
 

Benefits Administration Hotline 
Phone 866.952.6329 • Fax 866.952.2430 

benefits@lauterbachamen.com 

 
 

SURVIVING SPOUSE – DECEASED PENSIONER 
Information Sheet (Tier 1) 

 
 

Pension Fund Name: __________________________________________________________________ 

Pensioner’s Legal Name (include middle initial): _________________________________________ 

Date of Death: _____ / _____ / _____ 
 

Spouse’s Legal Name (include middle initial): ___________________________________________ 

Street Address: ______________________________________________________________________ 

City: ___________________________________   State: ________________   Zip: ________________ 

Home Phone Number: _________________ Cell Phone Number: _________________ 

Email Address (Please Print Clearly): _______________________________________________________ 

Spouse’s Social Security #: XXX-XX-_____   Gender: _____ M  /  _____ F 

Spouse’s Date of Birth: _____/_____/_____  

Date of Marriage: _____/_____/_____ 

 

Dependent children under the age 18:         _____Yes    _____No    

Dependent children legally handicapped:   _____Yes    _____No 

** If you have dependents, please complete the Surviving Spouse Dependents Form 
 

If marked below, please include a copy of the following Certificates with this packet to the  
Benefits Team: 

_____Marriage Certificate 

_____Surviving Spouse’s Birth Certificate 

_____Death Certificate (if not available, please send us a copy once it becomes available) 

 
By signing below, I certify that the information above is accurate to the best of my knowledge:  

Signature: _________________________________________  Date: _________________      

 



SURVIVING SPOUSE DEPENDENTS 
Benefit Calculation-Information Form 

Pension Fund Name: __________________________________________________________________ 

Member’s Legal Name (include middle initial): ____________________________________________ 

Spouse’s Legal Name (include middle initial): ______________________________________________ 

LIST EACH DEPENDENT SEPARATELY - (Oldest to Youngest) 

1) Dependent’s Legal Name (include middle initial): __________________________________________

Date of Birth: ______/______/______ Dependent under the age of 18:  ____ Yes ____ No 

Last 4 digits of SSN: __________ Dependent legally handicapped:   ____ Yes ____ No 

2) Dependent’s Legal Name (include middle initial): __________________________________________

Date of Birth: ______/______/______ Dependent under the age of 18:  ____ Yes ____ No 

Last 4 digits of SSN: __________ Dependent legally handicapped:   ____ Yes ____ No 

3) Dependent’s Legal Name (include middle initial): __________________________________________

Date of Birth: ______/______/______ Dependent under the age of 18:  ____ Yes ____ No 

Last 4 digits of SSN: __________ Dependent legally handicapped:   ____ Yes ____ No 

4) Dependent’s Legal Name (include middle initial): __________________________________________

Date of Birth: ______/______/______ Dependent under the age of 18:  ____ Yes ____ No 

Last 4 digits of SSN: __________ Dependent legally handicapped:   ____ Yes ____ No 

5) Dependent’s Legal Name (include middle initial): __________________________________________

Date of Birth: ______/______/______ Dependent under the age of 18:  ____ Yes ____ No 

Last 4 digits of SSN: __________ Dependent legally handicapped:   ____ Yes ____ No 

6) Dependent’s Legal Name (include middle initial): __________________________________________

Date of Birth: ______/______/______ Dependent under the age of 18:  ____ Yes ____ No 

Last 4 digits of SSN: __________ Dependent legally handicapped:   ____ Yes ____ No 

By signing below, I certify that the information above is accurate to the best of my knowledge: 

Spouse’s Signature: _________________________________________ Date: _________________   



	

Benefits Administration Hotline 
Phone 866.952.6329 • Fax 866.952.2430 

benefits@lauterbachamen.com 

 

 
PENSION BENEFIT - DIRECT DEPOSIT FORM 

 

Pension Fund Name: __________________________________________________________________ 

Pensioner Name: _____________________________________________________________________ 

Social Security Number: XXX-XX-________        Daytime Phone:  ________________________ 

To verify your bank information, please include a copy of a voided/blank check 
with this form to the Benefits Team via email, fax or mail. 

Primary - Bank Account – Primary Pension Payment Direct Deposit Account 
Check the type of change that is required: 
 New Account      Change Bank Information  

 

Bank Name: __________________________________________ 

ABA/Routing # (9 Digits): ______________________ 

Account #: ___________________________________ Type: Checking     or  Savings

 

(Do not use  
Deposit Slip) 

 

 
Optional - Alternate Bank Account – Optional Second Account 
Check the type of change that is required: 

 New Account       Change Bank Information  Cancel Account #: ______________ 
         (List account number to remove)  

Bank Name: __________________________________________  

ABA/Routing # (9 Digits): ______________________  

Account #: ___________________________________ Type: Checking     or  Savings 

Deposit Dollar Amount:  $____________ (Any benefits in excess of Deposit Dollar Amount will be deposited to the Primary Account) 
 

 
I hereby authorize Lauterbach & Amen, LLP, as agents of the above referenced Pension Fund, to deposit my pension 
benefits directly into the bank accounts of my choice as specified above. I understand that a payment slip will be 
provided to me each pay period for my records. I understand this authorization is to remain in force until 
Lauterbach & Amen has received written authorization from me to cancel or change this information. 
 

Signature: ____________________________________  Date: _________________        

Email Address: _________________________________________________________________________________ 



XXX-XX-
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