
The CLT&E Health and Welfare Plan is designed to protect you from unexpected medical expenses which 

could create a severe financial hardship for you and your family. As a Member of this Plan, you may also 

enroll your eligible dependents, provided you complete the attached Enrollment Form and establish the 

proper dependency relationship.

In order to establish this dependency relationship, participants are required to provide the following 

information and documentation. 

1.	 A	completed	Enrollment	Form,	Beneficiary	Card	and	HIPAA	Release	Form.

2.	 A	certified	copy	of	the	Marriage	License,	bearing	an	official	State	seal.

3.	 A	certified	copy	of	the	Birth	Certificate	for	yourself,	your	spouse,	and	each	eligible	dependent	to	

be	enrolled.

4.	 Copies	of	signed	Social	Security	Cards	for	yourself,	your	spouse	and	each	eligible	dependent	to	

be	enrolled	(infants	do	not	need	to	sign	their	Social	Security	Cards).

5.	 A	copy	of	the	participants’	and	spouses’	signed	Federal	Tax	return	(Form	1040	or	1040EZ)	for	the	

past	two	years.

AND,	IF	APPLICABLE…

A)	 A	copy	of	the	Court	Order	or	Decree	establishing	any	paternity,	marriage	dissolution,	or	

child	support	order	or	obligation.

B)	 A	copy	of	the	Court	Order,	Decree	or	Certification	of	Adoption.

C)	 A	copy	of	the	Court	Order	establishing	guardianship.

D)	 A	copy	of	the	Court	Order	for	foster	care	placement.

E)	 A	certified	statement	from	a	School	Registrar’s	Office,

F)	 Information	pertaining	to	other	insurance,	if	any.

The administrative Fund Office may require other documentation or evidence as is necessary to establish 

the relationship between the eligible participant and the claimed dependent. No claim for benefits for 

dependents will be processed until all requested information and documentation has been furnished to the 

Contractors, Laborers, Teamsters and Engineers Fund Office.

The Fund Office may in its sole discretion accept other documentations or forms of verification in lieu of 

the above items.

DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________

NAME OF OTHER INSURANCE (If any):  _____________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________
                                                                        
NAME OF OTHER INSURANCE (If any:  ______________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________
                                                                        
NAME OF OTHER INSURANCE (If any:  ______________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)
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Health	and	Welfare	Plan
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Plan	de	salud	y	bienestar
Solicitud	de	inscripción

El Plan de salud y bienestar del Fondo CLT&E está concebido para su protección en caso de tener que 
afrontar gastos médicos inesperados, que podrían significar un agobio económico extremo para usted y 
su familia. Como Miembro de este Plan, tiene el derecho de inscribir a ciertas personas que dependen de 
usted y que reúnan los requisitos, siempre y cuando haya completado el Formulario de Inscripción adjunto 
y presentado pruebas de su relación con el dependiente permitido.

A fin de establecer la relación de dependencia, se requiere que los participantes proporcionen la 
siguiente información y documentación. Estos documentos se tienen que traducir al inglés antes de que 
la administración del Fondo pueda aceptarlos. Para asistencia con la traducción puede dirigirse a la 
comunidad, o comunicarse con la administración del Fondo.   

1.	 Un	Formulario	de	Inscripción,	una	Tarjeta	de	Beneficiario	y	un	Formulario	HIPAA	de	Descargo	de	
Responsabilidad,	completados.

2.	 Una	copia	certificada	del	Acta	de	Matrimonio,	estampada	con	el	Sello	Oficial	del	estado.
3.	 Una	copia	certificada	del	Acta	de	Nacimiento	suya,	de	su	esposa/o,	y	de	cada	uno	de	sus	

dependientes	permitidos.
4.	 Copias	de	las	tarjetas	firmadas	de	Social	Security	suya,	de	su	esposa/o,	y	de	cada	uno	de	sus	

dependientes	permitidos	que	vayan	a	inscribirse	(los	niños	pequeños	no	necesitan	firmar	la	
tarjeta	de	Social	Security).

5.	 Una	copia	de	la	Declaración	Federal	de	Impuestos	(Formulario	1040,	o	el	1040EZ)	de	los	últimos	
dos	años,	firmadas	por	usted	y	su	esposa/o.

Y,	SI	VIENE	AL	CASO...
A)	 Una	copia	del	decreto	u	orden	del	tribunal	donde	se	establezca	paternidad,	disolución	de	

matrimonio,	o	una	orden	u	obligación	de	aportar	sustento	económico	a	un	hijo.
B)	 Una	copia	de	una	orden	del	tribunal,	decreto	o	certificado	de	adopción.
C)	 Una	copia	de	una	orden	del	tribunal	que	establezca	tutela	o	custodia.
D)	 Una	copia	de	una	orden	del	tribunal	que	establezca	que	el	suyo	es	hogar	de	acogida	

para	un	menor	(en	inglés,	foster	care).
E)	 Una	declaración	certificada	de	la	Oficina	del	Registrador	Escolar.
F)	 Información	relacionada	con	otras	pólizas	de	seguro,	si	alguna.

La administración del Fondo puede exigir otra documentación o evidencia, según sea necesaria, para 
establecer la relación entre el participante con derecho y la persona que se reclama como dependiente 
permitido. No se va a tramitar ninguna solicitud de beneficios para dependientes permitidos hasta que 
la administración del Fondo de los Contractors, Laborers, Teamsters and Engineers haya recibido toda la 
información solicitada.

La administración del Fondo puede, a su entera discreción, aceptar otra documentación o formas de 
verificación en lugar de las pruebas enumeradas más arriba.

MEMBER’S NAME:   ______________________  SSN:   _________________

DATE OF BIRTH:   _____________  HOME/CELL PHONE #:   _________________

MEMBER’S ADDRESS: _________________________________________

                                     _________________________________________

NAME OF OTHER INSURANCE (If any):  ________________________________

POLICY #  _______________________________________________  
(Please provide a copy of the insurance card if applicable)

  SPOUSE
NAME OF SPOUSE:   ______________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________
                                                                        
NAME OF OTHER INSURANCE (If any):  _____________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

   DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________
                                                                        
NAME OF OTHER INSURANCE (If any):  _____________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

Signed by: (Member’s Signature):  ____________________    Date:___________

*Please list additional dependents on the reverse side and/or additional sheets of paper.



The CLT&E Health and Welfare Plan is designed to protect you from unexpected medical expenses which 

could create a severe financial hardship for you and your family. As a Member of this Plan, you may also 

enroll your eligible dependents, provided you complete the attached Enrollment Form and establish the 

proper dependency relationship.

In order to establish this dependency relationship, participants are required to provide the following 

information and documentation. 

1.	 A	completed	Enrollment	Form,	Beneficiary	Card	and	HIPAA	Release	Form.

2.	 A	certified	copy	of	the	Marriage	License,	bearing	an	official	State	seal.

3.	 A	certified	copy	of	the	Birth	Certificate	for	yourself,	your	spouse,	and	each	eligible	dependent	to	

be	enrolled.

4.	 Copies	of	signed	Social	Security	Cards	for	yourself,	your	spouse	and	each	eligible	dependent	to	

be	enrolled	(infants	do	not	need	to	sign	their	Social	Security	Cards).

5.	 A	copy	of	the	participants’	and	spouses’	signed	Federal	Tax	return	(Form	1040	or	1040EZ)	for	the	

past	two	years.

AND,	IF	APPLICABLE…

A)	 A	copy	of	the	Court	Order	or	Decree	establishing	any	paternity,	marriage	dissolution,	or	

child	support	order	or	obligation.

B)	 A	copy	of	the	Court	Order,	Decree	or	Certification	of	Adoption.

C)	 A	copy	of	the	Court	Order	establishing	guardianship.

D)	 A	copy	of	the	Court	Order	for	foster	care	placement.

E)	 A	certified	statement	from	a	School	Registrar’s	Office,

F)	 Information	pertaining	to	other	insurance,	if	any.

The administrative Fund Office may require other documentation or evidence as is necessary to establish 

the relationship between the eligible participant and the claimed dependent. No claim for benefits for 

dependents will be processed until all requested information and documentation has been furnished to the 

Contractors, Laborers, Teamsters and Engineers Fund Office.

The Fund Office may in its sole discretion accept other documentations or forms of verification in lieu of 

the above items.

DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________

NAME OF OTHER INSURANCE (If any):  _____________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________
                                                                        
NAME OF OTHER INSURANCE (If any:  ______________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

DEPENDENT
NAME OF DEPENDENT:   ____________________________________
 
SSN:  _______________________   DATE OF BIRTH:  _____________

ADDRESS:     __________________________________
(If different than the Member’s)
                                       __________________________________
                                                                        
NAME OF OTHER INSURANCE (If any:  ______________________________

POLICY # : ____________________________________________ 
(Please provide a copy of the insurance card if applicable)

Health	and	Welfare	Plan
Enrollment	Form

(Page	2)

Health	and	Welfare	Plan
Enrollment	Application




