
 
 

MEMBERSHIP FORM 
 

 
Name: ____________________________________________________________________________ 

 

SSN: __________________________  DOB:___________________ Sex:  ____  Male  ___Female 

 

Address: ___________________________________________________________________________ 

 

City:____________________ State: ________Zip Code:___________Telephone:_________________ 

 

 Date Started: _______________________Department: _____________________________________ 
 

Union Name: ___________________________________ Local  Number: ______________________ 
 
Eligible for Retiree Health Care ___Yes   ___No   Retiree Life Insurance   ___Yes    ___No 
 
 
Name of Spouse: ____________________________________________________________________ 

 

Spouse SSN: _________________________________ Spouse DOB: __________________________ 

 

Date of Marriage____________________________________________________________________ 

 

Spouse Address:_____________________________________________________________________ 

 

City:____________________ State: ________Zip Code:___________Telephone:_________________ 

 
 
 
_____________________________________              ______________________ 
Signature of Employee      Date 
 
_____________________________________              ______________________ 
Signature of Human Resources     Date 
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