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BOTH SIDES

ANY CHANGES IN ELIGIBILITY MUST BEMADEWITHIN 30 DAYS OF CHANGE

NAMES OF DEPENDENTS Sex 
Print First name (in full) & include child's last name (if different) M F 
Spouse Social Security No. 
Spouse Employment 
Spouse Insurance 

Children 

Other 
Insurance? 

Name of Insurance Social Security No. (Y /N)

Date: Participant's Signature: 

                                                              Please sign top and bottom portions of the card.
                                                  The card can be emailed to ITHBFMEMBER@LOCAL135.COM                                     




