BAKERY AND CONFECTIONERY UNION AND INDUSTRY INTERNATIONAL PENSION FUND
10401 Connecticut Avenue, Kensington, MD 20895-3960 (301) 468-3742

PENSION EVALUATION

e Mail request for Evaluation to Fund Office.

e PLEASE NOTE: THIS FORM IS FOR EVALUATION ONLY. WHEN YOU ARE READY TO RETIRE, YOU MUST
INFORMATION PROVIDED ON YOUR PENSION
APPLICATION AND YOUR WORK RECORDS, ACCRUED PENSION CREDIT AND OTHER RELEVANT INFORMATION
AT THE TIME YOU RETIRE WILL DETERMINE YOUR ENTITLEMENT TO BENEFITS FROM THIS FUND.

SUBMIT A COMPLETED PENSION APPLICATION.

THE

I. PERSONAL DATA: Please print or type

Social Security Number:

a Mr. Last Name First Middle Other Last Name(s)
Q Mrs.
a Miss
Address Marital Status Date of Birth
Q Single Q Married Month / Day / Year
/
City, State, Zip Place of Birth Sex
Q Male 0O Female

Telephone Number

( )

Area Code

Year Started in Industry

Local Union No.

Mother’s Maiden Name

Name of Spouse

Social Security Number:

Date of Birth
Month / Day / Year

/

Il. EMPLOYMENT HISTORY: ATTACH ADDITIONAL SHEETS IF YOU NEED MORE SPACE

List below the full name and address of all bakery and/or confectionery companies you have worked for, including
your last employer. Include all periods of self-employment in the industry. List job classifications and employment
dates as exactly as possible. Indicate if your employers are still in business, and local union number.

Employment Dates
Month/Year

Company Name Job Classification From
Address Local Union Number Union Contract Company Stillin | To
Business? /
U Yes O No| O Yes 0O No
Company Name Job Classification From
Address Local Union Number Union Contract Company Stillin | To
Business? /
U Yes U No |0 Yes QU No

lll. ADDITONAL PENSION CREDIT:

1. If you have served in the Armed Forces, you may be entitled to credit for this time. Fill in the dates below and enclose a photocopy
of your discharge papers. Credit will only be granted if you went directly from covered employment in the Bakery and Confectionery
Industry into the service and returned directly to the Industry when you were discharged.

Date Entered

Date Discharged

2. You may be entitled to additional Pension Credits for Periods in which you were totally disabled.

Please submit documentation from your Doctor, Employer or other sources verifying the dates you were out due to sickness,
disability, Worker’'s Compensation or any other medical leave.

P-6099-7 (10/02)

Page 1




IV. PENSION BENEFICIARY FORM

To the Board of Trustees:

| hereby designate as my beneficiary(ies) to receive any benefits that may be payable after my death under the Pension
Plan or P-Plan, the following: Please note: “Benefits are paid for the pensioner’s lifetime and, if the pensioner meets the
requirements of Article VI, Section 6.04 and is married at the time of death, benefits continue at a 50% level for the
spouse’s lifetime. In some circumstances, particularly for unmarried participants, there may be some benefits (such as the
36-Month Guarantee under Article VIII, Section 8.02(b)(iii) and the Ten-Year Certain Pension under Article VII, Section
7.02) that remain payable after the participant’s death. In case any of these other benefits apply to you, you should name
a beneficiary (and, if you desire, a secondary beneficiary) to receive those benefits.”

BENEFICIARY:

Name Relationship

Address

| hereby designate as my second beneficiary (CHECK ONE)
(A) Jointly with the above beneficiary.

(B) Only, if the above beneficiary is not alive at my death.

BENEFICIARY (Second Choice):

Name Relationship
Address
Date Signature of Pensioner

V. APPLICANT’S AFFIDAVIT:

| hereby apply for a Pension Evaluation from the Bakery and Confectionery Union and Industry International Pension Fund.
The above statements are true to the best of my knowledge and belief. | understand that a false statement may result in
inaccurate information being provided to me. | also understand that | must complete a pension application before pension
benefits can be paid to me. | understand that if | provide false information on a pension application | may be disqualified
for receipt of pension benefits or my pension amount may be reduced or suspended, and that the Trustees have the right
to recover any payments made to me because of a false statement.

Date Signature of Applicant
If an (X) mark is used for signature, a witness must sign and include
their Social Security Number

Signature of Witness Social Security Number of Witness
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Form Approved
OMB Number 0960-0602

AUTHORIZATION TO OBTAIN EARNINGS DATA FROM THE
SOCIAL SECURITY ADMINISTRATION

Social Security Administration Requesting Organization: Job No. 8290SD

Attention: DERO Name and Address:

300 N. Greene Street BAKERY & CONFECTIONERY UNION & INDUSTRY
Baltimore, MD 21290-0300 INTERNATIONAL PENSION FUND

10401 Connecticut Avenue, Suite 320
Kensington, MD 20895-3960

Name: Social Security Number:
Please Print

Other Last Name(s), Such as

Maiden Name, Used to Report

Your/or the Deceased’s Earnings: Date of Birth:

Date of Death:
(if applicable)

Please furnish the requesting organization shown above, or its designees, an itemized statement of all amounts of
earnings reported to my record, or to the record identified above, for the periods specified by that organization, and
the identification numbers, names, and addresses of the reporting employers.

TO BE COMPLETED BY OFFICIAL OF REQUESTING ORGANIZATION ONLY

Periods Requested: through

Signature of Organization Official

Telephone Number: 1-301-468-3742 FAX Number: 1-301-468-3748

| am the individual to whom the record/information applies or that person’s parent (if a minor) or legal guardian, or a
person who is authorized to sign on behalf of the individual to whom the record/information applies. | know that if |
make any representation which | know is false to obtain information from Social Security records, | could be
punished by a fine or imprisonment or both.

Address/DAYTIME Telephone Number

of Social Security Number Holder: Address
(or Authorized Representative) ( )
Area Code Number
Relationship: O Natural or O Legal O Other (Specify)
(if other than SSN Holder) Adoptive Parent Guardian
Date Signed Signature of Social Security Number Holder

(or Authorized Representative)

Your Name (Please Print)
Form SSA-581 (1-2002)  EF (1-2002)
Destroy All Prior Editions See reverse for Privacy Act Statement
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PRIVACY ACT STATEMENT:

Section 205 (c) (2) (A) of the Social Security Act allows us to ask for the information you give
us on this form. The information is needed so that the Social Security Administration can
quickly identify your record or the record of the deceased individual who is the subject of a
request you are making and prepare the earnings statement you want. You do not have to
give us this information. However, without the information we may not be able to process
your request. The information you provide will be used primarily for issuing the earnings
statement you request. The information you provide may be given out if a Federal law
requires that we give out the information; if a congressman or the President’s office needs
this information to answer questions you ask them; or the Department of Justice needs the
information for investigating or prosecuting violations of the Social Security Act.

We may also use the information you give us when we match records by computer.
Matching programs compare our records with those of other Federal, State, or local
government agencies. Many agencies may use matching programs to find or prove that a
person qualifies for benefits paid by the Federal government. The law allows us to do this
even if you do not agree to it.

Explanations about these and other reasons why information about you may be used or given
out are available in Social Security offices. If you want to learn more about this, contact any
Social Security office.

PAPERWORK REDUCTION ACT STATEMENT:

This information collection meets the clearance requirements of 44 U.S.C. §3507, as
amended by Section 2 of the Paperwork Reduction Act of 1995. You are not required to
answer these questions unless we display a valid Office of Management and Budget control
number. We estimate that it will take you about 2 minutes to read the instructions, gather the
necessary facts, and answer the questions.
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