
 
 

 
 
 
 
 
(Please Print) 
 
Retiree’s Name: __________________________________________________  ____________________ 
   (First)   (MI)  (Last)   (SS#) 
 
Address: ________________________________________________________  ____________________ 
  (Street)  (City)  (State)      (Zip)           (Date of birth) 

 
Phone #: ______________________________________ 
 
List below all eligible dependents for whom premiums are or will be paid (see reverse side for benefit selection). Eligible 
dependents include Retiree’s lawful spouse and his/her unmarried children under 21* years of age. 
 
*If dependent is a full-time student between ages 21-24 he/she must submit proof of enrollment. 
 
Last Name  First  SS#        Date of Birth     Relationship to Retiree 
    
    
    
    

 
1) Are you presently enrolled in Medicare?    YES_____ NO_____ 
 (If yes, please attach a copy of your Medicare Card) 
 
2) Is your spouse and/or any dependents enrolled in Medicare? YES_____ NO_____ 
 (If yes, please attach a copy of his/her Medicare Card) 
 
3) Are you covered under any other type of Group   YES_____ NO_____ 

Medical Insurance as a member? 
As a Dependent?      YES_____ NO_____ 
 
(If yes, please write name of group providing medical coverage:________________________________) 

You may waive this coverage if you are covered by another Group Plan. 
 

4) Is your spouse covered under any other type of Group  YES_____ NO_____ 
Medical Insurance as a member? 
As a Dependent?      YES_____ NO_____ 
 
(If yes, please write name of group providing medical coverage:________________________________) 

 
I certify under penalty of perjury that all of the foregoing is true and correct to the best of my knowledge. I understand that a false 
statement may disqualify me for retiree welfare benefits, and that the trustees shall have the right to recover any payments made to me 
because of any false statements. 
 
MY SPOUSE (if applicable) AND I ARE AWARE OF THE PREMIUM RATES LISTED ON THE REVERSE SIDE OF 
THIS FORM AND UNDERSTAND THAT THE PREMIUM WILL BE DEDUCTED FROM MY MONTHLY PENSION 
CHECKS.  
 
Member’s Signature: _______________________________________________________  __________________ 
            Date 
 
Spouse’s Signature: ________________________________________________________  __________________ 
            Date

California Field Ironworkers Trust Funds 
131 N. El Molino Ave., Suite 330, Pasadena CA 91101-1878 

(626) 792-7337 • (626) 578-0450 Fax 
 

HEALTH AND WELFARE PREMIUM DEDUCTION AUTHORIZATION 
 



SELF-PAY PREMIUMS 
MEDICAL – Rates Effective November 1, 2006 – for Retirees on or after June 1, 2001 

  

 Medicare Retiree Only*  $ 215.00 

Fee-For-Service Plan 

 Non-Medicare Retiree Only  $ 587.00  

 Spouse/Retiree 1 on Medicare* $ 802.00  

 Spouse/Retiree both on Medicare* $ 430.00 

 Spouse/Retiree neither on Medicare $ 923.00 

 Add Dependent Child  $ 165.00 per child 

 Medicare Retiree Only  $ 187.00  

HMO Plans 

 Non-Medicare Retiree Only  $ 322.00 

 Spouse/Retiree 1 on Medicare $ 479.00  

 Spouse/Retiree both on Medicare $ 364.00 

 Spouse/Retiree neither on Medicare $ 609.00 

 Add Dependent Child  $ 165.00 per child

The HMO rates apply regardless of which HMO is chosen. 
The Medicare rates apply if you and / or your spouse are eligible for both Medicare Part A & B. 
*Once eligible for Medicare Parts A & B, all Fee-For-Service Plan participants must enroll in the Secure Horizons Direct Plan 
 

SELF PAY DENTAL - (Enrollment requirement is for a minimum of 12 months) 
 
United Concordia $33.30 per unit per month  YES_______  NO_______ 
Health Net Dental $42.24 per unit per month  YES_______  NO_______ 
Fee-For-Service $41.00 per unit per month  YES_______  NO_______ 
Assurant Dental * $26.15 per unit per month  YES_______  NO_______ 
*Formerly Fortis Dental $12.57 member only   YES_______  NO_______ 
 

SELF PAY VISION - (Effective July 1, 1999) 
 

Vision Coverage $9.96 per unit per month   YES_____ NO_____ 
 

LIFE INSURANCE CONTINUATION 
(This benefit is only available for those members retiring on or after June 1, 1997) 

 
Member $3.12 per month   YES_____  NO_____ 
 ($12,000.00 to beneficiary) 
Dependent $0.64 per month   YES_____  NO_____ 
 ($1,500.00 to member) 
 

SUPPLEMENTAL RETIREE BENEFIT - (Effective July 1, 1999) 
 
If you checked “yes” to any of the above, your account balance can be used either to offset a portion of your required self-
payments to the Welfare Fund for continuation of Medical Coverage, you may apply at a later date for the balance to be used 
for payment of non-covered medical or dental expenses incurred by the retired employee or you may apply to withdraw your 
balance once you have twelve consecutive months with no employer contributions.  Should you reject the welfare coverage, 
you may request an application to withdraw your SRP balance from the Trust Fund Office at this time.  Please note that you 
will receive an IRS Form 1099 at the end of the year in which the distribution is made.  
 
In the event of your death, any remaining balance will be paid to your named beneficiary. 
 
Apply SRB Account Balance to offset my premium Payments  YES_____  NO_____ 
 
Hold SRB Balance to apply towards non-covered   YES_____  NO_____ 
medical or dental expenses or withdrawal upon my request  

 
 

lmvword\website forms\PEN-008 Retiree Premium Deduction Authorization 

The term “unit” is used 
in reference to the 
entire family (spouse 
and eligible dependent 
children included) 
 

The term “unit” is used in reference to the entire family 
(spouse and eligible dependent children included) 
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