
  RECORD CHANGE FORM

SECTION 1 Required Information SECTION 2 New Address
STREET #1

 REGISTRATION # : LOCAL:
LONGSHOREMAN'S LAST NAME: STREET #2

LONGSHOREMAN'S FIRST NAME:            INITIAL CITY      STATE

ZIP CODE PHONE #

SOCIAL SECURITY # : - - ( ) -

SECTION 3 Change of Name SECTION 4 Change in Marital Status

Married Widowed    Month      Day    Year

   From:      To:     DATE - -
Divorced Separated

SECTION 5 Add Dependents Please see instructions on other side of this form.
   Effective         Relationship
      Date   Date of Birth Natural   Step

Mo Year            Last Name First Name Initial Social Security # Month/Day/Year Male Female Spouse   Child  Child                    Other

SECTION 6 Delete Dependents
   Effective
      Date

Mo Year   Last Name    First Name       Initial      Reason     Relationship Address

I certify that the above information is correct:

WF395-7_w(4/2009)::opeiu29aflcio(kma) LONGSHOREMAN'S SIGNATURE DATE     ( Over )

This form will be used exclusively by the ILWU/PMA Benefit Plans office, your Health Plan carriers and your Union Local

Please provide the address of any spouse or dependent child you are deleting.  The Benefit Plans office is
required by law to notify dependents who lose group coverage of their right to purchase continuation coverage.

1188 FRANKLIN STREET   . SUITE 101    . SAN FRANCISCO, CA  94109    
(415) 673-8500                                                                           www.benefitplans.org

ILWU / PMA
Benefit Plans



WF395-7_w(pg2)(04/2009)::opeiu29aflcio

For each dependent to be added, attach the following required documents:

To add spouse:  copy of marriage certificate

Important Notice Regarding Taxation Form WF 594 (available at Benefit Plans Office or Local)

To add natural  and/or step child:  Copy of birth certificate
Important Notice Regarding Taxation Form WF 594 (available at Benefit Plans Office or Local)
For children 19 and older, see additional requirements below

To add adopted, foster or legal guardianship child:  Copy of birth certificate or other proof of age
Documentation establishing child's placement for adoption, foster care or legal guardianship 
Important Notice Regarding Taxation Form WF 594 (available at Benefit Plans Office or Local)
For children 19 and older, see additional requirements below

To add child of an enrolled same sex domestic partner:  Copy of birth certificate or other proof of age
Important Notice Regarding Taxation Form WF 594 (available at Benefit Plans Office or Local)
For children 19 and older, see additional requirements below

To add any other child:  Copy of birth certificate or other proof of age
Notarized Dependent Child Certification Form WF446 (available at Benefit Plans Office or Local)
Important Notice Regarding Taxation Form WF 594 (available at Benefit Plans Office or Local)
For children 19 and older, see additional requirements below

For dependent children over the age of 19, in addition to the above documentation, please attach:
 If you are enrolled in the ILWU - PMA Coastwise Indemnity Plan or Kaiser Northern and Southern California, 

proof of full time student status for children age 19-23.  Coverage terminates at age 23.

 If you are enrolled in Kaiser Oregon, proof of full time student status for children age 21-23.  Coverage terminates at age 23.

 If you are enrolled in Group Health, full time student status not required.  Coverage terminates at age 25.

To add same sex domestic partner: Notarized Same Sex Domestic Partner Certification Form WF 593 (include 2 documents as specified on form 
to verify common residency)


	WF395
	WF395(pg2)

