THE BAC RECIPROCAL AGREEMENT

Employee Reciprocal Authorization and Release to Have Contributions Transferred

From the “Travel Funds” to my “Home Funds”
Please complete all that apply:

T
The participating defined benefit pension fund (Named_Ohio Bricklayers Pension Fund)

R
receiving contributions for work performed in the jurisdiction of BAC Local union_BAC Local 16
Is located at:_205 West Fourth Street Suite 225_______________________________________________
____________Cincinnati, Ohio 45202_______________________________________________________

V
The participating defined contribution pension fund (Name_Same as Above_____________________)

Receiving contributions for work performed in the jurisdiction of BAC Local Union______________

Is located at:___________________________________________________________________________


______________________________________________________________________________________
E


The Participating health and welfare/flexible benefit fund Named_Ohio Bricklayers H&W Fund_____)


Receiving contributions for work performed in the jurisdiction of BAC Local Union_BAC Local 16__

Is located at:__ 205 West Fourth Street Suite 225______________________________________________

_____________ Cincinnati, Ohio 45202______________________________________________________

This authorization is voluntarily given by me and at my instance, and shall remain in full force and effect until I have not worked in the area covered by this pension and/or health and welfare fund(s) for a period of one year or until the last day of the month in which my written request to cancel this authorization is received by the administrator of this pension and/or health and welfare fund(s).
All of the following information must be complete.


YOUR SIGNATURE____________________________________ DATE_______________________


NAME (PRINT)____________________________________ HOME PHONE___________________


HOME ADDRESS____________________________________________________________________


SOCIAL SECURITY NUMBER____________________________BIRTH DATE________________


SOCIAL INSURANCE NUMBER__NA___________MEMBER OF LOCAL UNION____________


HOME FUND 


(defined benefit) NAME________________________________________________________________

HOME FUND

(defined benefit) LOCATION_______________________________JURISDICTION______________


HOME FUND 


(defined contribution) NAME____________________________________________________________
HOME FUND


(defined contribution) LOCATION___________________________JURISDICTION_____________

HOME FUND


(health and welfare) NAME_____________________________________________________________
HOME FUND

(health and welfare) LOCATION_______________________________JURISDICTION_________ HOME FUND E-MAIL ________________________________________________________________

RECEIVED BY (Fund Office)________________________________________Date_______________










   (month/day/year)

RETURN FORM TO:

Stoner & Associates                                                                        Phone: 513-381-6886 or 800-832-7113

205 West Fourth St., Ste 225                                                          Fax: 513-381-0238

Cincinnati, OH 45202

TRAVEL FUNDS





HOME FUND











