RS-10B
CITY OF NEW ORLEANS
REV12/2008
EMPLOYEES’ RETIREMENT SYSTEM


1300 PERDIDO STREET, ROOM 1E12

NEW ORLEANS, LA 70112


(504) 658-1850 FAX (504) 658-1602

REQUEST TO RESCIND 
PLEASE CHECK ONE:        _____   Refund of Accumulated 

                                                               Contribution
                                                              Claim of Death Benefit
DATE:  ______________________________
After, careful consideration I have decided to rescind the above form.   I do not wish to withdraw funds at this time.

       PRINT NAME   ________________________________________                  
       SIGNATURE   ________________________________________
                                      ADDRESS       ________________________________________
                                                              _________________________________________
                                        CITY                         STATE                        ZIP
                       PHONE NUMBER       _________________________________________

WITNESSES: THIS DOCUMENT MUST BE WITNESSED BY TWO PERSONS.

 _________________________________________

_____________________________________           
                    SIGNATURE




                         SIGNATURE
__________________________________________
_____________________________________                       
                      ADDRESS                                                               

ADDRESS

 _________________________________________

______________________________________
 CITY                          STATE                ZIP

CITY                          STATE                ZIP
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