
TRUCKING EMPLOYEES OF NORTH JERSEY 
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PENSION FUND APPLICATION 
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Please return to:
Trucking Employees of North Jersey
Teamsters Building
303 Molnar Drive, 1st Floor
Elmwood Park, NJ 07407
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APPLICATION FOR PENSION BENEFITS 

Please read carefully and print answers to all questions.     Email:  _____________________________________

                                                                                                                      1. Name -'------------------------
Social Security No. 

Last First Middle 
Phone No. 

2. Address 
-'-'-'---�N,...u-m�b- e-r----�St-r -ee_t ____ -=c�ity-or,...T�o-w_n ____ -=s,...ta�t -e----�Z"'i -p""'C,-o.--de

3. DATE YOU PLAN TO RETIRE 4. Date of Birth
Month Day Year Month Day 

S. Name of your Beneficiary Relationship 

Address of Beneficiary

SA. Spouse's Date of Birth Marital Status 
Month Day Year 

6. List the names of all employers for whom you worked under a labor agreement with a Teamsters Local Union.
Show dates of employments as best as you can.

Year 

Employed 

Name of Employer Address Job Under Contract With From To 

Classification Local Union No. Mo/Yr Mo/Yr 

' 





AFFIDAVIT OF MARITAL STATUS 

I, _ _________________ being of full age and duly
sworn accordingly to the law, herby depose and say that, as of the dale set forth below. 

[ ] I am legally married and have provided a copy of my marriage certificate. 

[ ] I am NOT marrie<l. 

[ ] I am divorced and have provided a copy ofmy Final Divorce Decree and Property 
Settlement and/or Qualified Domestic Relations Order (QDRO). 

[ ] I am widowed and have provided a copy ofmy spouse's death certificate. 

Date: _____________ _ 

Signature: __________________ _ 

Sworn and subscribed before me on this 

_____ day of ______ , 20_ 

Notary Public 



Local 560 Benefit Funds 
303 Molnar Drive 
Elmwood Park, NJ 07407 
1-866-560-FUND

Verification of Union Affiliation 

PART A - Member's Information (please complete and return to the Fund office) 

To be completed by member: 

Last Name. _________ _ 

Date of Birth 
---------

Currently covered under a 
Contract with Local # ------

Initiation date 
---------

Date 

Social Security # _______ _ 

First Name ·-----------

Present Employer ________ _ 

Previously covered under a contract 
with Local# 

-----------

From. ___ ___ To. ______ _ 

Signature 

PART B - Union Information (please complete and return to the Fund Office) 

To be completed by Local Union Office: 

Local Union# ___ hereby ce1tifies that. ________________ _ 
(member's name) 

Was a member from ____ ______ to _____________ _ 

Date Authorized Signature 



T rucking Employees of North Jersey

Teamsters Benefit Funds 

Teamsters Building “Dedicated to the service of our members” 

303 Molnar Drive, 1st Floor 

Elmwood Park, N.J. 07407   

Toll Free: 1-866-560-FUND

Telephone: 201-867-3553 

Dear Member: 

From: Trucking Employees of North Jersey ~ Pension Fund 

303 Molnar Drive, 1st Floor 

Elmwood Park, NJ 07407 

In order to better serve you and your family please complete the reverse side of this page with the 

information of a non-spouse and at a different address than you. This person will be contacted if 

mail is returned to the Fund or if we are having difficulty contacting you. 

Remember, ALWAYS inform us in writing of any change of address, phone number or vital 

information in order to keep our records current. 

We look forward to hearing from you. 

Yours truly, 

TENJ Pension Fund 



Member:__________________________________  SSN:___________________________ 

Contact Information other than a spouse and at a different address to you. 

Name_____________________________________________________________________ 

Last     First     MI 

Address___________________________________________________________________ 

Number & Street

__________________________________________________________________________ 

City      State     Zip Code 

Relationship to retiree:  _______________________ 

Birth Date:  _____/_____/_____ 

Telephone  #:  _____________________ 

Name_____________________________________________________________________ 

Last     First     MI 

Address___________________________________________________________________ 

Number & Street

__________________________________________________________________________ 

City      State     Zip Code 

Relationship to retiree:  _______________________ 

Birth Date:  _____/_____/_____ 

Telephone  #:  _____________________  



Form SSA-581-0P115 (05-2024) 
Discontinue Prior Editions 
Social Security Administration 

Page 1 of 2 
0MB No. 0960-0602 

Mail 
completed 
form to : 

First Name: 

Last Name: 

SSN: 

Date of Birth: 

Other First, 
Middle In itial , 
and Last Name 
Used to Report 
Earnings: 

Year(s) 
Requested: 

Authorization to Obtain Earnings Data from the 
Social Security Administration 

Social Security Administration Requesting SSA Job No 8623 Index 01 
PO Box 33011 organization: Trucking Employees of 
Baltimore, MD 21290-3011 North Jersey Pension Fund 

303 Molnar Drive 
Elmwood Park, NJ 07407 

Number Holder's Information 

I I I I I I I I I I I I I I I I Middle Initial : 

I I I I I I I I I I I I I I I I I I I I I 
□ 

I I I 1--DJ--I I I I I 
ITJ--DJ--1 I I I I Date of Death: rn--DJ--1 I I I I 

Month Day Year Month Day Year 

1111 I I I I I I I 11111 □ 
I I I I I I I I I I I I I I I I I I I I I 
I I I I I th

rough I I I I I 
y y y y y y y y 

I I I I I through I I I I I 
y y y y y y y y 

-
iiiiiiiiiiiiiii -iiiiiiiiiiiiiii -iiiiiiiiiiiiiii 
!!!!!!!!!!!!!!! 

iiiiiiiiiiiiiii -iiiiiiiiiiiiiii 
iiiiiiiiiiiiiii 
iiiiiiiiiiiiiii 
!!!!!!!!!!!!!!! 

iiiiiiiiiiiiiii -
iiiiiiiiiiiiiii 
iiiiiiiiiiiiiii ---iiiiiiiiiiiiiii 
!!!!!!!!!!!!!!! 

!!!!!!!!!!!!!!! 
iiiiiiiiiiiiiii -

I am the individual to whom the record/information applies or that person's parent (if a minor) or legal guardian, or a person 
who is authorized to sign on behalf of the individual to whom the record/information applies. Please furnish the requesting 
organization, or its designees, an itemized statement of all amounts of earnings reported to my record , or to the record 
identified above, for the periods specified on this form. Please include the identification numbers, names, and addresses of 
the reporting employers. I declare under penalty of perjury that I have examined all the information on this form, and on 
any accompanying statements or forms, and it is true and correct to the best of my knowledge. 

Signature of Number Holder (or authorized representative) 
Date rn--ITJ--1 I I I I 

MM D D y y y y 

Printed Name (if other than Relationship (if other than number holder) 

number holder) D Spouse 

Address State D Legal Representative 

D Other (specify) 

City ZIP Code Phone Number 

Requesting Organization's Information 
SSA must receive this form within 120 days from the date signed by the Number Holder (or Authorized Representative) 

Signature of Organization Official Date 

Phone Number Fax Number 

FOR SSA USE ONLY □ 2 □ 3 □ 4 
I llllll lllll lllll lllll lllll lllll lllll lllll lllll lllll lllll lllll lllll lllll lllll 111111111111111111 



Form SSA-581-0P115 (05-2024) Page 2 of 2 

IMPORTANT INFORMATION 
Privacy Act Statement 

Collection and Use of Personal Information 

Section 205(c)(2)(A) of the Social Security Act, as amended , allows us to collect this information . 
Furnishing us this information is voluntary. However, failing to provide all or part of the information may 
prevent us from furnishing detailed earnings information . 

We will use the information to produce detailed earnings information about the wage earner. We may also 
share your information for the following purposes, called routine uses: 

• To employers or former employers, including State Social Security administrators , for correcting 
and reconstructing State employee earnings records and for Social Security purposes; and 

• To contractors and other Federal agencies, as necessary, for the purpose of assisting the Social 
Security Administration in the efficient administration of its programs. 

In addition , we may share this information in accordance with the Privacy Act and other Federal laws. For 
example, where authorized , we may use and disclose this information in computer matching programs, in 
which our records are compared with other records to establish or verify a person's eligibility for Federal 
benefit programs and for repayment of incorrect or delinquent debts under these programs. 

A list of additional routine uses is available in our Privacy Act System of Records Notices (SORN) 
60-0059, entitled Earnings Recording and Self-Employment published in the Federal Register (FR) on 
January 11 , 2006, at 71 FR 1819. Additional information , and a full listing of all of our SORNs, is available 
on our website at www.ssa.gov/privacy. 

Paperwork Reduction Act Statement- This information collection meets the requirements of 
44 U.S.C. § 3507, as amended by section 2 of the Paperwork Reduction Act of 1995. You do not need to 
answer these questions unless we display a valid Office of Management and Budget (0MB) control 
number. We estimate that it will take about 2 minutes to read the instructions, gather the facts , and 
answer the questions. Send only comments regarding this burden estimate or any other aspect of 
this collection, including suggestions for reducing this burden to: SSA, 6401 Security Blvd, 
Baltimore, MD 21235-6401 . 






