


Member’'s SSN: Member's Name: (Last)

(First) (M/1)

INCOME PROTECTION PLAN

Is a monthly benefit payable from any income protection
plan such as indemnity or annuity?

O No O Yes ——»

If Yes, were the premiums paid for by the school
district?

O No O vYes

If the premiums were paid by the school district, please complete the section below:

Company Name:

Address:
(Street Number or Post Office Box )
(City) (State) (Zip Code)
Telephone
Number: ( )
Remarks:

WORKERS’' COMPENSATION

Has member applied for benefits through Workers’
Compensation?

ONo O Yes ——»

If Yes, the benefits are paid directly to:

O Member O School District

Weekly rate of benefits? (3)

Effective date of benefits? (Mo./Day/Yr.)

Date of injury? (Mo./Day/Yr.)

Were benefits awarded as lump sum?

O No O vYes

Address of carrier or company handling the claim

Company Name:

Address:

(Street Number or Post Office Box )

(City)
Telephone
Number: ( )

(State) (Zip Code)

Remarks:

CERTIFICATION

| certify that the foregoing information is true and correct to the best of my knowledge and is in accordance with the

California Education Code.

Authorized Signature:

Date: (Mo./Day/Yr.)

Type Name:

Title: Telephone Number:

( )
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