
AUTHORIZATION FORM AND MEMBERSHIP RIGHTS NOTICE

LOCAL # AFL-CIO SHOP

NAME SOCIAL SECURITY # I I I I
Last (Please Print) First

ADDRESS CITY STATE ZIP

IDATE HIRED: MO. I
FEMALE 0

I
SINGLE 0 NAME

DAY YEAR 20 MALE 0 DIVORCED 0 OF
MARRIED 0 BENEFICIARY

RELATIONSHIP
OF

BENEFICIARY

I hereby agree to become a member of the union, and to authorize Union to act as my exclusive cot- I understand thai I need not become a lull member 01 Union, but thai it I refrain from joining the Union,
tecuve bargaining representative with my employer. I will be required to pay either a service fee in an amount equivalent 10 iniliation lees, union dues, and other fees and

assessments. or a fair share lee in an amount 10 cover collective bargaining expenses.
I also authorize my employer to deduct from my paycheck the initiation fees, monthly union dues. and

any and all other fees and assessments required to remain a member in good standing 01 Union, or the equivalent I understand thai I may pay the service fee to Union by crossing out the first paragraph 01 this card. and
service fee in the amount 01 initiation fees. union dues and other fees and assessments in the event that I choose not thai I may also object to paying the full service fee and pay the fair share instead. only by written notice to Union post-
to toin Union. or the monthty lair share fees calculated by Union in the event that I 'ile a timely objection 10 the pay- marked either within 30 days after I am firsl required to make payments to Union; 30 days after I resign my membership
menl of the full equivalent of initiation fees. union dues. and other fees and assessments. I hereby assign these pay- wilhin Union; or annually during the month of February. Further, I may thereafter object to the amount 01 the fair share
ments to the union and direct that same be forwarded each month to the Union. This authorization shalt be irrevoca- fee that I believe is not related to collective bargaining expenses by written objection to the union postmarked within 30
bte for the period of one (1) year, or until the expiration of the collective bargaining agreement between my employer days after receiving the fair share calculations from the Union.
and the Union, whichever is sooner, and shall be automatically renewed and shall be irrevocable for successive peri-
ods of one year each, or lor the period of each succeeding applicable collective bargaining agreement. whichever is For information concerning the amount of the fair share lee and its calculation, contact President, Central Stale Joint
shorter, unless I give written notice to my employer and Union postmarked not more than 25 and not less than 10 days Board. 1950 West Erie Street. Chicago, Hlinots 60622 (312) 738-0822.
prior to each one year period. or prior to the expiration of the collective bargaining agreement.

~
Signature

.
Date Signed

_ ... ---

CENTRAL STATES JOINT BOARD HEALTH & WELFARE FUND DEPENDENT RECORD
MEMBER NAME SSN SEX
ADDRESS CITY STATE ZIP
DATE OF BIRTH __ /__ 1__ EMPLOYER
NAME OF SPOUSE SSN
DATE OF BIRTH / / DATE OF MARRIAGE / /
SPOUSE'S EMPLOYER PHONE ( )

ADDRESS CITY STATE ZIP
SPOUSE'S GROUP INSURANCE POLICY NO.
ADDRESS CITY STATE ZIP

RECORD OF DEPENDENT CHILDREN
NAME OF CHILD DATE OF BIRTH SOCIAL SEC. NO.

1. / I

2. I /

3. I /

4. I /

5. I I

IMPORTANTIII YOU MUST NOTIFY THE FUND OF ANY CHANGES IN THE ABOVE INFORMATION, IN WRITING, WITHIN 30 DAYS
AND PROVIDE DEPENDENT SUPPORTING DOCUMENTS SUCH AS ADOPTION, BIRTH AND MARRIAGE CERTIFICATES,
DIVORCE DECREES, ODRO'S AND TOTAL AND PERMANENT DISABILITY PROOF BEFORE 19TH BIRTHDAY FOR DEPENDENT
CHILDREN.
I hereby state that the Information given on this dependent record Is true and correct.

TODAY'S DATE ----.1__ ,__ MEMBER'S SIGNATURE

®~458

Pleasenote: A copy of a marriage license must accompany an enrollment for a spouse; birth
certificates are required for dependent children who are covered until their 19th birthday unless
physically or mentally disabled.
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