
Street Address: __________________________________________________________________________________________

City: State: Zip:

Home Phone: (        )

Retiree’s Member Employer:

(check one): ____Male        ____Female

(check one): ____G.M.P. Retiree   ____Spouse of Retiree    ____Surviving Spouse of Retiree

If you checked Retiree’s Name:

“Spouse of Retiree” or (Last)                                 (First)

“Surviving Spouse of Retiree” Retiree’s Social Security #:________-_____-__________________

complete the section at right: Retiree’s Member Employer: _______________________________

__Acceptance/Authorization
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