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The undersigned hereby certifies that except as above
stated the person on whose behall benefits are applied
for Is not entitled to similar benatits trom any other Plan
as that term 1s defined in Article XIV (1) (a) of the Rules
and Regulations for the Eighth District Electrical Benafit
Fund. { benelits similar to the benefits paid under this
Flan on behall of such person are determined to have
been available under any other Plan, the undersigned
agreas lo reimburse this Plan for all benefits paid under
this Plan in the order established in Article XIV pajd
under this plan in the order established in Article XIV of
the Rules and Regulations which would have bean
payable under such other Plan had claims therefore been
duly made. The right of reimbursemant includes the right
of the Plan to deduct the amount thereof from all future
benefits to be paid or payable to the undersigned or his
beneficiary under the Plan. The undersigned does hereby
assign to this Plan any and all rights the undersigned or
such person may have to such benefits available under
any other Plan.

Signature’




