
  

 

                     

I  h e r e b y  d e s i g n a t e  a s  m y  B e n e f i c i a r y ( i e s )  t o  r e c e i v e  t h e  H e a l t h  &  W e l f a r e  D e a t h  
B e n e f i t s ,  i f  a n y ,  p a y a b l e  a t  m y  d e a t h  u n d e r  t h e  R u l e s  a n d  R e g u l a t i o n s  o f  t h e  P l a n .   

(1) NAME OF BENEFICIARY RELATIONSHIP 

ADDRESS:  STREET                                                                   CITY                                                     STATE              ZIP CODE 

(2) NAME OF BENEFICIARY RELATIONSHIP 

ADDRESS:  STREET                                                                   CITY                                                          STATE              ZIP CODE 

(3) NAME OF BENEFICIARY RELATIONSHIP 

ADDRESS:  STREET                                                                   CITY                                                          STATE              ZIP CODE 

(4) NAME OF BENEFICIARY RELATIONSHIP 

ADDRESS:  STREET                                                                   CITY                                                          STATE              ZIP CODE 

My signature below acknowledges my understanding of the following: 
 
1. No beneficiary has the right to name an additional beneficiary or have the benefits transfer to his or her 
 estate. 
 
2. If more than one person is named as beneficiary and becomes entitled to benefits at my death, payment 
 will be made in equal shares to the surviving beneficiary(ies). 
 
3. If any beneficiary(ies) predeceases me, payment will be made in equal shares to the surviving beneficiary(ies). 
 
4. The designated beneficiary(ies) appearing above supersedes any previous designation of a beneficiary(ies).  

EMPLOYEE'S SIGNATURE                                                                                   DATE EMPLOYEE'S SOC. SEC. NO. 

WITNESS' SIGNATURE                                                                                                                                      DATE 

PRINT NAME 
OF WITNESS 

ADDRESS:  STREET                                                                   CITY                                                          STATE              ZIP CODE  

 LAB 2225 (Rev. 12/2003)                                       (Dep. #01 Doc. 549) 

Laborers Health and Welfare Trust Fund for Northern California
5672 Stoneridge Drive, Suite 100, Pleasanton CA 94588    Telephone: (707) 864-2800    Toll Free: 1-(800) 244-4530

Beneficiary Designation


