FR:Al.. - Florida Retirement System Pension Plan ““"I”“l "I”I"
“Rev. 07/09 Application for Service Retirement

Calculations
P O Box 9000
Tallahassee FL 32315-2000
850 488-6491 Toll Free 888 738-2252

Member Name Bradiey Deleon Cooner Member SSN’

Position Title ~ Supervisor Birthdate ~ 09/16/1959

Home Phone (239) 731-0465 Work Phone

Home Mailing  coonerbb@msn.com Present FRS Lee County BOCC
Address Employer(s) .

bdcooner@gmail.com
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My services terminated, or will terminate,on | { » 2 3~ 200 9 . Your refirement date is determined by the Division
of Retirement. :

Beneficiary Designation: All previous beneficiary designations are null and void unless you are applying for a second career
retirement benefit. In the case of a second career benefit, this application does not affect your original benefit in any way. To
designate more than one primary beneficiary, attach a Beneficiary Designation Form, FET-12.

Primary Brenda Lee Cooner Primary SSN

Relationship Wife Primary Birthdate  11/10/1960
Contingent Matthew Kyle Cooner Contingent SSN

Relationship Son ' Contingent Birthdate 01/04/1993

| understand | must terminate all employment with FRS employers to receive a retirement benefit under Chapter 121, Florida
Statutes. | also understand that | cannot add service, change oplions, change my type of retirement (Regular, Disability, and Early)
or glect the Investment Plan once my retirement becomes final. My retiremeppbecomes final when any benefit payment is cashed
or deposited. : g
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Member Signature: (sign in the presence of a Notary)
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Notary: State of Florida, Gounty of L,Q_Q_. The above named p?ﬂ?&?n has sworm fo and
g,

W\ (7
subscribed before me this___| g‘j".: day of wow . 20 Oci@éﬁs pﬁ%qgfifé‘@(g wn
o'
=2

¥ e Gty
N APJ;'/ & ok

44y,
i

or produced L~ BL_ as identification.
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Employer Certification: This is to certify that the above named member was employed/’ﬂy, Emg_ & ‘; will terminate,
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Authorized Personnel Signature: e .

: é Agency Number: LHDDD%
Agency Phone: (ﬁﬁ\ S%*)éu:l-lg-) U Date: __ 1\ \, 12 { et
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