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 PARTICIPANT ENROLLMENT FORM

5-324
TRIAD BROADCASTING COMPANY, INC. 401(k) PROFIT SHARING PLAN
PLEASE PRINT OR TYPE:

Full Name of Employee:  __________________________________________________________________

Social Security #:  ____________________________              Phone #:  ____________________________     

Permanent Mailing Address: 
_______________________________________________________

           
 


_______________________________________________________

Date of Birth:
______________



    
   
  Female
  Male

Date of Hire:
______________


       Marital Status:
  Single

  Married
SALARY REDUCTION ELECTION

I hereby authorize and direct my Employer to withhold the following percentage (%) or dollar amount ($) from my gross compensation and deposit such amount into the Employer sponsored 401(K) Plan.  This election is effective ______________________ until changed in writing by me.


__________  % of my Gross Salary   
       or

$ __________  per month


I understand that I may, upon 10 days notice, change my election as of the first day of the Plan Year and the first Day of the Plan Quarter, but that I can stop my deferrals at any time.  I further understand that my election may be reduced to meet the discrimination regulations applicable to 401(K) Plans.  I also realize that the amount deferred in the Plan may be withdrawn only under the following circumstances:  Retirement, Death, Disability, Termination of Employment, Attainment of age 59 ½ or if allowed by the Plan document, or for Financial Hardship if allowed by the Plan document.


I Decline to participate in a Salary Reduction Plan at this time, but understand that I can elect to participate on any subsequent entry date.

INVESTMENT AUTHORIZATION

I understand that the Plan may allow me to direct the investments for one or more of my accounts.  If I do not give written directions to the Trustee, or if there is a pooled investment account in which employer funds are contributed, the Trustee has complete discretion as to the investment of those funds.  In all cases, my account will be credited/charged with the gains/losses from said investment.  

________________________________________


___________________

Participant Signature





             
Date





________________________________________


___________________

Trustee Signature






                Date



  

BENEFICIARY DESIGNATION FORM

5-324
TRIAD BROADCASTING COMPANY, INC. 401(k) PROFIT SHARING PLAN
PLEASE PRINT OR TYPE:

Full Name of Employee:  __________________________________________________________________

Social Security #:  ____________________________  Phone #:  ____________________________     
BENEFICIARY DESIGNATION

· I am Not Married.  I understand that the following designation becomes null and void in the event of my marriage.  I will promptly inform the Trustee of any change in my marital status.

· I am Married.  I understand that I must elect my Spouse as the Primary Beneficiary under the Plan unless he/she consents in writing to my naming another Primary Beneficiary.  

In connection therewith, I hereby designate as the Beneficiary of any amounts payable under the Plan by reason of my death:

Primary Beneficiary*:


· ________________________________________
___________________

_________

Name of Beneficiary





Relationship


 % Share

________________________________________
___________________
Address






Social Security Number
Contingent Beneficiary:


· ________________________________________
___________________

_________

Name of Beneficiary





Relationship


 % Share

________________________________________
___________________
Address






Social Security Number
· ________________________________________
___________________

_________

Name of Beneficiary





Relationship


 % Share

________________________________________
___________________
Address






Social Security Number
· ________________________________________
___________________

_________

Name of Beneficiary





Relationship


 % Share

________________________________________
___________________
Address






Social Security Number


________________________________________


___________________

Participant Signature





             
Date

* If married and the Primary Beneficiary is other than your Spouse, your Spouse’s Signature is required:

________________________________________


___________________

Spouse’s Signature







Date










