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SIGHATURE

AUTHORIZATION FOR DUES WITHHOLDING FRDM .EARNIN
! hereby request and voluntarily autharize my employer to’ deduct, from ‘my earnings and pay.aver, ) The Local the regular monthly dues uniformly
applicable to members of The Lacal. This autharization will remar it jrrevocable unless | revoke it by sending written notice to

The Local during the period not fess than 30 days and not mare thar 45'days hefc_vre 1) the annual anniversary date of this agreement or 2) the date of
termination of the applicable contract between the employer and Tﬁe Lo ,_wh_nchg\,'er occurs sooner, This authorization shall be automatically renewed
as an irrevocable check-off from year to year unless | revoke it in writing'-dqf[ri’g”tﬁé window period, irrespective of my membership in The Local.

Union dutes may not be deductible for federal income tax purposes; however, under limited circumstances dues may qualify as a business expense,

SIGNATURE

{YGS!. I elect 35,000 of Group Term Life Insurance which is available to me at no cost for one full year as a new AFT member. | want 1o be
covered under the group plan for the benefits which ! am or may become eligible for, as requested below. The AFT provides this insuranca for one year as
a benefit of AFT membership, After one year, | will be invited to continue the insurance.

My beneficiary is 1o be (PLEASE PRINT) Relationship
My gender is 110 male (1 female Q1 | am actively at work. (Retirees are not eligible.)

1 hereby certify that all statements and answers in this form are full, complate, and true to the best of my knowledge and belief. | understand that to

be eligible far coverage | must be a new AFT member, actively warking, and not currentfy insured under the Group Term Life Insurance plan for AFT
members. | understand that my coverage will become effectiva on the fiest day of the month following the date this appfication is signed. The premiums
for this insurance are being paid by AFT anly for one year from the effective date. Any person who knawingly and with intent to defraud any insurance
cempany or other person files an AFT application for insurance or a statement of claim containing any materially false information or conceals, for the
purpose of misteading, information concerning any fact material thereto commits a fraudutent insurance act, which may be a crime and may subject such
person to criminal and civit penalties. For questions, phone toll-free {B88) 423-B700 or visit www.aftbenefits.org.
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