




Page 2 - TEHW STD Application 

By submission of this application, my initials and my signature, I authorize: 
1. Health & Welfare premium payments to be deducted from weekly disability checks,

if applicable. Initial ___ _ 
2. Repayment of any weekly disability overpayments and health & welfare premium

contributions through payroll deductions when I return to duty. Initial ___ _ 

Signature 

Address 

Phone Number D Home D Cell 
--------------------

Alternate Phone Number D Home D Cell 
---------- -------

Email Date 
------------------ ----------

Please return this form to: Transit Employees' Health & Welfare Office 
2701 Whitney Place, Suite 100 
Forestville, MD 20747-2347 

If you have any questions regarding your benefits, please call Ashley Wade  at 301-568- 
2294 Monday - Friday from 9:00 am - 4:30 pm. 
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