                                           State        Zip 
 
__________________________________________,           whose birth date is ___________________________                           
                                          Relationship                                 Month/Day/Year 
 
 

 
 
 

___________________________________________      ______________________________________________________________ 
                                                Name                                                          Street                                                                       City                                            State      Zip 
 
__________________________________________,           whose birth date is ___________________________                           
                                          Relationship                 Month/Day/Year    
 
 
 
 
 
 
___________________________________________      ______________________________________________________________ 
                                                Name                                                         Street                                                                       City                                           State        Zip 
 
 
__________________________________________,           whose birth date is ___________________________                           
                                          Relationship                Month/Day/Year    

 
 
 

 
___________________________________________      ______________________________________________________________ 
                                                 Name                                                           Street                                                                      City                                           State       Zip 
 
__________________________________________,           whose birth date is ___________________________                           
                                           Relationship                    Month/Day/Year 

      
 
 
 
 
 

I DECLARE THE ABOVE STATEMENT TO BE TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF. 
 

Dated at ______________________________________, Missouri,  ___________________________________. 
                                         Month/Day/Year 
 
______________________________________________                        __________________________________________________ 
                                        Signature of Employee                         Signature of Employer Agent/Representative 
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