


      FORM B


                                                                                                            To be completed by Prime                                        and All Subcontractors


CERTIFICATION OF APPLICABLE FRINGE BENEFIT PAYMENTS

Project Name:
_____________________

Project Number:  
_____________________


Use this form to identify those bona fide fringe benefit plan(s) in which your employees are participating.  List third party plans, funds or trustees to which your firm makes fringe benefit payments in the interest of your employees.  Provide an hourly equivalent of each fringe type (in dollars).  If your firm does not participate in approved fringe benefit type plans, then check the box below. 

Classification and 



Hourly


Name and Address of 

Fringe Benefit Provided: 


Rate: 


Plan or Fund:                                                                                                                    

1)
________________


_________

______________________________


Health and Welfare


_________

______________________________


Pension



_________

______________________________


Vacation



_________

______________________________


Apprentice/Training


_________

______________________________


________________


_________

______________________________

2)
________________


_________

______________________________


Health and Welfare


_________

______________________________


Pension



_________

______________________________


Vacation



_________ 

______________________________


Apprentice/Training


_________

______________________________

________________


_________

______________________________

3)
________________


_________

______________________________


Health and Welfare


_________

______________________________


Pension



_________

______________________________


Vacation



_________

______________________________


Apprentice/Training


_________

______________________________


________________


_________

______________________________

OR:
(Check if Applicable)

 FORMCHECKBOX 
 I certify that I do not make payments to approved fringe benefit plans, funds or programs.

_____________________________


By ____________________________


Contractor Company Name



     Signature

_____________________________


      ________________________________

Phone Number





      Title

_____________________________

Date






     
     

6/04

