NEW JERSEY DEPARTMENT OF LABOR
AND WORKFORCE DEVELOPMENT
ANNUAL REPORT OF PRIVATE PLAN
SELF-INSURED OR UNION WELFARE FUND

[Contact Address]




				Calendar Year:  									Fund Code or Plan Number:  


(1)	Amount of funds available at the beginning of the year 		
for payment of Private Plan benefits:					___________
(2)	Amount of workers’ contributions received
during the year: 							___________
(3)	Amount of employer(s’) contributions during 
the year 								___________
(4)	Gross amount of temporary disability benefits
paid during the year: 							___________
(5)	Administrative cost of operating
	Private Plans during the year: 					___________
(6)	Number of employees covered 
as of December 31: 							___________



Signature____________________________	Telephone Number____________________

Title________________________________	Fax Number_________________________

If you fail to remit a response to this request for this information, the self-insured private plan may be withdrawn and/or a $250.00 penalty for noncompliance may be issued to your account.
REQUIRED BY N.J.A.C. 12:18-2.29(a), 2.30(a), 2.31(a)
REPORTS ARE DUE ON OR BEFORE THE 30TH DAY FOLLOWING THE END OF THE CALENDAR YEAR.

Email to: TDIECU@dol.nj.gov
OR
Attention: Supervisor
Private Plan Disability Benefits
PO Box 957
Trenton, NJ 08625-0957
FAX (609) 292-2537              
