______________________ Deferred Compensation Plan - Employee Consent Form
         Name of Corporation

As a participant in the ____________________ Deferred Compensation Plan, I understand and agree




    Name of Corporation

to each of the following: 
A. I have been notified in writing that my employer, _________________________ intends to 

Name of Corporation

insure my life in connection with the ______________________________ Deferred Compensation Plan. 




Name of Corporation
B. The maximum death benefit amount at the time of the insurance contract issued on my life will be $_______________. 

C. The aforementioned insurance coverage may continue to remain in force in the event of my termination of employment. 

D. The beneficiary of the policy proceeds on death will be ___________________________.

         






Name of Corporation
 _______________________________________   ___________________________________

Printed Insured Name



Social Security Number
(x) _____________________________________
___________________________________

Signature




Date

