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Nebraska State/County 
Employees Retirement Systems

The following retirement information  

provides an overview of the benefits available 

to members of the Nebraska State/County 

Employees Retirement Systems and does not 

constitute the plan documents which can be 

found in the Nebraska Statutes.  

 

The provisions of the State/County Retirement 

Laws, in all cases, supercede the information 

provided in this notebook.

Revised April 2024



RETIREMENT
2



RETIREMENT
3



RETIREMENT
4



RETIREMENT
5



RETIREMENT
6



RETIREMENT
7



RETIREMENT
8



RETIREMENT
9



RETIREMENT
10



RETIREMENT
11



RETIREMENT
12



RETIREMENT
13



RETIREMENT
14

RMD AGES
Legislation changes over the past few 
years have created different RMD ages 
depending on when you were born.

If you were born  
prior to 7/1/1949 

your RMD age is 70½ 

If you were born  
on or after 7/1/1949  
but before 1/1/1951

your RMD age is 72

If you were born  
on or after 1/1/1951

your RMD age is 73
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Income Tax Information
The following information is NPERS’ understanding of current tax laws. Since tax laws frequently change, 
NPERS recommends you contact the Internal Revenue Service or a certified tax consultant for more information.

Current contributions to the Plan are not taxed when de-
ducted from your salary and remitted to NPERS. Taxable 
income reported on your Wage and Earning Statement 
(IRS Form W-2) issued by your employer is reduced by 
the amount you contribute to your retirement account. 
When your contributions and earnings are returned to 
you, either as an annuity or another form of distribution, 
the funds are taxed as ordinary income in the year you 
receive them. Payments are subject to both federal and 
state income tax. State income tax will be based on your 
state of residence when you receive payments.
Contributions made prior to January 1, 1985, were 
taxed before being deducted from your compensation. 
Therefore your contributions made prior to January 1, 
1985 are returned to you “tax-free.”
Once you receive payments from your retirement account, 
the income will be reported to you on an IRS Form 
1099-R each year in January for the payments received 
during the prior year. A copy of that form will also be pro-
vided to the IRS.

Taxation of Withdrawals 
Any amounts from your account that are rolled into a 
Traditional IRA or another qualified retirement plan are 
not subject to taxation at the time of the rollover. Those 
amounts will be subject to taxation when you take a distri-
bution from the rollover account.
NPERS is required by law to withhold 20% for federal 
income taxes and 5% for Nebraska state income taxes 
for all withdrawals paid directly to you. These withholdings 
may or may not cover your full tax liability. Your actual tax 
liability will vary depending on your total taxable income 
for the year and the tax laws in effect at the time. If you 
are no longer a resident of Nebraska and have notified 
our office in advance, the 5% Nebraska state tax will not 
be withheld. You will however, be subject to state income 
tax in accordance with your new state of residence.
If you cease work prior to age 55 and take a withdrawal 
PRIOR to age 59½, you may be subject to a Federal 10% 
tax penalty and a Nebraska 3% tax penalty for early 
withdrawals. You may be able to avoid the early withdraw-
al penalties if one of the following applies:

 � The taxable portion of your refund is “rolled over” into a 
Traditional IRA or another qualified pension plan within 60 
days of the payment date.

 � If payment is made after separation from service and the 
member will be at least age 55 in the year of separation. 

 � Payment is made to an alternate payee under a qualified 
domestic relations order (QDRO).

 � Your payment is used for large and eligible medical expenses.

 � You are eligible for retirement due to disability.

Early withdrawal penalties are assessed at the time you 
file your tax return. 

Required Minimum Distributions
Terminated plan members are required to take a taxable 
Required Minimum Distribution amount from their retire-
ment accounts once they reach RMD age. Failure to take 
RMD’s can result in serious tax penalties, such as up to 
25% of the original RMD amount, and the eventual trans-
fer of retirement assets to unclaimed property. 
RMD ages are as follows: 

 BIRTH YEAR                      RMD AGE

Prior to 7/1/1949

On or after 7/1/1949 
But before 1/1/1951

On or after 1/1/1951

70½

72

73

Taxation of Annuities
NPERS will withhold federal taxes from each monthly 
check at the rate you specify on the W-4P tax form 
(included in the retirement packet and available on the 
NPERS website). If you do not complete and submit this 
form to NPERS, we will withhold at the rate of “married 
plus three exemptions.” You may change your withholding 
at any time by submitting a new form. 
If you are a resident of the State of Nebraska, NPERS will 
withhold Nebraska taxes at the rate you indicate on the 
W-4N tax form. If you move and are no longer a resident 
of Nebraska, you need to submit an updated W-4N form. 
Your benefit will be taxable in accordance with the laws 
of the state you move to. You may need to contact the 
Department of Revenue for the state you have moved to 
in order to determine tax liability and establish a payment 
process. NPERS can withhold Federal and Nebraska 
taxes, but not taxes due to another state.

Safe Harbor Annuity Taxation
Pre-1985 contributions are returned tax-free based on 
the “Safe Harbor” method, as required by the Internal 
Revenue Service. NPERS calculates the “tax-free” portion 
of your monthly retirement check by dividing pre-’85 con-
tributions by the fixed number of payments assigned per 
your age at retirement.

EXAMPLE:
Under the current tax tables, 260 monthly payments are 
designated for individuals commencing benefits from ages 
61 to 65. If you had a total of $9,100 of pre-’85 contribu-
tions, this amount would be divided by 260 and you would 
receive $35.00 of your benefit tax-free for the first 260 
monthly payments.
After you have received the fixed number of payments as-
signed, your monthly benefit becomes 100% taxable.
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NPERS1300 Rev. 03/2018 Page 1 of _____

BAR CODE

              Last                             First                                       Middle                                      Maiden                                   
Name Date of Birth          -           -

Plan Type
(check all that apply)

Social Security Number                 -            - Email Address
School
State
County
Judges
Patrol
DCP

Address                                                                      City                                             State                     Zip

Home Phone Work Phone Employer

Beneficiary Designation Form
READ CAREFULLY BEFORE COMPLETING: Benefits will be paid to your survivors exactly as you provide on this form. This form 
supersedes prior beneficiary designation forms. If you name a trust or other legal entity as your beneficiary, include the name of both the 
trust and the trustee. Submit the original document only; photocopies and faxes will not be accepted. If you wish to designate more 
than five beneficiaries in either the Primary or Contingent category, you must attach a supplemental form(s) and indicate the number of 
additional pages here. _______
PRIMARY BENEFICIARY(IES): I designate the following person(s) to be my Primary Beneficiary(ies) for the Retirement Plan noted above. All 
Primary Beneficiaries designated will share equally in the benefit unless I have included a percentage (%) amount on the line 
following the date of birth below. (The shares of all Primary Beneficiaries must total 100%.) PLEASE PRINT.

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________   M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

CONTINGENT BENEFICIARY(IES): I designate the following person(s) to be my Contingent Beneficiary(ies) for the Retirement Plan noted 
above. I understand my Contingent Beneficiary(ies) will receive a share of my benefit if all Primary Beneficiaries pre-decease me or refuse their 
shares of the benefit. All Contingent Beneficiaries designated will share equally in the benefit unless I have included a percentage (%) amount on 
the line following the date of birth below. (The shares of all Contingent Beneficiaries must total 100%.) PLEASE PRINT.

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary                Spouse/Child/Other    Gender       Social Security Number Date of Birth         %

SIGNATURE OF MEMBER________________________________________________________________________________ Date _____________________
I hereby certify that the above member, whose identity I have established to my own 
satisfaction, freely and voluntarily signed this beneficiary designation form in my presence.

State of ______________________________

County of_____________________________         
Subscribed and sworn before me this ______ day of _______________________, ____________.

NOTARY PUBLIC SIGNATURE _____________________________________________________ My commission expires: __________________.

}
STAMP HERE

Sample
Sample



RETIREMENT
30

NPERS1300 Rev. 03/2018 Page_____ of _____

BAR CODE

Beneficiary Designation Supplemental Form
IMPORTANT: This form is to be used as a supplement to the Beneficiary Designation Form only if you wish to designate more than 
five Primary or Contingent Beneficiaries. You may use as many Supplemental forms as needed. This form will NOT be accepted 
without the original, notarized Beneficiary Designation Form.

NAME ________________________________________________________________________________________________________________________________

SOCIAL SECURITY NUMBER ________________-_____________-________________

PRIMARY BENEFICIARY(IES) (continued):  
Fill in a percentage amount (%), for all persons designated below (the shares of all primary beneficiaries must total 100%, 
including those listed on page 1). If all beneficiaries are to share equally, no percentage needs to be listed. PLEASE PRINT.

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

CONTINGENT BENEFICIARY(IES) (continued):  
Fill in a percentage amount (%), for all persons designated below (the shares of all contingent beneficiaries must total 100%, 
including those listed on page 1). If all beneficiaries are to share equally, no percentage needs to be listed. PLEASE PRINT.

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

_____________________________________________  __________________    M / F    _______________________  ________________  ______
Name of Beneficiary  Spouse/Child/Other     Gender       Social Security Number         Date of Birth         %

SIGNATURE OF MEMBER________________________________________________________________________________ Date _____________________.

Sample
Sample
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Retiree Continuation of Health Insurance
State Policy Governing Continuation of Retiree Program:  State employees who are eligible 
for retirement and do retire, are afforded the opportunity to continue health insurance coverage 
in the group plan until the first day of the month in which they turn 65.  The employee is 
responsible for paying 100% of the premium (no State contribution) plus, in some cases, an ad-
ditional 2% administrative charge.

Eligibility:  Employees between the ages of 55 and 64 who retire or terminate from State em-
ployment and who are enrolled in a Health Insurance Plan and have actively contributed into 
the Retirement Plan for State of Nebraska employees prior to leaving State employment will be 
offered the opportunity to continue in the State of Nebraska Retiree Health Insurance Program. 
Note: If the employee is over 65, he or she will be offered 18 months of COBRA continuation.  

Eligibility of Family Members:  Family members of a retired State employee are eligible for 
continuation of health insurance coverage, as dependents only, until the employee reaches 65 
years of age.  Note: If the spouse is already 65 or older at the time the State employee retires, 
he or she will be eligible for an 18 month COBRA event only.

•	 If a spouse reaches age 65 before the employee, he or she is not eligible to continue their 
health insurance through the Retiree Program.

•	 If the Retiree reaches 65 and has dependent(s) covered under their benefit plan, the 
dependent(s) will be offered COBRA to continue their health insurance for a period not to 
exceed 36 months.  If the dependent should reach the age of 65 prior to exhausting the 
36 months of COBRA, the COBRA coverage would cease effective the first day of the 
month in which the dependent turns 65.

Length of Eligibility: There are circumstances that would terminate continuation of health cov-
erage before the age of 65 for the Retiree or dependent.  Those instances are:  

•	 The Retiree or dependent begins receiving Medicare, including Medicare disability ben-
efits;

•	 The Retiree fails to make the monthly premium payment on time;

•	 The Retiree benefit provision is changed in a subsequent labor contract;

•	 The administrative regulation, contract provision and/or applicable statutes are changed 
and continued coverage is no longer available;

•	 The State of Nebraska ceases to provide group health insurance to employees.
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How to enroll:  

The State utilizes ASI COBRA (ASI) to administer the program.  

Upon leaving employment, the State will notify ASI who will send an enrollment packet to the Re-
tiree.  To enroll, the Retiree has 60 days from the date coverage ends to complete the enrollment 
paperwork and return the paperwork along with payment to ASI.  

All coverage will be terminated until an election is made and the initial premium payment is sub-
mitted. When ASI has received the election form and the initial premium payment, they will notify 
all vendors of the eligibility of the Retiree and dependents, if any. Once benefits are elected and 
premiums are paid, then coverage is retroactive back to date the coverage ended. 

•	 When the participant is notified of their option to continue coverage, they may not add 
dependents who were not previously covered on the State’s plan when they left State 
employment.

•	 During the State’s Annual Open Enrollment period, Retirees may change coverage but 
are not allowed to add new dependents or new coverage.  For example, if the retiree did 
not have dental coverage, they cannot add it during Open Enrollment.  

•	 Retirees and spouses, if enrolled in a state health plan, are eligible to participate in the 
insurance carrier’s eligible health and wellness programs.  

•	 Individuals continuing coverage under the Retiree Program must follow all of the contract 
provisions as current employees, including all cost containment features.  Any changes 
made in the contract will apply to all persons on the Retiree continuation coverage.  In-
dividuals continuing coverage under the Retiree Program will be subject to any and all 
changes in benefits or premiums.

If you have questions regarding retiree continuation of health insurance contact:
AS –Employee Wellness & Benefits

(402) 471-4443
Toll Free 1-877-721-2228

Fax (402) 471-1862
as.employeebenefits@nebraska.gov
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