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Employer to complete when a member ceases employment or provides a Choice of Fund election. 

Member details
Title:    Mr       Mrs       Ms       Miss       Dr    		        Member number:  

Given names:	

Surname:	
Postal address:	

Suburb:	

State:	                 Postcode:	    
Date of birth: 	 / /   	 Phone (home):  ( )

 

       

Phone (work):	 ( )
 

       	 Phone (mobile):  

Email address:	  

Termination of employment details  
(Please complete this section only if the member is ceasing employment).

Date of termination: 	 / /             Date last worked: / /   	
Full-time salary at date of termination:   $        

Part-time salary at date of termination:  $   (If applicable)   

Final Average Salary:                                     $   (HCC/LCC Defined Benefits members only)

Reason for leaving employment:

                                    	  Resignation                                                                Retrenchment/redundancy

	  Retirement                                                                 Early retirement

	  Total and permanent disablement*                      Death*

	  Other (please specify)          

	 *Quadrant will advise of any additional requirements   

Is the member going to a new employer?                                                                                                          Yes       No      

If yes, please provide name of new employer:                                           

Has the member been on ‘leave without pay’ for longer than 30 days?                                                        Yes       No 

If yes, date leave commenced:   / /           Date returned to work:    / /   

Choice of Fund election (not applicable to Defined Benefits fund members)

If the member has not ceased employment, have they made a Choice of Fund election 	    	   Yes	  No 
to contribute to another superannuation fund?
 

Need more information? Call 1800 222 209 or visit our website at www.quadrantsuper.com.au
Level 5/85 Macquarie Street, Hobart, GPO Box 863, Hobart TAS 7001



Quadrant Superannuation Scheme | ABN: 12 727 521 796 | Scheme Registration no. R1000269
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Final contributions
Will you be making contributions on behalf of the member to Quadrant in the future?		    Yes	  No

If no, have final contributions been sent to Quadrant?		   			     Yes	  No 

If yes, what date will contributions be sent?				                        Date: / /   

Employer details 

Employer name:	
Name of person completing form:       _ 

Contact number:	 ( )   
 

  

Signature:                        	      Date: / /   

February 2010


