
 

            

                                                                     Sample Statement  

                                                                             For those Members 

                                                             Paying $25.00 per Month 

                                                        (Individual + Spouse/Dependent) 

 
                                                                                     Date Payment is Due  → 

                                                          Payment for Three (3) Month Coverage  → 

 
                                                     Payment for Six (6) Month Coverage  → 

               Name  of  Partipant___              

               Address____________         Payment for 12 Month Coverage →          

               City, State Zip_______            For Six (6) Months of Coverage → 
                                                                                         

                                                                                      Date Notice was Sent Out → 

Period Used to Determine Hours Worked/Eligibility?                                                  Local 399                  Bank of Hours 

   ↘                                                                                                                                ↓                               ↓ 

                   
        
                                                                       - --                          ------------------------------------------------- 

          ↗                                                                      ↑                                                                              ↑                                          ↑  

      ↗                                                                          Employer You Worked For                                    Period of Employment       Worked                      

  During Qualifying Period  

 

 
                                                                                                                                       ← If any 

                                                               ← Spouse or 1 Dependent 
                                              - -------------   ←  Name of Spouse or 1 Dependent  

                                                               

 

 

 

See Summary Plan Description (“SPD”) 

 

 

 

 

 

 
                                               If You Wish to Make Changes to Your Dependent Coverage,  

                                         Please See Reverse Side of this Form.  

                                      Participant___ 

                                      M12345678__ 

 

                                                                                                          --------------- 
 

 

                                                                                                                                 Please See Below  

                                                                                                                                 For Payment Options                   


