MISSISSIPPI FIRST RESPONDERS
HEALTH AND SAFETY ACT TRUST FUND

BENEFICIARY DESIGNATION FORM

Pursuant to the provisions of Mississippi Code § 25-15-401 et seq., the Commissioner of Insurance is responsible for
management of the Mississippi First Responders Health and Safety Act Trust Fund (the “Trust Fund”) and shall disburse payment
of certain statutorily designated financial benefits when a covered individual is diagnosed with “cancer” as defined by § 25-15-
403 and §25-15-405 of the Mississippi Code.

An eligible first responder who dies as a result of a compensable type of cancer, or circumstances arising out of the treatment of a
compensable type of cancer, but does not submit sufficient proof of claim prior to the first responder’s death, is entitled to receive
benefits from the Trust Fund payable to the first responder’s beneficiary or beneficiaries.

THIS FORM SHALL BE MAINTAINED BY THE EMPLOYER IN THE COVERED INDIVIDUAL’S PERSONNEL FILE

For purpose of compliance with the statute, the following information identifies me and accordingly designates my beneficiaries:

NAME OF COVERED INDIVIDUAL

First Name Middle Name Last Name

Date of Birth: Social Security Number:

DESIGNATED BENEFICIARY (BENEFICIARIES)

Beneficiary Name: Date of Birth: SSN: Relationship: Share (%)*

*The percentage allocated for beneficiary shares should total 100%

By my signature below, I acknowledge and understand that the Commissioner of Insurance is responsible for management of and
disbursement of benefits from the Mississippi First Responder Health and Safety Act Trust Fund. This signed document
designates the above-named person(s) as my beneficiaries for the purpose of receiving death benefits under the Mississippi First
Responder Health and Safety Act.

COVERED INDIVIDUAL’S SIGNATURE: Date Signed:

WITNESS
I, the undersigned WITNESS do hereby verify that the above named individual did sign the aforementioned Beneficiary
Designation Form on the date and year therein mentioned.

Witness Signature: Date:

Witness Name (printed):
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