Defined Benefit
Employee Transfer Form

)VISIon

Form 30a
1 Member’s Personal Details
Title Family Name Vision Super Membership Number

Given Name/s Date of Birth

[ J (

Home Address

—

S
A/

State Postcode ]
Al New Employment Details
Employer Number Employer Name
Payroll Number Occupation Date of commencement
Full-time salary at date of commencement [ $ ] Service fraction at commencement date [ % ]
Does the salary incorporate packaging arrangements? I:' Yes I:' No

If yes, provide details (or attach separate sheet)

Y Yy Yy Yy Y
— A A A A A__A__A___A__J

Will you be entering into an Additional Benefits Contract with this employee? |:| Yes |:| No
If yes, please attach a completed Form 29: Additional Benefits Contract

3 Signature of Authorised Officer

Name of Authorised Officer (please print) Signature of Authorised Officer Date

| J J J

This information is required for the sole purpose of managing and payment of superannuation benefits and entitlements and will be protected in
accordance with the provisions of the Privacy Act 1988 and Vision Super privacy policies.
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Please forward this completed form to Vision Super, PO Box 18041, Collins Street East, Melbourne VIC 8003 June 06
Phone (03) 9911 3222 Regional 1300 300 820 Fax (03) 9911 3299 Website www.visionsuper.com.au

Vision Super Pty Ltd ABN 50 082 924 561 AFSL 225054 is the Trustee of the Local Authorities Superannuation Fund RSE L0000239



	IMPORTANT: PLEASE DON’T SEND ORIGINAL DOCUMENTS TO VISION SU

