Heartland Healthcare Fund

Reset Form

PLEASE PRINT

Beneficiary Designation Form

Participant Information

Name: Social Security Number:
Address: City:
Date of Birth: / / Current Local Union Number:

State:

Zip:

BENEFICIARY DESIGNATION

Primary Beneficiary or Beneficiaries

1) Name: Social Security Number: -
Address: City: State: Zip:
Date of Birth: / / Relationship:

2) Name: Social Security Number: -
Address: City: State: Zip:
Date of Birth: / / Relationship:

Secondary Beneficiary or Beneficiaries

1) Name: Social Security Number: -
Address: City: State: Zip:
Date of Birth: / / Relationship:

2) Name: Social Security Number: -
Address: City: State: Zip:
Date of Birth: / / Relationship:

| understand that the above designation(s) may be changed by filing a new designation with the Fund Administrator and that no
designation shall be effective unless filed with Wilson-McShane Corporation, Fund Administrators.

Participant’s Signature:

Date:

Wilson-McShane Corporation, Fund Administrators
3001 Metro Drive — Suite 500

Bloomington, MN 55425

(800) 535-6373

Y118
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