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Form for Appointment of Authorized Representative: ILWU-PMA Welfare Plan
(California)

An Authorized Representative is an individual you appoint to act on your behalf in filing and pursuing a claim for
benefits (a “claim”) under the ILWU-PMA Welfare Plan (the “Plan”), appealing a denied claim or other adverse
determination (an “appeal”), and/or requesting documents relating to the Plan.

Please note that you can only appoint an individual (a person) as your Authorized Representative, not an entity
(such as a medical partnership, a collection agency, or a corporation).

I, , hereby appoint the following individual,
(Claimant’s Name) (please print legibly)

, to act on my behalf (or, if the claimant is a minor, on

(Authorized Representative’s Name) (please print legibly)

behalf of ), in connection with the following claim(s) and/or appeal(s):
(Minor Claimant’s Name) (please print legibly)

Please provide detailed information identifying relevant claim(s) (specify event(s) and/or date(s) of
service, if applicable). Attach additional sheets, if necessary.

IMPORTANT: All information and notifications from the Plan will be directed to the Authorized Representative you
have appointed and not to you, unless you direct otherwise below:

| All information and notifications should be distributed to me and to my Authorized Representative.

Claimant’s Signature Date
Accepted:
Authorized Representative’s Signature Date

Send this complete form to:
ILWU-PMA Benefit Plans

1188 Franklin Street, Suite 101
San Francisco CA 94109

MP:alh/opeiu29, afl-cio/ Authorized Representative California 07.16.2025



