CSEA CARES / DOROTHY BJORK ASSISTANCE FUND DEDUCTION APPLICATION

LAST NAME, FIRST NAME, MIDDLE INITIAL — PLEASE PRINT

CSEA ID NUMBER OR LAST 4 DIGITS OF SSN CSEA CHAPTER NUMBER EMPLOYER NAME AND DISTRICT

HOME ADDRESS CITY ZIP
( ) ( ). ( )

WORK TELEPHONE (WITH EXTENSION) HOME TELEPHONE CELL PHONE

EMAIL ADDRESS BIRTHDATE

I hereby authorize and direct my employer to deduct from my paycheck OR increase my Assistance Fund contribution monthly and transmit that
amount to the CSEA Assistance Fund. I understand that my DOROTHY BJORK ASSISTANCE FUND contribution is in addition to my present CSEA
dues deduction. The effective date will be the date of the next payroll following receipt of this application by the employer. This authorization shall remain in
full force and effective until revoked in writing by me.

([ START NEW PAYROLL DEDUCTION $ per month.
(1 INCREASE CURRENT PAYROLL DEDUCTION: I want to increase my payroll deduction to $ per month.
[ ONE-TIME CONTRIBUTION $

Send checks made payable to “CSEA Dorothy Bjork Assistance Fund,” and application in an envelope and mail to CSEA Headquarters.
(Address on reverse side of this card.)

DATE MEMBER’S SIGNATURE

%@l California School Employees Association
1043_WEB_0119

oy
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