
 

 

 

CLAIM FORM 

 

PLEASE COMPLETE FULLY AND ATTACH THIS FORM TO ALL 
CONTINUING BILLS AND/OR CORRESPONDENCE. 

 
 

GROUP NUMBER:  S-5002    MEMBER ID #: _____________________________________ 

EMPLOYEE: ___________________________________________________________________________ 

CLAIM FOR:        _____ SELF  _____ DEPENDENT 

DEPENDENT NAME  ______________________________ RELATIONSHIP ________________________ 

PLEASE GIVE DETAILS IF THE CHARGES ARE IN RELATION TO AN ACCIDENT: 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

 

 

DATE ______________________ EMPLOYEE’S SIGNATURE ___________________________________ 

 

 Gilsbar, Inc. • P.O. Box 2947 • Covington, LA 70434 • (985) 892-3520 • Fax (985) 898-1666 • 
www.gilsbar.com 

 


