
DOBBS FERRY WELFARE FUND ENROLLMENT AND DEPENDENT INFORMATION 
 

1.​ Member’s Full Name: _______________________________​ ___________________________________ 
(LAST NAME)​ ​ ​ ​ (FIRST NAME) 

2.​ Address: ___________________________________________________________________________________ 
​ ​ ​ (STREET # AND NAME) 
 

    ______________________________________________​      ______​ _________________ 
​ ​ (CITY)​ ​ ​ ​ ​ ​       (STATE)​        (ZIP CODE) 
 

3.​ Home Phone: ___________________________  Cell Phone: _______________________________________  

4.​ Work Phone:  ___________________________ 

5.​ Email: ___________________________________________________________________________________ 

6.​ Birthday: ____/_____/_____         SSN: _____-______-______​ NYSUT #(if applicable) ____________________ 

7.​ Check One: Single _____   Married _____   Widowed _____  Divorced _____   Legally Separated _____ 

8.​ School Name: ____________________________________________________________________________ 

9.​ Hired Date: _________________________________  Retired Date: _________________________________ 
 

Dependent Information  
Dependents over 19 years of age, must be full time students  - Paid bursar’s bill specifying 

semester/terms for ALL dependents ages 19-23 must be submitted every semester 
 

 Name Date of Birth Sex M/F SSN 

Spouse     

Dependent #1     

Dependent #2     

Dependent #3     

Dependent #4     

Dependent #5     

Dependent #6     

 
10.​ Spouse’s Employer ________________________________________________________________________ 

11.​ Address of Employer ______________________________________________________________________ 

12.​Are you or your spouse covered by any other Dental Plan? _____________________________________ 

13.​ Is the other plan a group or individual plan? _________________________________________________ 

14.​ Who is the policy holder? __________________________________________________________________ 
 

Under penalty of perjury, including, but not limited to, prosecution for insurance fraud and a permanent termination of benefits 
from this fund, I attest that the above is true and accurate to the best of my knowledge. I also promise to notify the Fund at 
212-505-5050 if any of the aforementioned information should change. 
 
Date ___________________________ ​ Signature ___________________________________________________ 
​ ​ ​ ​ ​ ​ ​ ​ ​ (DO NOT PRINT) 
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