Benefit Funds

PENSION | HEALTH & WELFARE | 401K

P.O. Box 22650
Lehigh Valley, PA 18002-2650
Toll Free: 800.458.1010 — Fax: 202.842.0046

Estimate Request Form

Personal Data:

NAME: S.S.N.
ADDRESS:
CITY: STATE: Z1P CODE:

NAME OF CURRENT EMPLOYER:

CURRENT EMPLOYER’S ADDRESS:

LocAL UNION:

DATE HIRED:

DATE OF BIRTH:

ESTIMATED RETIREMENT DATE:

Employment History:

Name of Employer

Dates of Employment

From To
(Month/Year) (Month/ Year)

X

Participant Signature

Date Signed
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