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I would like to invite you to join the Atlanta Region Social Security Management Association (ARMA).   As a member of one of our region’s field office/teleservice center management staffs, you automatically qualify for active membership in our professional association.  In case you are not already familiar with ARMA, let me tell you a little about our organization.

ARMA, founded in 1972, is comprised of over 600 dues paying members of management in field offices and teleservice centers throughout the Atlanta Region.  Also included, through associate membership, are former field office and TSC managers now located in area offices, the SEPSC, and the Atlanta Regional Office.

ARMA’s goal is to improve both communications and operations throughout the Atlanta Region.  Our organization gives members the opportunity to express concerns, problems, and views through a collective voice and serves as a channel of communications both to and from Regional and Central Office.

Membership dues in ARMA are just $3.50 per pay period, the lowest in the nation, and are collected through payroll deduction.  Dues are used to support both regional and national management association activities and programs.

We need the involvement and valuable input of people like you if we are to continue to be successful in representing the views of management personnel across the region. 

I hope you will join your fellow members of management in our association and will participate in all that ARMA has to offer.  It would be an honor to have you as a member. 







Sincerely,







Dwight Moberly






President

Attachment

Ver. 5/18/11


SF No. 1187

REQUEST AND AUTHORIZATION FOR VOLUNTARY ALLOTMENT

OF COMPENSATION FOR PAYMENT OF EMPLOYEE ORGANIZATION DUES

============================================================================

Name of employee (print, last name, first, middle)
SSN No.

_______________________________________________________________________________________

Home address                                       City, State                                                                 Zip code

_______________________________________________________________________________________

Agency Name and address of SSA office (If level 2 office, show parent office in parenthesis)

============================================================================= 

NAME OF EMPLOYEE ORGANIZATION

ATLANTA REGION SOCIAL SECURITY MANAGEMENT ASSOCIATION
#843

_______________________________________________________________________________________

I hereby certify that the regular dues of this organization for the above named member are currently established at $3.50 per (biweekly pay period)

_________________________________________________________________________________________ SIGNATURE AND TITLE OF AUTHORIZED OFFICIAL


DATE:









Treasurer

===================================================================================================================

SECTION B - AUTHORIZATION BY EMPLOYEE

__________________________________________________________________________________________________________________________________

I hereby authorize the above named agency to deduct from my pay each pay period, or the first full pay period of each month, the amount certified above as the regular dues of the ATLANTA REGION SOCIAL SECURITY MANAGEMENT ASSOCIATION and to remit such amounts to that employee organization in accordance with its arrangements with my employing agency.  I further authorize any change in the amount to be deducted which is certified by the above named employee organization as a uniform change in its dues structure.

I understand that this authorization, if for a biweekly deduction, will become effective the pay period following its receipt in the payroll office of my employing agency; and that, if for a monthly deduction, it will become effective the first full pay period of the calendar month following its receipt in the payroll office of my employing agency.  I further understand that revocation forms, Standard Form No. 1188, Revocation of Voluntary Authorization for Allotment of Compensation for Payment of Employee Organization Dues, are available from my employing agency and that I may revoke this authorization at any time by filing such a revocation form or other written revocation request with the payroll office of my employing agency.  Such revocation will not be effective however until the first full pay period following March 1st or September 1st of any calendar year, whichever date first occurs after the revocation is received in the payroll office.

______________________________________________________________________________________________

Signature of Employee                                                                                                                   Date:

====================================================================================
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CANCELLATION OF PAYROLL DEDUCTIONS

FOR LABOR ORGANIZATION DUES

_______________________________________________________________________________________

Privacy Act Statement

Section 5525 of Title 5, United States Code (Allotments and Assignments of Pay) permits Federal agencies to collect this information.  This completed form is used to stop labor organization dues from being deducted from your pay and to notify the labor organization that the dues will be no longer deducted.  Completing this form is voluntary, but it may not be processed if all requested information is not provided.

This record may be disclosed outside your agency to: 1) the Department of Treasury to make proper financial adjustments; 2) a Congressional office if you make an inquiry to that office related to this record; 3) a court or an appropriate government agency if the Government is party to a legal suit; 4) to an appropriate law enforcement agency if we become aware of a legal violation; 5) an organization which is a designated collection agent of a particular labor organization; and 6) other Federal agencies for management, statistical and other official functions (without your personal identification).

Executive Order 9397 allows Federal agencies to use the Social Security Number (SSN) as an individual identifier to avoid confusion caused by employees with the same or similar names.  Supplying your SSN is voluntary, but failure to provide it, when it is used as the employee identification number, may mean that this payroll action cannot be processed.

Your agency shall provide an additional statement if it uses the information furnished on this form for purposes other than those mentioned above.

_________________________________________________________________________________________

_________________________________________________________________________________________ 1.  Name of Employee (Print - Last, First, Middle)


2.  Employee Social Security Number

_________________________________________________________________________________________Agency Name (Include Bureau, Division, Branch)


4.  Timekeeper Number

_________________________________________________________________________________________

5.  Name of Labor Organization




6.  Cancellation Date (Completed by 











       agency only)

_________________________________________________________________________________________

I hereby cancel my authorization for the deduction of dues for the above labor organization from my pay.  I understand that this cancellation will become effective on the first full pay period which begins on or after the next established cancellation date (indicated above) after this request is received in my agency payroll office.

_______________________________________________________________________________________

7.  Signature of Employee





8.  Date (Month, Day, Year)

_________________________________________________________________________________________

(Submit copies 1 and 2 to the agency payroll office.  Copy 1 is retained for payroll records and Copy 2 is forwarded by the payroll office to the labor organization in accordance with the arrangement between the agency and the labor organization.  
Copy 3 is retained by the employee.)
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EXHIBIT 4


APPLICATION FOR MEMBERSHIP

(NOTE: Applications should be sent to your Area Vice President with dues or the dues withholding form.)

I hereby apply for membership in the Atlanta Region Social Security Management Association (ARMA).  I understand this will make me a member of the National Council, Social Security Management Associations (NCSSMA).

I authorize the Association to act on my behalf in Association business.

I agree to support the Association through payment of dues and through personal participation.

DATE:_____________
SIGNATURE:

  _______________________





NAME: (Print or type) _______________________





POSITION TITLE:
  _______________________





OFFICE ADDRESS:
  _______________________









  _______________________









  _______________________





WORK EMAIL ADDRESS:
  _______________________





HOME EMAIL ADDRESS:
  _______________________


DO NOT WRITE BELOW THIS LINE - FOR USE BY THE ASSOCIATION

_________________________________________________________________

FOR THE AREA VP


Original application forwarded to Secretary
_______________










Date


Copy of application, with dues or dues with-


holding form forwarded to Treasurer

_______________










Date


Signed:
_________________________________
_______________




Vice President,_____________ Area

Date

_________________________________________________________________

FOR THE SECRETARY


Certified and Recorded on __________________________________










Date






   by __________________________________









   Secretary
ATLANTA REGION MANAGEMENT ASSOCIATION


Social Security Administration











