$5,000 Coverage.

$0 Premium
No Catch. No Lie.
Only for Active CCPOA Members

Sign up or renew your coverage for 2010.

Fill out this form, detach and return today.

No Cost to You!

Remember to Sign and Date your application...

Thank You!



Start 2010 with Extra Protection!

Exclusively for Active CCPOA Members

It's that time of year!
Fill out and return this form to the
Benefit Trust Fund.

Renew or Enroll Today for Free.

Take a moment to fill out the application below and participate in this FREE $5,000 Accidental
Death program. There is no catch. No money is deducted for this benefit.

Just complete the application below and return it to the Trust. Then, once a year just re-enroll
to maintain your coverage.
Visit our website for more information on all the benefits available through the Trust:
www.ccpoabtf.org.

The $5,000 Accidental Death insurance provides a direct payment to your
beneficiary if you die as the result of an accident.
This program is absolutely free to you.

We've Got You Covered.

Disclaimer: The $5,000 Accidental Death program is offered on an annual basis. In order to maintain coverage, you will need to re-enroll before December of each year.
The $5,000 Accidental Death benefit is provided by the CCPOA Benefit Trust Fund for Active Bargaining Unit 6 and CCPOA Supervisory members. This information is
provided to illustrate the highlights of the $5,000 AD plan. If there is a conflict between this information and the plan documents, the plan documents will govern. The
Trustees reserve the right to amend, modify, or terminate the plan at any time.

CCPOA Benefit Trust Fund $5,000 Free Accidental Death Benefit - Active Member Application

PLEASE USE BLOCK LETTERS SSN (Last 4) Date of Birth(MM/DD/YR) Gender
AlB|C 1123 M F
First Name Last

Address

City State ZIP

E-mail Institution

Beneficiary (First, Last) Relationship

This coverage is valid upon receipt by the CCPOA Benefit Trust Fund, and is valid January 1, 2010 until December 31, 2010. You will need to reapply in order to extend this coverage.
Please refer to the Plan’s Summary Plan Description for all particulars and exclusions.

Signature Of Applicant Date Of Application
09ADPO9M_ADBasic
Q309283R09
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