IBEW-NECA SOUTHWESTERN HEALTH AND BENEFIT FUND

GROUP HEALTH INSURANCE CLAIM FORM
IMPORTANT! READ CAREFULLY

Part 1 — Worker completes in all cases,

Forward Completed Form fo:

IBEW-NECA Southwestern Health & Benefit Fund

P.O. Box 819015

DALLAS, TEXAS 75381-9015 Part 2 — Attending physician or surgeon completes in all cases,
{972) 980-1123 Metro (972) 263-8185

PART 1
WOREKER COMPLETES IN ALL CASES
i. Worker Employer
(Print Name) (Print Mame}
Date of Pemsle [ Single i
2. Mame of patient Birth Male T3 Maried o
{Print) {3onth) {Day} tYeary Divorced 3

3. Is patient a dependent? Yes [ No ] Refationship .

Full-time stodemt?  Yes [} Ne [ 1f yes, give name of educativaal institution

4. Is this patient’s ailment due t injury or iliness arising out of or in the course of employment?  Yes Mo O
5. 15 AILMENT DUE TO ACCIDENT? Yes [ Mo [ If ves, WHEN

WHERE?

HOW?

6. I Worker is marded, i Worker's spouse employed? Yes [ No [

I yes, give spouse’s first sane Queeupation

Spouse’s employer

7. Is patient covered for henefits by any other {a) group, blanket or franchise insurance; (b Bloe Cross, Blue Shield or other propayment
plan; (¢} union, employer, trustes or employee benefit organization plan; or (&) any povernmenta) program or Coverage required or provided
by stawate?  Yes [ Mo [

If ves, give name and address of the schuol, smplover, anion or governmental agency, the policy number, and the name of (e nsurance

company

I¥ PATIENT IS THE WORKER, ALSO COMPLETE LINES 8 AND 9

8. Date Worker last worked prior (o current disability

B, Fust date physically unsble to work Diate returned or zvailable for work
MEDICAL AUTHORIZATION

I, the undersigned, request that & photostat of this authorization be accepted as effective as the original and hereby authorize all Physicians,
Hospitals, Pharmaeists, including U.S. Government, employers, and other agencies, 1o disclose, furnish copies or permit review and copy,
any and all record information in connection with any past or present illness, injury, treatment or prescription {(WHICH MAY INCLUDE
DRUG, ALCOHOL, PSYCHIATRIC, HIV OR AIDS INFORMATION), of me or my dependents. Such information may be used to the
extent deemed necessary by the Fund office to determine the validity or amount payable on account of this claim.

Dated 3 Signed

{Signature of Patient)

{71 Please Check Here If Change OFf Address Signed

{Signature of Worker)

Your Mailing Address
{No. Street) {Ciy} {Rtate)

Home Local Union Ne, Social Security No.

Phone #

0 R, 24




Part 2 — Attending Physician's Statement

{PATIENT 8§ NAME

DIAGMOBIE AMD CONGCLRRENT CONDITIONE (F DIABNDSIE DDDE OTHER THAM HS0AY uBfp, mive RAME}:

2.
3, 15 CONDITION DUE TD INJURY DR BICKNESE ARISING DUT OF PATIENT'S EMPLOYMENT? PREBHMANDY? W OYER, APPROXIMATE DATE
° PREGMAMIY NUMMERTED.
YES {3 1] {:} YES {} NEY {:} DATE
4, REPORT OF SERVIGES {(OR ATTany ITesizEp =it} (F PREVIDUER FORM BUBMITYED T
* PRUDENTIAL YD NEED SHDW ORLY DATES AMD SERVIRES SINEE LaABY REFQ&Y}
. PROCEDURE
/- BODE . F uSED

DATE pF PLALGE OF P CODE DYMER THAN

SERvIDEs BERVIDES ¢ SESCRIPTION OF SURGICAL UR MEDIDAL SERVIDES RENDERED / wer*® ymed, v wamel OHARGES

1{}“"{,0‘?‘7?‘5 Oéfice 3?‘1*1’\93?2&5? Hosgi%a! NH~Nursing HMams TOYAL DHARBED "} &
@} HemPationt's Home OHemCotpationt Hospitel OlwOther Locations | aMOUNT PAID =3 %
> O DAInternations! Classificetion of Disvasss
o, BALANDE DUE  wir B
R PTmmCrrent Frocedural Terminelogy {current edition)

5, DATE BYMPTOME FIRST ARREARED R ADUIDENTY HAPPENED, &4, DATE PATIENT FIRST DONSULTED YOU FOR THIS CONDITION.
7. PATIENT EVER HADR BAME OR SiMILAR CONDITIONY §. PATIENT BTiLL UNDER YUUR DARE FOR THIS DORNDITIONT
Rs =] [3 M m I OVES'™ WHEN AND DESGRINE! ves E:; Ny E:}

?§ BATIEMT WAS DONTINUDUBLY TRTALLY TISABLED
{unaBLE TH WORK),

FROM THARW

i), IF ST DIBABLED, DATE PATIENT BHOULD BE ABLE TO RETURNM
TH WURK,

{], DOES PATIENT HAVE DTHER HEALTH DUVERAGE?
ven {3 [21x} D 1P UYEGT PLEARE (DENTIFY

[2. DATE PHYBICHAN' 6 NAME (PRINT?

INDIVIDUAL HEALTH DARE PRACTITIDNERS
ENTER YDUR BOCIAL SECURITY WIL* .‘)

ALl OTHEREB EMTER YOUR

EMPLOYER (DENTIFIDATION MDY el
BIGNATURE DESREE TELERHDNE
STREET ADDRESE DITY OR TOWN . BTATE DR PROVIDENDE ZIP DODRE

BUMBER BEIOTION 6108 OF THE INTERNAL REVEMUE DORE, RECIPIENTE OF MEDIDAL
HEALTH UARE PAYMENTS ARE REDUIALED T FURMISH IBENTIFYING MUMBERE TD PAYERR ARPROVED BY QDUNDRH. DN MEDIDAL SERVIOE, AMA 101-87
WHES MUBT REPORT BUDH PAYMENTR T THE INTERNAL BEVEMUE BERVIDE )

Toe be completed and signed by the Claimant if direct payment by Company to surgeon or
physician is desired. {This assignment may not be honored if signed by a dependent or person

Claimant's other than the claimant.)
. Date
Assignment ‘ ,
| hereby authorize the Fund's Insurance Carrier to pay dirsctly to the above-named physician
(Read before the Medical or Surgical Expense Benefits to which | am entitled under the terms of the
signing} Group Policy and Certificate to the extent of his interest as established herein.

{Signatury of Insurad Claimant}



