
Group Additional Voluntary
Contributions Plan
Member application form

Name of pension plan

Full forename(s)

Additional employee reference (Show here any additional item which your employer has asked for eg department, location, payroll number etc.)

Unique member reference number (as advised by your employer)

1. Personal details

2. New contributions

3. Changing contributions

National Insurance number

I wish to commence paying additional voluntary contributions (AVCs) as shown below. Please commence deduction from my pay as soon
as possible.

Contribution

I wish to pay a single lump sum contribution. Please deduct from my salary as soon as possible.

Contribution

(*Delete whichever does not apply)

I wish to change the amount of my AVCs as shown below. Please commence deduction from my pay at this new rate as soon as possible.

Contribution

From

To

(*Delete whichever does not apply)



Mr/Mrs/Miss/Ms or other title Surname

Sex Male FemaleDate of birth (DD/MM/YYYY) / /

£ per week/month*       or % of pay*

£

£ per week/month*       or % of pay*

£ per week/month*       or % of pay*

Please complete in CAPITAL LETTERS and  ✔ where appropriate.
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I authorise my employer to deduct the amount of AVCs that I have shown above from my pay and request that my employer pays these
AVCs to the trustees of the pension plan named overleaf.

Signature Date / /20

Name in CAPITAL LETTERS

4. Investment instructions

5. Declaration

Data Protection Act

Please indicate your investment choice(s) below.

You can select one from Clerical Medical’s range of Lifestyle Investment Programmes.

Or, you can select a fund(s) from Clerical Medical’s range of performance pension funds.

Or, you can select one of Clerical Medical’s Lifestyle Investment Programmes and also a fund(s) from Clerical Medical’s range of
performance pension funds.

All instructions should be in whole percentages, with the minimum investment in any one fund/programme of 10%. The sum of all the
percentages should equal 100%.

Lifestyle Investment Programmes (You can only select one Lifestyle Investment Programme.)

Adventurous option Balanced option Cautious option% % %

If you enter 100% in one of the above boxes please ignore the rest of this section.

If you do not enter anything in the above boxes, or if you enter an amount of less than 100%, please make your investment fund
choice(s) below. The sum of all the percentages should equal 100%.

Investment funds

Enter your selected fund name(s) below

%

%

%

%

%

%

%

%

%

%

For further information on performance pension funds or Lifestyle Investment Programmes, please refer to the ‘Investment fund
booklet.’

Total 100%

By signing this form you consent to Clerical Medical and the Trustees processing the information you have supplied for the purposes of
running the plan. Some of the information may be passed to the financial adviser or other persons acting on your behalf or on behalf of
the Trustees. Relevant information may also be passed to our agents, service providers and, where necessary, reassurers.

Clerical Medical may also use your information to notify you (by letter, telephone, e-mail or otherwise) of initiatives and new products or
services that may interest you, for the purposes of conducting market research, preparing strategic plans or gauging product sales
and/or performance. In addition, some of the information may be passed to other companies so they may advise you of complementary
products and services.

Please contact Clerical Medical by any convenient means if you do not wish to receive this information.

You are entitled to access information that Clerical Medical or the Trustees holds about you and, where necessary, have it corrected.

Once completed and signed, please pass this form to your employer.

Note for employers – a copy of this completed form should be retained by the trustees.
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