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FRINGE BENEFITS PER COLLECTIVE BARGAINING AGREEMENT

For period from _______________________ to _______________________________

Contractor:

Contract Number:

Number of employees in bargaining unit _________________

Total number of employees on contract __________________

1.
Shift Differential:  (Describe any pay over and above base rates for 2nd, 3rd, weekend, or 
other shifts.)

2.
Health and Welfare Items and Other Fringe Items:  (Indicate whether or not coverage is 
provided to employees and state current average hourly cost per employee covered by a 
Collective Bargaining Agreement.)







Coverage

Average



Item



Provided

Hourly Cost







(Yes or No)


a.  Life Insurance


b. Accidental Death


c. Disability


d. Medical and Hospital


e. Dental


f. Retirement Plan


g. Savings/Thrift Plan


h. Sick Leave


i. Tuition


j. Other (Describe)
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3.
Paid Absences:






Service Requirement

Days per Year


a. Vacation


b. Holiday


c. Sick Leave


d. Jury Leave


e. Funeral Leave


f. Military Leave


g. Other (Describe)

4.
Severence Pay:  (Briefly describe terms and amounts.)

5.
Other Fringe Benefits:  (Describe any other fringe benefits not included above, and show 
average hourly cost.)

6.
Premium Pay:  (Discuss all premium pay provisions not previously shown on this form.)

​​​​​​​​​​​_________________________________________________

___________


Signature of Company Representative




Date

4.4-9.3

