Welfare Fund — Local 295 - 295B-295C-295D WHEN COMPLETED RETURN THIS FORM TO:

. . i MagnaCare
International Union of Operating Engineers 895 East %ate Boulevard

Garden City, NY 11530

- EMPLOYEE'S INSTRUCTIONS FOR FILING A CLAIM .

YOUR CLAIM WILL BE SUBJECT TO DELAY OR RETURN IF THESE INSTRUCTIONS ARE NOT FOLLOWED.
BE SURE EVERY ENTRY ON THIS FORM HAS BEEN COMPLETED.
USE A SEPARATE FORM FOR EACH MEMBER OF THE FAMILY AND EACH SEPARATE ILLNESS OR ACCIDENT.
ASK YOUR PRIMARY ATTENDING PHYSICIAN TO COMPLETE THE REVERSE SIDE OF THIS FORM AND RETURN IT TO YOU.
ASK OTHER PROVIDERS OF SERVICE TQ GIVE YOU AN ITEMIZED BILL WHICH INCLUDES:
Patient's Name — Nature of illness or injury — Type of service — Charge for each supply of service —
PLEASE BE ADVISED THAT UNLESS THE FUND RECEIVES THIS FORM COMPLETED AND ALL NECESSARY BILLS FOR THIS CLAIM
WITHIN NINETY (90) DAYS OF OCCURRENCE, YOU MAY BE PERSONALLY RESPONSIBLE FOR ANY CHARGES INCURRED.

POR FAVOR ESTE ADVERTIDO A NO SER QUE ESTE FONDO RECIBIA UNA PLANILLA COMPLETADA Y TODOS LOS COBROS Y
RECIBOS DENTRO D NOVENTA (90} DIAS, USTED SERA RESPONSABLE FOR CUALQUIER COBRO QUE OCURIA.

Name of Employer:

MEMBER'S STATEMENT
1. Member's Full Name Date of Birth Sex .
Street and No. City Staie Zip Code N
2. Social Security Ne. Home Phone No.
3. Are you married? U Yes (INo L1 1f Yes, is your spouse employed? [ Yes rINc  If Yes. name of spouse

and name and address of employer

4. If claim is made on behalf of one of your dependents, answer these questions in addition to all other questions.

Date of Relationship Merrvied
(a) Name of Dependent Birth 1o yoit Single Ll

(b) If employed, other than spouse, name of employer

{c} If not employed, how long has Dependent been entirely supporied by vou’

5. Dalte sickness began or injury occurred : Date first medical expense incurred

6. State fully nature of sickness or injury

7. If injured, state fully, how and where injury occurred

Did injury occur while on duty?

8. Has claim been filed or will claim be filed under Workmen's Compensation Act or similar {aw?

9. Are any of the expenses for which claim is being made covered ‘by: (Include any plan or insurance carried by a dependent)

(a) Any other group insurance or any medical plan because of membership ina group?. ... [ Yes 0 No
{b) Any group Blue Cross, Blue Shield, or other prepayment plan?. . ... ... ... oo L1 Yes L] No
(¢) Any medical plan sponsored by a schoolor college?. .. ... .. . [ vYes L] No

If the answer to any of the above is “Yes”, show below:
(a) Name and address of employer (if a plan through an employer):

(h) Name of the organization or insurance company (if any plan other than through an employer).

| hereby authorize any physician, hospital, pharmacy, insurance company, employer or organization to release any information regarding the
madical history, treatrment, disability, or benefits payable for this claim to the plan sponsor.

SIGN HERE >

{Member's Signature} (Date)

DO NOT WRITE IN THIS SPACE
WELFARE FUND STATEMENT

Eligible Member's Name ___ Date eliginle

Signed

Administrator Date

CF-60350 (Rev. 10-88) (Attending Physician’s Statement and Hospital Form on Reverse Side) e fiEgn e



HEALTH INSURANCE
CLAIM FORM

Dear Doctor: After you have completed and signed this form, please return it to the Welfare Fund Office as soon as possible.

(PATIENY & INSURED INFORMATION

1 PATIENT'S NAME (First name middte initlal /ast name)

2 PATIENT'S DATE OF BIRTH

3 INSURED'S NAME (Fire! neme middie Initial Iast nama)

4 PATIENT'S ADDRESS (Street city state ZIP code)

5 PATIENT'S SEX

Self  Spouss Child _ Other

.

MALE I IFEMALE
7 PATIENT'S RELATICNSHIP

6 INSURED'STD HNo. or MEDICARE No. (Include any latters)

& NSURED'S GROUP NO. (Or Group Name]

9 OTHER HEALTH INSURANCE COVERAGE

Assistance Number

Enter Name of

Policyholder and Plan Name and Address and Policy or Medical

10 WAS CONDITION RELATED TO
A PATIENT'S EMPLOYMENT
YES NO

B AN AUTQO ACCIDENT
YES NO

11 INSURED'S AODRESS (Stroet clty stale ZIP code)

PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE (Read back before signing)
I Authorize the Release of any Mealcal Information Necessary to Process this Clalm

13 ] AUTHORIZE PAYMENY OF MEDICAL BENEFITS TO UNDERSIGNED
PHYSICIAN OR SUPPLIER FOR SERVICE DESCRIBED BELOW

| SIGNED DATE SIGNED (Insured or Authorized Person)
\
PHYSICIAN OR SUPPLIER INFORMATION
14 DATE OF ILLNESS (FIRST SYMPTOM) OR 15 DATE FIRST CONSULTED 16 HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS?
INJURY (ACCIDENT} OR YOU FOR THIS CONDITION
PREGNANCY (LMP} YES NO
17 DATE PATIENT ABLE TO 18 DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
RETURN TC WORK
FROM THROUGH FROM ]THHOUGH
19 NAME OF REFERRING PHYSICIAN 20 FOR SEAVICES RELATED TO HOSPITALIZATION
GIVE HOSPITALIZATION DATES
ADMITTED |DISCHAHGED
21 NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED (If other than home or office) 22 WAS LABORATORY WORK PERFORMED QUTSIDE YOUR OFFICE?
YES NG CHARGES
23 DIAGNOS!S OR NATURE OF ILLNESS OR INJUAY RELATE DIAGNQSIS TO PROCEDURE IN COLUMN D BY REFERENCE TO NUMBERS 1 2 3 ETC OR Dx CODE
1
2
3
4
A B [4 ;F:ULLYSDESCRE?E PROCEDURES, MEDICAL SERVICES OR SUPPLIES D E £
PLACE URNISHED FOR £EACH DATE GIVEN
DATE OF OF [ PROCEDURE CODE | DIAGNOSIS
SERVICE SERVICE | ( JDENTIFY ) (EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) CODE CHARGES
i
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25 SIGNATURE OF PHYSICIAN OR SUPPLIER 25 ACCEPT ASSIGNMENT 27 TOTAL CHARGE | 28 AMOUNT PAID | 29 BALANCE DUE
(Read back before signing) i
YES NO i |

SIGNED

DATE

30 YOUR SOCIAL SECURITY NO.

31 PHYSICIAN'S Of SUPPLIER'S NAME ADDRESS ZIF CODE &
TELEPHONE NO.

32 YOUR PATIENT'S ACCOUNT NO

y

33 YOUR EMPLOYER 1D NO

1D NG

*PLACE OF SERVICE CGDES
1~(H)- INPATIENT HOSRITAL
2-{OH}- OUTPATIENT HOSPITAL
3-{0)- DOCTOR'S OFFICE

4—(H}- PATIENT'S HOME
[
6

DAY GARE FACILITY (PSY)
NIGHT CARE FACILITY (PSY)

7-{NH}-  NURSING HOME

9- AMBULANCE

8-{SNF)- SKILLED NURSING FACILITY

O—{OL}- OTHER LOCATIONS

A-{IL}-. INDEPENDENT LABORATORY

B- OTHER MEDICAL/SURGICAL FACILITY
APPROVED 8Y AMA COUNCIL ON MEDICAL SERVICE 6-74




