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In order to continue coverage, this form must be fully completed each qualifying quarter. 
 


1. Are you a member of Local 42 or 110?                    Yes    No  


 


2. Are you available for work tomorrow with Local 42 or 110? 


 If no, please explain:           Yes    No  


 


3. Are you currently working?         Yes    No  


 If yes, who are you working for?         


 How long have you been working for them?        


 


4. Do you have coverage through any other group policy?        Yes    No  


 If yes, provide policy name?          


 


5. Are you retired?          Yes    No  


 


6. Are you on Workman’s Compensation disability?      Yes    No  


 


7. Have you become totally and permanently disabled?          Yes  No  


 


              8. Have you applied for Social Security Disability or a Disability Pension?      Yes  No  


 
If any of the above changes you must notify the Benefit Office. 
 
I elect the following self-payment coverage option: 
 


 Single ($100.00/Month or $300.00/Quarter)      Family ($150.00/Month or $450.00/Quarter) 
 
You will not have insurance coverage until the Benefit Office receives the Self-Payment Affidavit and payment in our office. 
Payment must be received in our office and/or postmarked by January 31, 2024. Allow 48-72 hours before reinstatement of 
eligibility/benefits (not to include weekends). Remember that your COBRA benefits will be reduced by your self-pay 
coverage period. 
We cannot accept cash however, we accept check, money order or credit card*. You may deliver or mail your check/money 
order to: 
 


Construction Laborers’ Welfare Fund 


2357 59th Street, St.  Louis, MO 63110 
 
*Please note credit card payments will be subject to a 3% fee. 
 
Member Name:           Medical Member ID#:       
 
Address, City, State, Zip:               Phone Number:      
 
Email Address:            Local:      
 
Member Signature:            Date:       
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