WEST VIRGINIA LABORERS PLAN OFFICE

TRUST FUND T TRUST D
ONE léﬁlgg ;(%UARE
CHARLESTON, WV 25302
3351%?&%&%"55 gENEFITS oigton yeeving
Fax: (304) 3422610

Name: Soc. Sec. No:
Address: Birth Date;
City: State: Zip Code: Telephone:

Section Il Authorization Agreement — for Coordination of Benefits

if you or your spouse is covered under another Group Health Plan, please provide Company Name and Policy Number:

Company Name

Policy Number

| (we) hereby authorize the Plan to coordinate medical ingurance coverage with the above-named policy.

In witness, whereof, the undersigned has hereunto set his/her hand this day of . 20

Signature:

PLEASE RETURN THIS FORM TO THE W.V. LABORERS' TRUST FUND WITHIN TEN (10) DAYS OF RECEIPT OF THIS LETTER.
ANY CLAIMS INCURRED WILL BE HELD UNTIL THIS FORM HAS BEEN RECEIVED.
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