


NROTC Schelarship Service Agreement (continued) ]

| e. Iunderstand i must remain in good standing with the NROTC unit and the college/university in which 1 am
enrolled in order to continue my eligibility in the NROTC Program.

I have read, completely understand, and agree without condition to the provisions of this AGREEMENT.

-
Member’s Signature
Signature of Witness
PRINT PRINT Full Name | Keith R. Wettschreck, CDR, USN
Member’s (First, MI, Last) Executive Officer, NROTC Unit
Full Name (Last. First. Middle) and Title University of Minnesota

(Date Date

i ADDENDUM(A)

(If Applicable)

Signature of Member: Date:

Signature of Witness: Date:

CONSENT OF PARENTS OR LEGAL GUARDIANS

If applicant is a minor (under the age of 18), the consent of parents (or legal guardian) is required for
this AGREEMENT to be valid.

I (We) consent to the applicant’s acceptance of an appointment as a midshipman, to his/her execution of this
AGREEMENT, which I (we) have read and understand, and to his/her service in the Armed Forces as outlined in
this AGREEMENT.

Signature Signature

of Father of Mother

or Legal or Legal

Guardian Guardian

PRINT PRINT

Full Name | Full Name ]
— (Last, First. Middle) {Last. First, Middle) |

Date Date j
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Last Name, First Name Middle Initial

1. UNITLD.

2 éH!P O’RMSTATKON ﬁROTC Unit/
University of Minnesota / 203 Armory

63226 15 Church Street SE / Minneapolis,
LFS' NAME OF SPOUSE 6. DATE OF BIRTH OF SPOUSE | 7. RELATIONSHIP
F 8. PLACE OF MARRIAGE (CITY & STATE OR COUNTRY) 9, DATE MARRIED 10 CITIZENSHIP OF SPOUSE
[ 11. ADDRESS OF SPOUSE 12. DEP
13._NAME OF CHILD OR DEPENDENT 14, DATE OF BIRTH 15, RELATIONSHIP
16. ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT) 17. DEP
18, NAME OF CHILD OR DEPENDENT 19, DATE OF BIRTH 20. RELATIONSHIP
21. ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT) 22. DEP
23 NAME OF CHILD OR DEPENDENT 24, DATE OF BIRTH 25_ RELATIONSHIP
26._ADDRESS (INCLUDE NAME OF CUSTODIAN IF OTHER THAN CLAIMANT) 27. DEP i
28. NAME OF CHILD OR DEPENDENT 29. DATE OF BIRTH 30._RELATIONSHIP
| 31, ADDRESS (INCLUDE NAME OF CUSTODIAN IE OTHER THAN CLAIMANT) 32. DEP
33.NAME OF FATHER J\
34._ ADDRESS OF FATHER (SEE SPECIAL INSTRUCTIONS BEFORE COMPLETING BLOCK 35)_ 35. DEP
NO
|_35 NAME OF MOTHER
)
37._ADDRESS OF MOTHER [SEE SPECIAL INSTRUCTIONS BEFORE COMPLETING BLOCK 38) [ 38 DEP
NO
41. WERE YOU PREVIQUSLY 42 PRIOR MARRIAGE DISSOLVED BY 41_DATE [ 42. PLACE (CITY & STATE OR COUNTRY)
marrieD? | Jves [X] No [ Joearn [ ] annuwvent [ ] oworce
43 WAS SPOUSE PREVIOUSLY 44, PRIOR MARRIAGE DISSOLVED BY 45_DATE | 46 PLACE (CITY & STATE OR COUNTRY)_
marreD? [ Jves [ ] o [ loeam [ ] awnowvent [ ] ovorce
["47. OTHER [ 48_ ADDRESS | 49, RELATIONSHIP
|
| 50. NEXT OF KIN OF SPOUSE (Not Husband, Wife Or Minor Child) 51. ADDRESS 52. RELATIONSHIP
53. BENEFICIARY FOR UNPAID PAY & D ALLOWANCES 54. ADDRESS 55. RELATIONSHIP 156 % |
57. PERSON TO RECEIVE ALLOTMENT IF IN A MISSING STATUS. 58. ADDRESS
_{Subject To SECNAV Determination) 59. %
80. BENEFICIARY(S) FOR GRATUITY PAY
(NO SPOUSE OR CHILD SURVIVING) 61. ADDRESS 62. RELATIONSHIP 63. %
i
64. LIFE INSURER (Name of Company—DO NOT Include SGLI) 65. ADDRESS 66. POLICY NUMBER
67. RELIGION {Optional) 68. | 69. 70. RANK/RATE 71. PAGE | 72. OF PAGES
| MIDSHIPMAN 1 2 (Fon&Bad) |
73. NAME OF DESIGNATOR (LAST, FIRST, MIDDLE) 74. SSN 75-A. USN | 75-B. USMC | 76-A.USNR | 76-B.USMCR
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PART Ii
BUREAU OF NAVAL PERSONNEL

77. LOCATION OF WILL OR OTHER VALUABLE PAPERS

78. REMARKS

IS BENEFICIARY DESIGNATION OF S.6.L. | iryee | o | [ SO COVERAGE DATE DESIGNATION OF BENEFECIARY
. ON FILE? DECLINED 13 Nov 2008
NOTE: THIS FORM DOES NOT DESIGNATE OR CHANGE BENEFICIARIES OF GOVERNMENT LIFE INSURANCE.
79. SIGNATURE OF MEMBER DATE (OD-MON-YEAR) | 80. SIGNATURE/TITLE APPROVING OFFICER | DATE (DD-MON-YEAR)
X X
K. R. Wettschreck, Executive Officer

CERTIFICATION OF DESIGNATOR *
_(To Be Reviewed and Signed ANNUALLY By Designator)
I, Last Name, First Name Middle Initial, confirm that | have reviewed the data entered on this form and certify that it is correct.
* Note: Execufe a new NAVPERS 1070/602 if data is not correct and/or modifications and/or additions are required.

Date Signature of Designator Date Signature of Designator
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Please read the instructions before completing this form.

Servicemember’s Group Life Insurance Election and Certificate

Use this form to: (check all that appl . . . .
0 Name or upd(ate your beneﬁgigr{/) Important: This form is for use by Active Duty and Reserve members. _ This
QO  Reduce the amount of your insurance coverage form does not apply to and cannot be used for any other Government Life

O Decline insurance coverage Insurance.

Last name First name Middle name Rank, title or grade Social Security Number

Branch of Service (Do not abbreviate) Current Duty Location

NAVAL ROTC UNIT, UNIVERSITY OF MINNESOTA, MINNEAPOLIS, MN 55455-0108

Amount of Insurance
By law, you are automatically insured for $400,000. If you want $400,000 of insurance, skip to Beneficiary(ies) and Payment Options. If
you want less than $400,000 of insurance, please check the appropriate block below and write the amount desired and your initials.
Coverage is available in increments of $50,000. /f you do not want any insurance*, check the appropriate block below and write (in your
own handwriting), “l do not want insurance at this time.”

Declining SGLI coverage also cancels all family coverage under the SGLI program.

i want coverage in the amount of $ Your initials

[ (Write “l do not want Insurance at this time”)

*Note: Reduced or refused insurance can only be restored by compieting form SGLV 8285 with proof of good health and compliance with other requirements. Reduced or refused
insurance will also affect the amount of VGL! you can convert to upon separation from service.

Beneficiary(ies) and Payment Options
| designate the following beneficiary(ies) to receive payment of my insurance proceeds. | understand that the principal beneficiary(ies) will receive payment
upon my death. If all principal beneficiaries predecease me, the insurance will be paid to the contingent beneficiary(ies).

Complete Name (first, middle, last) and Social Security Relationship Share to each beneficiary | Payment Option (Lump sum or

Address of each beneficiary Number (if known) to you (Use %, $ amounts or fractions) 36 equal monthly payments)

Principal

,_);.,.>< v ‘.v\' hri

1.

(1 Additional Principals on page 5 (check if applicable)

Contingent

1.

(7 Additional Contingents on page 5 (check if applicable)

| HAVE READ AND UNDERSTAND the instructions on pages 2 and 3 of this form. 1 ALSO UNDERSTAND that:
. This form cancels any prior beneficiary or payment instructions.

e  The proceeds will be paid to beneficiaries as stated in #6 on page 3 of this form, unless otherwise stated above.

. If { have legal questions about this form, | may consult with a military attorney at no expense to me.

o I cannot have combined SGLI and VGLI coverages at the same time for more than $400,000.

SIGN HERE IN INK > Date
DA-MON-YEAR
Do not write in space below. For official use only.
WITNESSED AND RECEIVED BY: RANK, TITLE OR GRADE ORGANIZATION DATE RECEIVED
PERSONNEL OFFICER NAVAL ROTC UNIT
SUSAN HAGEN VASQUEZ UNIVERSITY OF MINNESOTA
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