
	Common Remitter Setup 

Worksheet
Instructions:  Complete this form for existing MetLife clients who request the addition of FASCore's Common Remitter Services ONLY.  It should be completed in its entirety and emailed to: impteam@metlife.com for processing.  
Product/IRS Code: 
  MTVND457NG – 457(b) (NON-GOV)  MTVENDOR – 403(b)





  MTVND457GV – 457 (GOV)  MTVNDR401K – 401(k)



  MTVNDRTORP – TX ORP
  MTVNDR401A – 401(a)


Assigned Group Number:                        
Employer Information

	Full Legal Name of Employer:      ____________________________

	Is the employer currently remitting contributions to FASCore?

Yes
 - If Yes please provide the FASCore Plan#      __________


  We will use the same plan number and add an extension (-C1, C2, C3, etc.)
No
 

	*Please complete the following section if the employer is NOT currently remitting contributions to FASCore.

	Employer Address

Street Address (no P.O. Box)      ____________________________
City        ____________________________
State       

Zip         _____
Phone (    )      -      
Fax     (    )      -      

	Type of Entity

 C-Corporation

 LLC
 S-Corporation

 Church
 Non-Govt Tax Exempt
 Partnership

 Governmental 
 Other, please specify:      
	Type of Organization

 Profit

 Non-Profit

 Government

	Employer Identification Number (EIN):      ____________________________

	Plan Information

	Full Plan Name:      ___________________________________________________________________

	***For FASCore Internal Use Only***

	Group Account Basic Information

Plan Type: CM REMIT (Standard)
	Group Holds – Required Setup Instructions

Cash Hold: 

Yes
Recoveries Hold: 
Yes
Disbursement Hold: 
Yes

Transfer Hold: 

Yes

Vesting Hold:

Yes
Dividend Hold:

No
Certificate Renewal:
Yes

Band Hold:

Yes

	******

	Payroll Information

	Payroll Submission Method

 Electronic File Submission via the PSC with ACH cash Funding. (Standard)
-or-

 FTP
 Paper (Approval Required)
	1. Are there multiple payroll processing locations?

 Yes - How many locations?      ________________ 

(Please complete Addendum A)
 No

2. Payroll Provider

 In house

      Other, please specify: ________________
3. Estimated date of first payroll:      /     /     
4. If single payroll location only, please provide location information below:

Payroll Location Name:      ________________
Payroll Contact:      ______________________
Address:
     ______________________


     ______________________
City:

     ______________________
State:

     
Zip Code:
     


	Remittance Frequency
*Do not add to Remittance Parameters

 Weekly

 Bi-weekly
 Semi-Monthly
 Monthly

 Quarterly

 Annual

	

	File Submission Method
 PDI (Standard)

 Other: Explain      __________________________________________________________


        __________________________________________________________

	Deferral Processing (Approval Required)

	Deferral Processing allows participants to change their deferral percentages at FASCore via a Paper Form or Customer Service Representative.   FASCore will create a file that includes all deferral percentage changes and will send the file to the employer so they can make changes to their payroll system

Does the plan want to offer the Deferral Processing feature for participants?    Yes      No
*If yes, please fill out Deferral Setup Addendum
*If elected, this feature will not be added to the related 01, 02, etc., plans

	

	Plan Contacts

 Check here if there is an existing plan and this CR plan will use the SAME contacts. If so, skip this section.

	Employer Primary Contact – PCT

The person to receive daily correspondence and referrals from Client Service.  This person could also be authorized to sign off on plan distributions.

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         
City:      

 FORMTEXT 
     

 FORMTEXT 
       State:        Zip:      
Phone: (    )      -      
Fax: (    )      -      
E-mail:                                  
	Secondary Employer Contact – SCT

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         
City:      

 FORMTEXT 
     

 FORMTEXT 
       State:        Zip:      
Phone: (    )      -      
Fax: (    )      -      
E-mail:                                  

	For FASCore use only: Contact Servicer ID:      
	For FASCore use only: Contact Servicer ID:      

	Plan Sponsor Report Copies Contact – CAS  

CAS Contact – will receive quarterly plan summary and participant detail reports electronically via the PSC.  
Additional reports sent to the CAS contact include the Annual report of plan assets and participant detail reports.  These reports are sometimes used for auditors.

(Please complete the Plan Service Center Authorization Form attached)
Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:     

 FORMTEXT 
     

 FORMTEXT 
         
City:      

 FORMTEXT 
     

 FORMTEXT 
       State:       Zip:     
Phone:
(    )      -      
Fax:
(    )      -      
E-mail:                                  
Do you want reporting on related plans done by location? 
 Yes   No(default is “No” if not marked)
If yes, please complete addendum A.
	Financial Services Representative or MetLife Account Executive – AM 

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         
City:      

 FORMTEXT 
     

 FORMTEXT 
       State:        Zip:      
Phone: (    )      -      
Fax: (    )      -      
E-mail:                                  
Distribution Channel:      

 FORMTEXT 
     
Broker ID:      

 FORMTEXT 
     
DAI Number:      

 FORMTEXT 
     
PSC Login:      

 FORMTEXT 
      (Plan will be added to your PSC access)
Do you want to receive electronic Plan Summaries?

(If yes,  you will be set up as a CAS contact and your PSC login id is required in order for you to receive your electronic plan summaries via the PSC)
 Yes  
 No

	For FASCore use only: Contact Servicer ID:      
	For FASCore use only: Contact Servicer ID:      

	Employer Payroll Processing Contact – PRC

This contact processes the plan’s payroll.

Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         
City:      

 FORMTEXT 
     

 FORMTEXT 
       State:        Zip:      
Phone: (    )      -      
Fax: (    )      -      
E-mail:                                   

	Deposit Confirmation Reports – TAD    

This contact receives paper confirmation of payroll deposits each pay period.
Name:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
         
City:      

 FORMTEXT 
     

 FORMTEXT 
       State:        Zip:      
Phone: (    )      -      
Fax: (    )      -      
E-mail:                                  

	For FASCore use only: Contact Servicer ID:      
	For FASCore use only: Contact Servicer ID:      


	Types of Contributions

	Employee Contributions (BEF)


No Pre-Tax contributions


Employee Pre-Tax Voluntary (BEF1)

Employee Basic (BEF2)
     % to      % (Use whole percentages only, default is 1% - 100% if not selected)
     $  to      $ (Use whole numbers only, default is $1 to IRS Maximum if not selected)


	Employer Matching Contributions (ERB)

 No Matching contributions

 Employer Match (ERB1)
 Employer Discretionary (ERB2)
	

	Employee Roth  Contributions (RTH1)
 Not Allowed 
     % to      % (Use whole percentages only, default is 1% - 100% if not selected)

     $  to       $ (Use whole numbers only, default is $1 to IRS Maximum if not selected)


	Other Money Types

 QNE1 (Qualified Non Elective Contribution)

 QMA1 (Qualified Matching Contribution)

 Not applicable
Note: May require vendors to do setup/mapping on their end in order to accept these money types.

	Vendor Allocation Default
	

	Plan’s Default Vendor For Participant Allocations: 

	 MetLife Mutual Funds & Annuities (MetLife/FASCore) – VNDMET

  *Note – Requires record keeping plan to have a Default fund setup.

 Suspense – DFLTVN



  *Note – If there is no selection Suspense will automatically be setup as Default.

	

	SIGNATURES (Required)
	

	MetLife Signature (Account Executive, RMD, or FSR)

	Name
                                                                     Date

Signature




           Revised Date (if applicable)



	Plan Sponsor Signature


	Name of Authorized Employer Representative
            Date


Signature












	Payroll Locations – Complete if multiple payroll centers                               Addendum A



	1. Payroll Location


	Payroll Location Name      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Payroll Contact      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
               
Address      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
                         
City      

 FORMTEXT 
     

 FORMTEXT 
      State       Zip Code      

 FORMTEXT 
     
Phone (    )      -      


Fax (    )      -      
Payroll Frequency:

 Weekly
                     Location Code      

 FORMTEXT 
     

 FORMTEXT 
     


 Bi-Weekly
                     E-mail address      

 FORMTEXT 
     

 FORMTEXT 
     
 Semi-Monthly


 Monthly                            Beginning date:       /      /        


	For internal use only

 Paycenter

Paycenter #:     




Paycenter Name:      




 Division

Division #:     



Division Name:      




	

	2. Payroll Location


	Payroll Location Name      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Payroll Contact      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
               
Address      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
                         
City      

 FORMTEXT 
     

 FORMTEXT 
      State       Zip Code      

 FORMTEXT 
     
Phone (    )      -      


Fax (    )      -      
Payroll Frequency:

 Weekly
                     Location Code      

 FORMTEXT 
     

 FORMTEXT 
     


 Bi-Weekly
                     E-mail address      

 FORMTEXT 
     

 FORMTEXT 
     
 Semi-Monthly


 Monthly                            Beginning date:       /      /        

	For internal use only

 Paycenter

Paycenter #:     




Paycenter Name:      




 Division

Division #:     



Division Name:      




	

	3. Payroll Location


	Payroll Location Name      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Payroll Contact      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
               
Address      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
                         
City      

 FORMTEXT 
     

 FORMTEXT 
      State       Zip Code      

 FORMTEXT 
     
Phone (    )      -      


Fax (    )      -      
Payroll Frequency:

 Weekly
                     Location Code      

 FORMTEXT 
     

 FORMTEXT 
     


 Bi-Weekly
                     E-mail address      

 FORMTEXT 
     

 FORMTEXT 
     
 Semi-Monthly


 Monthly                            Beginning date:       /      /        

	For internal use only

 Paycenter

Paycenter #:     




Paycenter Name:      




 Division

Division #:     



Division Name:      




	


Deferral Set-Up Addendum                      
Plan Name:     _________________________________________________________



Plan Number: ______________________

Deferral Change allows participants to change their deferral percentages via form or by a Client Service Representative.  FASCore will create a file that includes all deferral percentage changes and send it via the Plan Service Center in a printable file format to the PRC contact.  The PRC contact will be able to use this report to manually make changes to the payroll system. The file will be sent 5 business days prior to each payroll date.

Additional information may be required if the plan is converting from another recordkeeper:

· Deferral Seed File – Client provides a file with all participant deferral information.  Any person who has opted out of the plan should show a zero on the file.

· Hardship Suspension – Attach a list of participants currently under hardship suspension.  Include participant name, social security number and the date that the hardship expires.  

· Catch Up Provisions – Attach a list of participants currently utilizing the catch up provision(if applicable).  Include participant name, social security number and the amount of catch up and the date that the catch up expires.

The Deferral Change report will be sent to the PRC(Payroll Contact) that was specified on the Implementation Worksheet.  If you would like someone other than the PRC to receive these reports, please specify below:   

	Name:
	__________________________________________

	Phone #:
	__________________________________________

	Email Address (REQUIRED):
	__________________________________________

	PSC ID# (REQUIRED):
	__________________________________________


	Name:
	__________________________________________

	Phone #:
	__________________________________________

	Email Address (REQUIRED):
	__________________________________________

	PSC ID# (REQUIRED):
	__________________________________________

	
	


Required Signatures

The signatures below acknowledge that the Employer/Plan Administrator have read, understand and agree to the standards and requirements for Deferral Change Processing.  The Plan Administrator is responsible for ensuring proper consent is received from employees authorizing deferrals.  The Plan Administrator authorizes FASCore to accept participant deferral changes. The Employer/Plan Administrator agree that MetLife/FASCore will not be liable for any investment loss, liability, cost or expense for implementing any such instructions received from the participant.

___________________________________________________

__________________

Authorized Employer/Plan Administrator Signature



Date 

[image: image1.png]Metlife’



  
Plan Service Center (PSC) Authorization Request/Common Remitter Plan                                                              
This form is used to request user IDs and passwords to establish Plan Service Center (PSC) access. The PSC is the primary tool used by the Plan Sponsor’s employees and other Plan Sponsor designated third parties for on-line contribution processing, obtaining plan and participant data, requesting/downloading plan files and reports, and approving on-line disbursements. The Plan Sponsor identified in Part I agrees to notify PSC in the event that any of the below users’ access is terminated. The identified users listed below will receive an e-mail notification when their PSC authorization request has been completed.

	Plan Name:     
	Plan Number:     

	Return this form to the Technical Support Specialist Team if your plan is in the implementation process. Otherwise please return to:

	Contact Name:  Mailing Address:  City, State Zip:
	PSC –  Plan Technical Support – Security Team      Fax: (303) 737-6717

8515 E. Orchard Road, 4T2                          E-mail : pts_security@retirementpartner.com

Greenwood Village, CO 80111


Part I: CLIENT INFORMATION 

	Contact Name:     
	Pay Center:      Division:        (if applicable)

	Contact E-mail Address:     
	Contact Phone:                         Ext:      


Part II: PLAN SERVICE CENTER (PSC) LOGIN REQUEST

PSC User Access Levels

	PSC 
CR = Access established specifically for common remitter processing.
Contribution Processing = Includes contribution processing. For contribution processing, please note the following: Full PSC User Access PROVIDES ACCESS AND AUTHORITY TO DEBIT APPLICABLE BANK ACCOUNTS.


To obtain access for PSC users requiring access to your plan, please complete the following (addendums may be attached as needed):

	1) User’s Full Name:      

	Four Digit Security Code       ___  ___  ___  ___        

(May be a combination of alpha and/or numeric digits.  This is used to verify user identity when calling PTS for user password reset requests. )

	E-Mail Address:      

	Phone #:     

	User Type: Please Check One
	 Client Employee:  
	Other:     

	2) User’s Full Name:      

	Four Digit Security Code       ___  ___  ___  ___        

(May be a combination of alpha and/or numeric digits.  This is used to verify user identity when calling PTS for user password reset requests. )

	E-Mail Address:      

	Phone #:     

	User Type: Please Check One
	 Client Employee:  
	Other:     

	3) User’s Full Name:      

	Four Digit Security Code       ___  ___  ___  ___        

(May be a combination of alpha and/or numeric digits.  This is used to verify user identity when calling PTS for user password reset requests. )

	E-Mail Address:      

	Phone #:     

	User Type: Please Check One
	 Client Employee:  
	Other:     

	4) User’s Full Name:      

	Four Digit Security Code       ___  ___  ___  ___        

(May be a combination of alpha and/or numeric digits.  This is used to verify user identity when calling PTS for user password reset requests. )

	E-Mail Address:      

	Phone #:     

	User Type: Please Check One
	 Client Employee:  
	Other:     


Part III:  PLAN SERVICE CENTER (PSC) CLIENT ADMINISTRATION AGREEMENT 
By signing this form, the Client hereby agrees to the terms and to the responsibilities outlined as the PSC Website Terms and Conditions of Use on PSC.  The Client also agrees that the User Names listed are authorized to use the PSC.

Further, the Client hereby agrees to notify each of the User Names listed to maintain the confidentiality of logon and password information provided by PSC and to not share such information with any third parties.
	Authorized Plan Signor

Signature:      

      



Print Name:      ______________________
Title:      





E-mail:      



 

Phone Number:     




Date:      ______/     _______/     ______




Note: If the plan has pay centers and/or divisions with different contacts, please complete one login form for each pay center and/or division. 

Internal Use Only:  

Relationship Manager Name      _________________________
______ 

Relationship Manager Signature      ____________________________
  

Date:      




Met Implementation Team FAX: (303) 737-4274 E-mail:  metimp@retirementpartner.com

ACH Funding Authorization Form                                                                           
AUTOMATED CLEARING HOUSE (ACH) AUTHORIZATION
This form is used to establish automated funds transfer of your retirement plan contributions, which are initiated through the Plan Service Center (PSC).

CLIENT DATA:


Name of Plan       




  Group Account Number       
_____________

Name of Contact       









_______ 


Address       











 

Phone Number  
     










 

AUTHORIZATION TO BANK:

In conjunction with the use of the Plan Service Center this authorization is to establish an Automated Clearing House (ACH) funding agreement with FASCore and the Plan, as stated above.  This agreement is to provide the required funding as approved by the Plan Sponsor when initiating through the Plan Service Center, or when the Plan Sponsor has requested a contribution correction that requires additional funding from this account.  The Plan Sponsor has total control and responsibility for initiating the funding for the above stated retirement plan.

Please accept this as formal notification that effective      ____________________, FASCore will be responsible for the record keeping of the retirement plan mentioned above.  

	Bank:


	     

	Street Address:


	     

	Account Name:
	     

	Account Type:
	   Checking   Savings         

	Account Number:
	     

	Routing Number:
	     

	Representative:
	     

	Telephone Number:
	     


The Plan Sponsor agrees to provide FASCore with 30 days notice, prior to closing or changing this account.

Signed:      







  Date:      




Title:       








 

IMPORTANT:  Please forward a copy of this to your bank for authorization, and please provide a voided check or a MICR spec sheet to confirm ACH routing.  A pre-notification will occur to ensure proper set up.
Note:  Please fax ACH Authorization form, and the voided check or MICR spec sheet to New Business Team at FASCore.  The fax number is 303-737-4274. Thank you.


MetLife

	Common Remitter Vendor Information                                                                                               
	


	Investment Providers/Vendors Receiving Contributions

	 Vendor Name: MetLife Variable Annuities (MLIC) – this represents Tampa 
PLP Contact CSV ID 558159

IPC Contact CSV ID 563356
  MetLife Group #: __  __  __  __  __  __  __  MetLife must provide this number per plan 
   The group # is a 7 digit number


	 Vendor Name:  MetLife Variable/Fixed Annuities (MICU) – this represents MetLife Insurance Co of USA
PLP Contact CSV ID 558158 

IPC Contact CSV ID 563355
MetLife Case#/Bill Agree#: __  __  __  __  __  __  -  __  __  __  __  __  __  __   MetLife must provide both of  these numbers per plan.  The case # is 6 digits and the bill agree is a 7 digit/character #.

	 Vendor Name:  MetLife Mutual Fund & Annuities – this represents MetLife/FASCore 
PLP Contact CSV ID 468558

	Please Note: 

Wires are sent to MetLife

Data files sent in the MetLife Simplified file format via FTP

	

	Vendor Election - ONLY Percentage (%) Elections allowed.

	Please check the box to verify you have read and understand the following statement:

 Allocations must equal 100%, including the sum of allocations to multiple vendors.

See File Format Layout for Submitting Participant Current Vendor Elections (Page 12)


Common Remitter Vendor Information  
	Investment Providers/Vendors receiving contributions

(FASCore will contact each vendor to obtain payment and file information.)

	Vendor Name:      __________________________________________________
   Technical Contact Name:      ____________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________
   Business Contact Name: __________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________ 

	

	Investment Providers/Vendors receiving contributions

(FASCore will contact each vendor to obtain payment and file information.)

	Vendor Name:      _________________________________________________
   Technical Contact Name:      ___________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________
   Business Contact Name: __________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________

	

	Investment Providers/Vendors receiving contributions

(FASCore will contact each vendor to obtain payment and file information.)

	Vendor Name:      _________________________________________________
   Technical Contact Name:      ____________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________
   Business Contact Name: __________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________

	

	Investment Providers/Vendors receiving contributions

(FASCore will contact each vendor to obtain payment and file information.)

	Vendor Name:      __________________________________________________
   Technical Contact Name:      _____________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________
   Business Contact Name: __________________________________________
   Address:      ______________________________________________________
   City:      _________________State:      ______ Zip:      ______

   Phone Number:       (   )      ____ -      ______

   Email Address:       __________________________________________


	File Format Layouts



	Participant Vendor Elections

	Description:

This layout can be used to submit the chosen or defaulted vendor elections for all existing eligible employees.  
Requirements:

· Must be submitted in Electronic Format

· Elections must be made in %

· The sum of elections should equal 100%

· Submit for all EXISTING employees
See Sample Layout Below:
SSN

LAST NAME

FIRST NAME

VENDOR NAME

VENDOR SPLITS  (percentages ONLY)

XXX-XX-XXXX

Smith

John

XYZ Vendor

100%

      
      
      

      

      

      
      
      

      

      

      
      
      

      

      

· ONLY Percentage (%) Elections allowed

· If the Plan allows MULTIPLE Vendors, sum of all Allocations must equal 100% for each Participant



	

	PDI Layout

	Description:

This layout is to assist in the remittance of various participant data to recordkeep such as contributions and to assist in additional services such as compliance testing.
Requirements:

· Include all Eligible employees

· The following color codes  represent the minimum requirements to include for the referenced services to function:

Pink - Required for compliance testing

Purple - Required for deferral recordkeeping features.

Blue - Required for both compliance testing and deferral recordkeeping features.




	
	Payroll Data Interchange (PDI) 
Data Layout Requirements
	
	
	
	Plan Name:      ___________________________
	

	
	Fixed Length Record Format- Maximum Length Not applicable for comma delimited files
	
	
	
	
	Plan Account Number:      _______________________

	

	
	 
	Start/Stop 
	Maximum
	Data
	Required (R)
	 
	 

	
	Field Description
	Positions
	Length * 
	Type
	Optional (O)
	Format / Value
	Comments

	1
	Plan Number
	1-13
	13
	Char
	R
	999999-99
	Each Record would have to include the corresponding plan number.

	2
	Employee SSN
	14-24
	11
	Char
	R 
	999999999 or 999-99-9999
	 

	3
	Division number
	25-44
	20
	Char
	O
	 
	Required if the plan is divisionalized.

	4
	Last Name
	45-79
	35
	Char
	R
	 
	 

	5
	First Name
	80-99
	20
	Char
	R
	 
	 

	6
	Middle Name
	100-119
	20
	Char
	O 
	 
	 

	7
	Name Suffix
	120-134
	15
	Char
	O
	 
	 

	8
	Birth Date 
	135-144
	10
	Date
	R
	mm/dd/yyyy
	Must be four digit year.  Used for online enrollment and tracking vesting.

	9
	Gender
	145-145
	1
	Char
	R
	M=Male, F=Female
	 

	10
	Marital Status
	146-146
	1
	Char
	R
	M=Married, S=Single, D=Divorced, W=Widowed
	Used for spousal consent determination.

	11
	Address Line 1
	147-181
	35
	Char
	R
	 
	 

	12
	Address Line 2
	182-216
	35
	Char
	R
	 
	 

	13
	City 
	217-236
	20
	Char
	R
	 
	 

	14
	State
	237-238
	2
	Char
	R
	Upper Case
	 

	15
	Zip Code
	239-248
	10
	Char
	R
	99999-9999 or 99999
	 

	16
	Home Phone Number
	249-258
	10
	Char
	O
	 
	 

	17
	Work Phone Number
	259-268
	10
	Char
	O
	 
	 

	18
	Work Phone Ext.
	269-272
	4
	Char
	O
	 
	 

	19
	Country Code
	273-274
	2
	Char
	O
	 
	Remove if all employees live in the USA.

	20
	Hire Date
	275-284
	10
	Date
	R
	mm/dd/yyyy
	Original Hire date; must be four digit year.  Used for online enrollment and tracking vesting.

	21
	Termination Date
	285-294
	10
	Date
	R
	mm/dd/yyyy
	 

	22
	Re-Hire Date
	295-304
	10
	Date
	R
	mm/dd/yyyy
	Use when an employee was previously terminated and rehired.

	23
	Ending Payroll date
	305-314
	10
	Date
	R
	mm/dd/yyyy
	Must be current ending payroll date.  Identifies the plan year that contributions are applied.

	24
	Contribution Amount 1
	315-324
	10
	Numb
	R
	9999999.99  Positive number implied.
	Only include contribution amounts sent on an on-going basis.

	25
	Contribution Amount 2
	325-334
	10
	Numb
	R
	9999999.99  Positive number implied.
	i.e. Employee before tax contributions would use Contribution Amount 1

	26
	Contribution Amount 3
	335-344
	10
	Numb
	R
	9999999.99  Positive number implied.
	Contributions for an employer match would use Contribution Amount 2    (insert more contribution types as needed)

	27
	Contribution Amount 4
	345-354
	10
	Numb
	R
	9999999.99  Positive number implied.
	Loan Repayment would be sent in a contribution field.

	28
	Contribution Amount 5
	355-364
	10
	Numb
	R
	9999999.99  Positive number implied.
	Roth contributions would be sent in a separate contribution field.

	29
	Contribution Amount 6
	365-374
	10
	Numb
	R
	9999999.99  Positive number implied.
	Roth Match contributions would be sent in a separate contribution field.

	30
	Contribution Amount 7
	375-384
	10
	Numb
	R
	9999999.99  Positive number implied.
	Additional Contributions and/or Loan repayments.

	31
	Contribution Amount 8
	385-394
	10
	Numb
	R
	9999999.99  Positive number implied.
	Additional Contributions and/or Loan repayments.

	32
	YTD Hours Worked
	395-399
	5
	Numb
	R
	99999
	Plan YTD hours worked.(Hourly & Salaried).

	33
	YTD Total Compensation
	400-410
	11
	Numb
	R
	99999999.99  Positive number implied.
	YTD total compensation. (W2 total wages) Include overtime, commission, bonus.

	34
	YTD Plan Compensation
	411-421
	11
	Numb
	R
	99999999.99  Positive number implied.
	YTD plan compensation, as defined by your plan document.  Used for purposes of discrimination testing.

	35
	YTD Pre Entry Compensation
	422-432
	11
	Numb
	O
	99999999.99  Positive number implied.
	Compensation the employee earns prior to becoming eligible to participate in the plan.

	36
	Highly Comp Employee Code
	433-433
	1
	Char
	O
	Y=Yes
	Required for all HCE's if we monitor HCE limits.  Can be provided manually each year for testing requirements.

	37
	Percent of Ownership
	434-439
	6
	Numb
	O
	999.99
	Ownership/Voting Stock in company. Can be provided manually each year for testing requirements.

	38
	Officer Determination
	440-440
	1
	Char
	O
	Y=Yes 
	Use if they are an officer for key employee status.  Can be provided manually each year for testing requirements.

	39
	Participation Date
	441-450
	10
	Date
	R
	mm/dd/yyyy
	Required for online enrollment and deferral processing.  CALC option available.  If not optional

	40
	Eligibility Code
	451-451
	1
	Char
	R
	Y=Yes, N=No
	Required for online enrollment and deferral processing.  CALC option available.  If not optional

	41
	Before-Tax Contribution %
	452-454
	3
	Numb
	O
	999
	If applicable, required for initial set-up of deferral processing otherwise optional.

	42
	Before-Tax Contribution $
	455-462
	8
	Numb
	O
	99999.99
	If applicable, required for initial set-up of deferral processing otherwise optional.

	43
	After-Tax Contribution %
	463-465
	3
	Numb
	O
	999
	If applicable, required for initial set-up of deferral processing otherwise optional. i.e Roth after tax contributions

	44
	After-Tax Contribution $
	466-473
	8
	Numb
	O
	99999.99
	If applicable, required for initial set-up of deferral processing otherwise optional. i.e Roth after tax contributions

	45
	Email Address
	474-513
	40
	Char
	O
	 
	Employees email address(not employers email address)

	46
	Salary Amount
	514-530
	17
	Char
	O
	 
	Salary for the employee for a given pay period.  If providing Salary Amount, it is required to provide Salary Amount Qualifier

	47
	Salary Amount Qualifier
	531-532
	2
	Char
	O
	 
	Salary period A=Annual, M= Monthly, S= Semi-Monthly, B= Bi-Weekly, H= hourly, W= Weekly

	48
	Termination Reason Code
	533-552
	20
	Char
	O
	DE = Death, DI = Disability,  LA = Laid off,  R = Retirement, S = Separation of Service 
	Separation Code

	49
	Sarbanes Oxley Reporting Indicator
	553-553
	1
	Char
	O
	Y or N
	Trade Monitor, flags the system for excessive trading

	50
	Federal Exemptions
	560-561
	2
	Char
	O
	 
	Federal exemptions claimed

	51
	Employer Assigned ID
	562-571
	10
	Char
	O
	 
	Employer ID (May be different from SSN but Not to replace SSN)

	52
	Compliance Status Code
	572-577
	6
	Char
	O
	D = death
E = excluded due to non-participating employer of a Controlled Group or Affiliated Service Group 
I = disabled
L = leased employees
M = military leave
N = non-resident alien with no U.S. income
R = retired
S = age/service requirement never met for initial eligibility purposes.
T = terminated in a prior year with current compensation due to severance pay.
U = union/collectively bargained employees
X = member of an excludable class of employees as defined in the plan document                                                                                                                             0 (Zero)  = Denotes when an employee has moved out of a status code. This will reset them to 'null' and remove them from the previous class. 
	Required for Compliance Testing. Used to denote a special status for an employee that may affect year end testing.

	
	Record length
	
	577
	
	
	
	


	
	Technical Instructions:
	
	
	
	
	
	

	1
	File can be created in a standard Space Delimited ASCII format (.prn) or comma delimited format (.csv).  A carriage return (crlf) is required at the end of a record.  Only include one participant per record.

	2
	THE FILE FORMAT MUST REMAIN STATIC, CHANGES TO THE FILE MUST BE COORDINATED WITH RECORD KEEPER.
	

	3
	For participants that are not contributing to the plan but appear on the file please Zero Fill the contribution field(s).  
	

	4
	Numeric fields should be right justified, with the exception of Zip Code (left justified)  
	
	

	5
	Contribution/Compensation fields should not include commas, and field must extend two digits after the decimal and must be right justified.
	

	6
	Unused spaces in character or date fields should contain blanks
	
	
	
	

	7
	A negative sign in the contribution fields can be added in the first space of the contribution field, ie."-000012.34" or directly next to the contribution amount "    -12.34"
	

	8
	All date fields must be a two-digit month(MM), two-digit day((DD), and a four digit year (YYYY)
	
	

	
	Required for compliance testing.
	
	
	
	
	
	

	
	Required for online enrollment and/or deferral recordkeeping features.
	 
	 
	
	

	
	Required for both compliance testing and online enrollment and/or deferral recordkeeping features.
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