
To: The New Jersey Division of Pensions & Benefits (NJDPB),_______________________________________
	 Retirement System

Check one box only

	 I hereby apply for a WAIVER of all or a portion of the gross monthly pension allowance regularly due me.
	 I acknowledge my total monthly allowance taken from my check stub dated ______/______/______ to be 
	 $______________ (enter the date and total allowance on your last Statement of Allowances and Deduc-
	 tions.) I request and authorize the NJDPB to reduce my gross monthly allowance to $________________ 
	 effective with the next available pension payment. I understand that the gross monthly pension (before the 
	 portion waived is applied) is the amount used to determine Medicaid eligibility. As set forth below, I under- 
	 stand that the amounts waived cannot be reclaimed subsequent to the effective period of this waiver.

	 I hereby apply to MODIFY a previous waiver of the gross monthly pension allowance regularly due me. I
	 acknowledge my total monthly allowance taken from my check stub dated ______/______/______ to be 
	 $______________ (enter the date and total allowance on your last Statement of Allowances and Deduc-
	 tions). I request and authorize the NJDPB to modify my gross monthly allowance to $________________ 
	 effective with the next available pension payment.

	 I hereby apply to RESTORE the full gross monthly retirement or pension allowance regularly due me.

I accept the reduced amount listed above as my full pension allowance until a formal change is effected with 
another copy of this form or my written request, and acknowledged by the retirement system. I agree that the 
monthly amounts so waived or modified will not continue as an obligation of the retirement system and that they 
cannot be reclaimed subsequent to the effective period of this waiver.

I accept any restored amount as my full pension allowance until a formal change is effected with another copy of 
this form and acknowledged by the retirement system.

I reserve the right to cancel or modify this request by filing another Waiver or Restoration of Pension Allowance 
with the retirement system. I understand that waiver/restoration requests or cancellations must be received by 
the retirement system before the fifth of the month prior to the effective date of the change. I also understand that 
any changes will be effective only on the first day of the month.

_____________________________________________________	 _________________________________	
	 Print Full Name	 Retirement Number

________________________________________________________________________________________	
	 Street Address	 City	 State	 Zip Code

___________________________________________________________________     ______/______/______
	 Signature	 Date

State of New Jersey  • Department of the Treasury

DIVISION OF PENSIONS & BENEFITS — RETIREMENTS/QUALITY CONTROL
P.O. Box 295, Trenton, NJ 08625-0295
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