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JUDGES’ RETIREMENT APPLICATION 
Important:  Your application should be mailed directly to the Judges’ Retirement System no more than 90 days 
before your retirement date.  Please forward your retirement application, together with a copy of your birth 
certificate. 
  
Section A – Judges’ Retirement System Member Information 

 
_______________________________________________________________       __________-______-_________ 
First Name      Middle Initial        Last Name                Social Security Number 
_________________________________________________  Male  Female  __________________________ 
Mailing Address         Date of Birth (mm/dd/yyyy) 
________________________________________________________________    (______)____________________ 
City                 Home Phone 

________________________________________________________________    (______)____________________ 
State     Zip Code        Country                     Work Phone 
 
Section B – Retirement Information 

Current Court Type:   Supreme    Appellate    Superior 

_______________________________________   ____________________________________________________ 
Retirement Date (Last Day on Payroll - mm/dd/yyyy)     County and/or District Name, or Appellate District & Division 

_______________________________________ 
Allowance Commencement Date (mm/dd/yyyy) 

Other California Public Retirement Systems:   Yes  No If yes, complete the section below. 

________________________________________________________________      __________________________ 
Name of System              Date of Retirement (mm/dd/yyyy) 
 
Date of Service Credited:_____________/_______/____________              ____________/_______/____________ 
                     From                                     To 

Section C – Survivor Continuance 
 

________________________________________________________________            ________-______-________ 
Spouse/Registered Domestic Partner’s Name                                                                        Social Security Number 

_____________________________________       __________________________________       Male   Female 
Date of Birth (mm/dd/yyyy)                     Date of Marriage/Registered Partnership (mm/dd/yyyy) 

Do you have any unmarried children under 18:   Yes  No 

______________________________________________       ________-_____ -________      __________________   
Child’s Full Name                    Social Security Number         Date of Birth (mm/dd/yyyy) 

______________________________________________       ________-_____ -________      __________________   
Child’s Full Name                    Social Security Number         Date of Birth (mm/dd/yyyy) 

______________________________________________       ________-_____ -________      __________________   
Child’s Full Name                    Social Security Number         Date of Birth (mm/dd/yyyy) 



                                               
                                                   

 

 
Name__________________________________________     Social Security Number ________-________-________ 
 
Section D – Option Election 

 
  Unmodified Allowance.  I understand that there are no benefits payable upon death with this election (except 
normal Surviving Spouse Benefits). There is no return of contributions. 

 
Optional Settlement 
I hereby elect to have the actuarial equivalent of my retirement allowance, as of the date of my retirement under 
the Judges’ Retirement Systems Law, applied to a lesser retirement allowance in accordance with optional 
settlement number I have designated here. 
 

  Option 1    Option 2   Option 2W  Option 3   Option 3W 
 

Beneficiary Information – Single Lifetime Beneficiary (Complete for Options 1, 2, 2W, 3, or 3W for retirement date on or after 
1/1/2003).   
 

___________________________   _______-_____-_______   ___________________   Male  Female _________ 
Name            Social Security Number    Date of Birth (mm/dd/yyyy)                              Relationship 

__________________________________________________________________________________________________________ 
Mailing Address                                            City                    State         Zip Code 
  

   Option 4 – Multiple Lifetime Beneficiaries - This election requires Board approval. 
  Check to elect equal share for each beneficiary or show specific percentage provided in your estimate in space below. 

   Option 4 - Court ordered Community Property - Complete the beneficiary information below, but do not 
complete the space for specific percentage. 

 Option 4/Unmodified  Option 4/Option 1     Option 4/Option 2W  Option 4/Option 3W 
 
Beneficiary Information (Complete for Option 4 Multiple Lifetime Beneficiaries or Option 4 Court-Ordered Community Property)  
 

_______________________________     ______-_____-______     __________________  Male  Female ______ 
Name                   Social Security Number   Date of Birth (mm/dd/yyyy)                       Specific % 
_______________________________     ______-_____-______     __________________   Male  Female ______ 
Name                   Social Security Number   Date of Birth (mm/dd/yyyy)                       Specific % 
_______________________________     ______-_____-______     __________________   Male  Female ______ 
Name                   Social Security Number   Date of Birth (mm/dd/yyyy)                       Specific % 
 

I certify, under penalty of perjury, that the information submitted hereon is true and correct to the best of my knowledge. I understand 
that to cancel this application, I must notify the Judges’ Retirement System before the mailing of my first retirement allowance. 

 
___________________________________  ________________    _________________________________    _______________ 

Member’s Signature                            Date (mm/dd/yyyy)     Spouse/Reg. Domestic Partner’s Signature   Date (mm/dd/yyyy)       
 

  I am not married/have a registered domestic partner ____________________________________ On ____________________ 
                                                                                             State of California, County of                                    Date (mm/dd/yyyy)       
 
Before me________________________________________________, personally known to me, proven to me on the basis of 
satisfactory evidence) to be the person(s) whose name(s) is/are subscribed to the within instrument and acknowledged to me that 
he/she/they executed the same in his/her/their authorized capacity(ies), and that by his/her/their signature(s) on the instrument the 
person(s), or the entity upon behalf of which the person(s) acted, executed the instrument. 
 
 
                                                                                                                                  
                                                                                                                       NOTARY SEAL: 
WITNESS in my hand and official seal OR authorized Judges’ Retirement System representative signature. 
 
____________________________________________    _____________________________    __________________________ 
Representative’s Signature                                                                   Position Title                                   Date (mm/dd/yyyy)       
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Section E – Tax Withholding 
 
For future deferred commencement you do not have to complete this section.  It will be provided to 
you in the future.  Caution:  There are penalties for not paying enough taxes during the year.  
Estimated Tax requirement and penalties are explained in publication 505.  Send request for this 
publication to: IRS, PO Box 12626, Fresno, CA 93778 or talk with your tax advisor. 
 

 
Federal Tax Withholding Election   * Please Make One Election Only * 
 

 Do not withhold Federal Income Tax. 
 

  Withhold Federal Income Tax in the amount of $ ____________.00 (monthly). 
 

  Withhold Federal Income Tax based on the Tax Tables for: 
 

  A Married Individual with ________ Tax Withholding exemptions.  (enter 0 or a number) 
 

  A Single Individual with ________ Tax Withholding exemptions.  (enter 0 or a number) 
 

  In addition to the amount withheld based on the Tax Tables, withhold $____________.00 (monthly). 
 
 
 
 

State of California Tax Withholding Election (DE4P)   * Please Make One Election Only * 
(State of California tax withholding is optional for out-of-state residents.) 
 

 Do not withhold State of California Income Tax. 
 

 Withhold State of California Income Tax in the amount of $ ____________.00 (monthly). 
 

  Withhold State of California Income Tax based on the Tax Tables for: 
 

 A Married/Registered Partner Individual with ________ Tax Withholding exemptions.  (enter 0 or a 
number) 

 
 A Single Individual with ________ Tax Withholding exemptions.  (enter 0 or a number) 

  In addition to the amount withheld based on the Tax Tables, withhold $____________.00 (monthly). 

 Withhold State of California Income Tax in the amount of 10 percent of the Federal Income Tax 
withholding amount. 
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Justification for Absence of Spouse or 

Registered Domestic’s Signature 
 
The member’s current spouse/registered domestic partner must be made aware of the selection of 
benefits or change of beneficiary made by a member.  The spouse/registered domestic partner of a 
JRS member must acknowledge the submission of: a request for refund of contributions, election of 
retirement optional settlement, and designation for retirement death benefits. 
 
If a spouse/registered domestic partner’s signature does not appear on one of the above named 
documents, the following information MUST be completed by the member and submitted with the 
application for retirement. 
 
Name____________________________________ Social Security Number ________-_____-________ 
 

 I am not legally married or have a registered domestic partnership (choose appropriate box): 

  Never married/or had a registered domestic partner 
 

 Divorced/marriage or domestic partnership annulled_______________________________________ 
                        Date (mm/dd/yyyy) 
  Widowed  ___________________________________________________________________________ 
            Date (mm/dd/yyyy) 
 

 I am married or have a registered domestic partner, but my spouse/registered domestic partner did not  
 sign the form because either: 

 I do not know and have taken all reasonable steps to determine the whereabouts of my 
spouse/registered domestic partner, 

      OR 
 My spouse/registered domestic partner has been advised of the application and has refused to sign 
the acknowledgment, 

      OR 
 My spouse/registered domestic partner is incapable of executing the acknowledgment because of an 
incapacity mental or physical condition, 

      OR 
 My spouse/registered domestic partner has no identifiable community property interest in the benefit, 

      OR 
 My spouse/registered domestic partner and I have executed a marriage/partnership settlement 
agreement, which    makes the community property law inapplicable to the marriage/partnership. 

 
 
 
 
 
I hereby certify, under the penalty of perjury, that the foregoing information is true and correct. 
 
 
_____________________________________________________________________________________________ 
Member’s Signature                                                                                                 Date (mm/dd/yyyy) 
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Judges’ Health and Dental Declaration 
 

Section F – Member Information 

Name: ___________________________________ Social Security Number: _________-_____-________ 
 
Retirement Date: ____________________   Commencement Date of Allowance ____________________ 
                                       (mm/dd/yyyy)                                                                                                                      (mm/dd/yyyy) 

Complete either 1) or 2) below: 
1) Service Retirement 

 I am currently enrolled in a State health and/or dental plan and elect to continue these plans into 
retirement. 

 I do not elect to continue my state sponsored health and/or dental insurance at this time.  I understand 
that even though I was previously eligible for coverage as an active member, I have been informed that 
this election will not affect my future eligibility for state sponsored coverage and that I may elect 
coverage within 90 days of retirement or during any future open enrollment period. 

2) Deferred Retirement 
 I am currently enrolled in a state health and/or dental plan.  I elect to continue my health and/or dental 
plan as indicated below into retirement.  I will upon retirement, complete the Direct Payment forms and 
forward the forms to the Judges’ Retirement System for processing.  

 I do not elect to make direct payments to continue my health and/or dental insurance during my deferred 
status.  I have been informed that upon retirement my decision to make Direct Payments of health 
premiums is elective and will not affect my future eligibility for coverage upon the date of the 
commencement of my monthly allowance or during any future open enrollment. 

 
Section G – Health Carrier Information 

 
Name of Health Plan ________________________________ Total Subscribers Enrolled on Plan: ______ 
 
Name of Dental Plan ________________________________ Total Subscribers Enrolled on Plan: ______ 
 
Section H – Dependent Information 

 
_________________________________________    ________-______-________     ________________ 
Dependent Name                                                          Dependent Social Security #   Date of birth (mm/dd/yyyy) 

_________________________________________    ________-______-________     ________________ 
Dependent Name                                                          Dependent Social Security #   Date of birth (mm/dd/yyyy) 

_________________________________________    _______________________   (____)____________ 
Member’s Signature                                                      Date (mm/dd/yyyy)         Daytime phone number 
 
 

FOR JRS USE ONLY 
Analyst Initials: 
 

Effective Date: 

Health Plan/Carrier Code: 
 

Dental Plan./Carrier Code: 
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Direct Deposit Authorization    For future Deferred Commencement you     
       do not have to complete this form at this time 

__________________________________________________________________________________________________________ 
First Name   Middle Initial    Last Name 

__________________________________________________________________________________________________________ 
Mailing Address 

__________________________________________________________________________________________________________ 
City         State    ZIP 

To sign up for Direct Deposit, simply complete this authorization. You must check the type of account (checking or 
savings), and sign and date this authorization. If your address is incorrect, please correct it. Please include your 
telephone number so we may contact you if we have any questions. 

If you want Direct Deposit to your checking account, attach your voided or canceled check.  Do not attach a deposit 
slip. IF YOU ATTACH YOUR CHECK, YOU DO NOT NEED TO VISIT YOUR FINANCIAL INSTITUTION. 

If you are authorizing JRS to directly deposit your monthly benefit into savings account, or if you do not wish to attach a 
voided or canceled check, please visit your financial institution to obtain the correct routing number and your correct 
account number. Your financial institution will be able to answer questions you may have about the effectiveness of 
Direct Deposit. You may call us at the above telephone numbers if you have further questions. 

You will receive your monthly benefit by Direct Deposit approximately 60 days after the JRS receives this 
authorization. During this time the JRS will run a test transaction through the banking system.  We will write you to let 
you know when you will receive your first Direct Deposit.  
 
________________─ __________─ ________________           Type of Account   (Check Only One) 
              Social Security Number 
(_______)__________________________________________    Checking (Attach a voided or canceled check)  Savings 
Phone Number 

 
Joint Account Holder’s Certification 

I certify that I have read this form and understand that I 
should advise JRS of the death of the JRS payee and 
that the funds deposited after the date of death are to 
be refunded to the JRS. 
 
 
___________________________________________ 
Signature of Joint Account Holder 
 
___________________________________________ 
Date (mm/dd/yyyy) 

 Certification 
I certify that I am entitled to the payment identified above, and that I 
have read and understood the information and instructions of this 
form.  In signing this form, I authorize my payment to be sent to my 
financial institution and deposited to the designated account. I 
authorize amounts transferred after my death or transmitted in error 
to be debited to my account. If the funds have been withdrawn 
following my date of death, I authorize my financial institution to 
release the name and address of the person(s) responsible for 
withdrawing the funds. 
 
______________________________________________________ 
Signature of Payee                                                 Date (mm/dd/yyyy) 

 
To be completed by financial institution if you are authorizing your direct deposit to your savings account 

 or if you do not have printed personalized checks. 
               │        │        │       │       │       │       │        │       │        │       │_____         
Name and Address of Financial Institution  Branch and Account Number  

(Show the number exactly as recorded including necessary spaces, zeros, or 
dashes). 
                             │        │        │        │        │       │        │        │       │ 

Branch Name and Number                                           Branch Telephone Number                     Routing number Check Digits 
I confirm the identity of the above-named payees(s) and the account number. As representative of the above-named financial 
institution, I certify that the financial institution agrees to receive and deposit the payment identified above. 

 
Signature of Representative  Print/Type Representative’s Name Date (mm/dd/yyyy) 

 



Privacy Notice
The privacy of personal information is of the utmost importance to CalPERS.  
The following information is provided to you in compliance with the Information  
Practices Act of 1977 and the Federal Privacy Act of 1974.

Information Purpose

The information requested is collected pursuant  
to the Government Code (sections 20000 et seq.)  
and will be used for administration of Board  
duties under the Retirement Law, the Social 
Security Act, and the Public Employees’ Medical 
and Hospital Care Act, as the case may be. 
Submission of the requested information is 
mandatory. Failure to comply may result in  
CalPERS being unable to perform its functions 
regarding your status. 

Please do not include information that is  
not requested.

Social Security Numbers

Social Security numbers are collected on a 
mandatory and voluntary basis. If this is CalPERS’ 
first request for disclosure of your Social Security 
number, then disclosure is mandatory. If your 
Social Security number has already been provided, 
disclosure is voluntary. Due to the use of Social 
Security numbers by other agencies for 
identification purposes, we may be unable to  
verify eligibility for benefits without the number. 

Social Security numbers are used for the  
following purposes: 
1.	 Enrollee identification 
2.	 Payroll deduction/state contributions 
3.	 Billing of contracting agencies for employee/

employer contributions 
4.	 Reports to CalPERS and other state agencies 
5.	 Coordination of benefits among carriers 
6.	 Resolving member appeals, complaints,  

or grievances with health plan carriers

Information Disclosure

Portions of this information may be transferred 
to other state agencies (such as your employer), 
physicians, and insurance carriers, but only  
in strict accordance with current statutes  
regarding confidentiality.

Your Rights

You have the right to review your membership  
files maintained by the System. For questions 
about this notice, our Privacy Policy, or your rights, 
please write to the CalPERS Privacy Officer at  
400 Q Street, Sacramento, CA 95811 or call us  
at 888 CalPERS (or 888-225-7377).
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