&, ar

STATEMENT OF CLAIM ||

- []

& i

MAHONING AND TRUMBULL COUNTY

'BU]LPlHG]'RADES leyBANCE FUND

Mallln aiﬂm: : : =<3 Office Logatlon ..
133 FITCH LD N ST B |

IAUSTINTOMN, O 44513
_13301270-0453 1-8004352388

- AUSTINTOMN, 04 44515 |-

MEMBER'S NAME IN FULL (PRINT)

L

"THIS FORM SHOULD BE COMPLETED AND RETURNED IMMEDIATELY

AGE -SEX MEMBER'S SOCIAL
] SECURITY NUMBER

IF CLAIM FOR DEPENDEIP)C'EI"?TOHPLETE THIZ I.INE

ALSO, HAMEDFDEP

X

. MEHBER’S LOCAL
| UNION NUMBER_

1, Ry
" e

8- RELATIONSHIP | 7. DATE OF BIRTH | 8, BEX -
SR Cs
1

9. MARRIED OREINGLE -

MEMBER'S HOME ADDRESS [number and atreel] ey ] : STATE p TP GOGE
NAME OF EMPLOYER INSTRUCTIONS: Y'ougi claim is dua to an accldcm. phnu answar lha <
" - T 4% oWl ¥
/ It clalm Is Ior member: Lt i : =
! 3 1 HOW: = b x
HAVE YOU FILED FORUNE -M_PLOYM_'__ENT == - | 1. Complets membar's Statement. - FEa
COMPENSATION? 5
IF 50, WHAT DATE? : 2. Have last employer completa o 15f
3 rud . employer's statemen EN: .
VIORYMEN'S COMPEHEATIONS 3. Have your physician complata ' 3 il
E : 4 1 v physician’s statamant. WHERE: i

NATE OF ATTENDING PHYSICIAN

v

- Mclaim Is for dependant:

1. Compleia ail of membar's

{s this condition dus to an aceldent for which another

g1 ‘ : " statement. party Is responsible? O Yes O No
DATE LASTWORKED | ; ' P : ?
) T WORKED 19. DATE DISABI._ED. 2. Have physiclan mp“u gsmmm REl'l.JRN' i ggr‘so Rg‘mnuzn
b X phy:lclm ] luumlnt z 7 7 £ 3 [
T ¥

NO‘HCE Tha Schedula of Benefits esiabllshed by your Meqilcal Fund has pruvlslons bqth for Co-ordlnatlon of Beneﬂts
and for Subrogation procedures. For dalalls, refer to your Plan Booklat. E

_ 1 r_.,n.r_‘u,__.
22 F L F %1 L cd

iof s ATy Wae Bt gl

THIS SECTION MUST ALSO BE COMFLETED

.

T

i F
Ara you or your dependcnl Insured unﬂar nny other Group Insuranca or Govamment plan Such as Medlcare

i R T, , ..-.
,whlch \Mll also pay for '

any of the meadical & expenses afthe claim? CI Yes - Q No If yes, give nams of Ingurance C:ompany or organlzahon g'i‘ovtdlng benet'lts
. . |

Address

Name of Spouse

Policy No.

i ra [ t Ok

is Spouse Employed?

Name and Address of spbuse's employer

i
kel . 1

OYes CNo .

P Yl i T s
Name of Attending Physiclan

'-:ir'.:_

{ heraby aulhorlza any physlclan, hospltal. pharmacy, jnsurance company, emplayer, or organlzallon to release .
any lnforrnation regardlm the madical history, traatm-nl disabllity, or benaflis payabis for this claim, to this
Insurance Fund A phntdstal of Ihls authorlzatlon shali be as valid as the origlnal.

*

i . Date
Member's SIgnatura : 1 Signed
i * i Ta : , Data |
. Spouse should also sign here B AL ] __ Signed
EMPLOYER'S STATEMENT
NAME OF EMPLOYEE . OCCUPATION ¥ DATE LAST WORKED DATE RETURNED } REASON NOT
; TOWORK RETURNED YET:
DATE SIGNED SIGNED BY NAME OF E\HFLOYER. WAS DISABILITY EINCURRED ON THE
{titiej . _

JOB?

| : =
- R TR R TR Y L L T
Ty (B - e oo
. - - L]



s LN St TN S0 B

Sl 2 "*-'-"""'s:.xan-u AT

(bt el

LR

THIS FGBH SHOULD BE COMP

n-'i*'

- e

R S d o

A’k""

g srA‘reuENT

* 4

CETED AND RETURNED #ROMPTLY

1. PATIENT'S NAME S

AGE

ADDRESS

2. NATURE OF'BIGI_(NEES OR INJURY {delg{!bc eompllca!lonsglf gny)

L

3. DID THIS 8ICKNESS OR INJURYARISE OUY OF PATIENT'S EMPLOYMENT QI YES ' QO NO

IF ~VES", EXPLAM |~

k.

1S DISABILITY DUE TO PREGNANCY QOYES:Q NO

IF *YES~, WHAT WAS APPROX]MATE DATE DF COMHEHCEMENT OF PREGNANCY?

4. NATURE DF SURGICAL OR OBSTETRICAL PRDCEDURE. IF ANY (dslcrlb! 'Iully)

PERFORMED

; FEE CHARGED

B

GIVE DATES OF
TREATMENTS AND
FEES CHARGED

I pATE
TREATED

TEEATMENT AT [}

HOME 7' |HOBPITAL | OFFICE

N
-

C.PY.CODE 2]

7. WHAT OTHER SERVICES, IF ANY, DID YOU ?ROVIDE PATIE.NT? ilum!u. nMng dnus and un]

T e e RS LR S T e TR S e
8. THE PATIENT HAS BEEN CON“NUOUSLY DISABLED [UNABLE TO WORK) FROM [}

t +

‘:'i:*t

[}

IF BTILL DISABLED, mtEN suoum"“mﬂﬁnr BE HL-E-TO-RET-URN- N TO WO woam : ¥

THROUGH [] [

+

9. REMARKS:
(Type or Print) — T - -
Q New Address Yo comply with the LR.S. regulation No. 301.6109-1, all clalms
Name ; rnlsslng alther the Social Security No.'or Taxpaye! ;dantlﬂca- '
- tion o, Wit be processed unassl‘gned vfalth the paymenl
Address ; going to the subscriber,
city' State. 2|p Soclal Sacurlty No. Taxpayes [dentiflcation Ne. :
Phone# or L ' I
DATE ATTENDING PHYSICIAN'S SIGNATURE
DPM. DO,
b3S, PRD.

The membar hereby authorizes the Fund, at its option, to lssue
indemnity checks to the provider randering services describad hereon.

L)

CLAIM PAYMENT AUTHORIZATION

Signature of subscriber for autharization only

i
1

I



