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St. Louis — Kansas City Carpenters Regional Health & Annuity Plans CARPENTERS
Carpenters Pension Trust Fund of St. Louis SOCHEEILELANS,
1419 Hampton Avenue, St. Louis, MO 63139

Phone: (314) 644-4802 | Toll-Free: (877) 232-3863 | Fax: (314) 678-1110
Email: traveler@laborfunds.org | Website: laborfunds.org

Reset Form

Authorization for Transfer of Contributions

Please complete this form in its entirety (Parts A — D) and return to the address at the top of this form.

| wish to transfer contributions: (select one)
I_ INTO the Mid-America Carpenters Regional Council, St. Louis-Kansas City Benefit Funds, my Home Fund.

| OUT FROM the Mid-America Carpenters Regional Council, St. Louis-Kansas City Benefit Funds (the Outside/
Away Fund(s)) TO my Home Fund(s) listed below.

A. Member Information

Member Full Name (First, M, Last) Member SSN
Street Address City State Zip
Date of Birth Phone Email Address Local Number

B. Employer Information

Employer Name Job Location (City/State) Away Fund Work Dates
Local Number (From —To)

Email Address Phone Number

C. My Cooperating Home Fund

. Home Annuity Fund
Home Health & Welfare Fund Home Pension Fund Effective for hours 5/1/2019 or after

Fund Name

Phone Number

Street Address

City, State, Zip

D. Authorization/Signature
Authorization and Release: By signing below, | understand that the Outside/Away Fund(s) (Your Fund) will act solely as the agent

of my Home Fund(s) and as such, | shall be subject to the eligibility rules and benefit provisions of my Home Fund(s) upon transfer
of my contributions. | hereby release (on behalf of myself as well as anyone claiming through me) and further discharge Your
Fund(s) and its Trustees of and from all claims with respect to any contributions so transferred and for any benefit or credits which
would have accrued or become payable to me from Your Fund.

Member Signature (REQUIRED): Date Signed

FOR OFFICE USE ONLY

Home Health & Welfare Fund Home Pension Fund Home Annuity Fund
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