
N.E.C.A. – LOCAL NO. 145 I.B.E.W. PENSION FUND 
1700 FIFTY SECOND AVENUE, SUITE B 

MOLINE, ILLINOIS 61265 
(309)764-8080 

 
APPLICATION FOR RETIREMENT BENEFITS 

 
Please Complete Fully – Print or Type Answers.  Sign, Date and Return to Benefits Office. 
 
1. Name___________________________________________________________________ 

   Last           First   Middle 
 
2. Address_________________________________________________________________ 

        Number & Street                       City                    State           Zip Code 
 

3. Social Security No.____________________      4.  Union Membership No.___________ 
 
5. Date of Birth_____________________________________________________________ 

Submit Proof of Age – See Attached Instructions 
 
6. Date you retired or intend to retire____________________________________________ 
 
7. Upon what date did you first join I.B.E.W. Local Union No. 145?___________________ 
         Month      Day     Year 
 
8. Since the date you first joined Local Union No. 145 I.B.E.W., have there been any 

periods when you left employment, withdrew from membership or transferred out of the 
jurisdiction of Local Union No. 145 I.B.E.W.?          Yes       No      If yes, state when. 

 
 From_____________ To_____________    Reason_______________________________ 
 
 From_____________  To_____________   Reason_______________________________ 
 
 From_____________  To_____________   Reason_______________________________ 
 
9. Have you ever been unable to work because of total disability?    Yes    No     If yes, 

fill in the information below. 
 
                 Cause of Disability             From          To 
 
 _______________________________________   _____________________   ________________ 
 
 _______________________________________   _____________________   ________________ 
 
 _______________________________________   _____________________   ________________ 
 
 _______________________________________   _____________________   ________________ 
 
 
 



10. Have you ever collected Worker’s Compensation Benefits during a period of total 
disability?      Yes     No     If yes, fill in the information below. 

 
Date of Worker’s Compensation Benefits 

 
Name of Employer at Time of Injury                    From           To 

  
__________________________________ ___________ ___________ 
 
__________________________________ ___________ ___________ 
 
__________________________________ ___________ ___________ 

 
11. Have you ever served in the Armed Forces of the United States?    Yes     No 
 
 If yes, please fill in the information below. 
                                                                                                                     Date Discharged 
                           Branch of Service        Date Entered                or Separated 
 
 ______________________________    ______________ ______________ 
 
 ______________________________    ______________ ______________ 
  
 
12. Have you ever been promoted by an employer from work covered under the collective 

bargaining agreement to work in supervisory capacity, or worked as an employee of the 
Local Union or the International Brotherhood of Electrical Workers?  Yes     No 

 
 If yes, please fill in the information below: 
 

From_____________ To_____________    Employer_____________________________ 
 

From_____________  To_____________   Employer_____________________________ 
 

From_____________  To_____________   Employer_____________________________ 
 
13. If you are applying for a Disability Pension, complete the following. 
 
 (a) Have you applied for Social Security Disability Benefits?      Yes     No 
 

(b) Nature of your disability____________________________________________ 
 
(c) When did you become disabled_______________________________________ 

 
(d) Name and Address of your doctor_____________________________________ 

 
________________________________________________________________ 
 

(e) Date of most recent examination______________________________________ 
Attach copy of medical examination report. 



 
(f) Have you worked at all, at any occupation, since you became disabled? 

 Yes    No     If yes, describe your work and periods of employment. 
 
      From        To            Employer      Earnings  Work 
 
__________ __________ __________________ ___________ ______ 
 
__________ __________ __________________ ___________ ______ 
 
__________ __________ __________________ ___________ ______ 
 

 
13. If you have received a Social Security Disability Benefits award, please attach a copy of 

your award with this application. 
 
 
I hereby apply for a pension from the N.E.C.A. Local No. 145 I.B.E.W. Pension Fund.  The 
foregoing statements are true to the best of my knowledge and belief.  I understand that a false 
statement may disqualify me for pension benefits and the Trustees shall have the right to recover 
any payments made to me because of a false statement. 
 
 
______________________________________________________ ___________________ 
  Applicant’s Signature      Date 
 
 
 
Application must be submitted at least three months before the date on which pension payments, 
if approved, are to begin. 
 
When you submit your application, you will receive a letter acknowledging its receipt.  You will 
be advised if any further information is required and you will be notified in writing of the 
decision made by the Board of Trustees. 
  

  


