
520 Disb Claim Form 2010  02/2010 

PLUMBERS &  PI PEFI TTERS LOCAL NO. 5 2 0  HEALTH AND W ELFARE FUND 

P.O. Box 6480, Harr isburg, PA  17112 

717-671-8551 – Fax (717) -671-8602 

PARTI CI PANT’S STATEMENT DI SABI LI TY CLAI M FORM 

 
Part icipant  Name _______________________________________________  Date of Bir th _______________________________  

 

Social Secur ity Number __________________________________________  Home Phone #  _____________________________  

 

Address __________________________________________________________________________________________________  

 

Nature of Sickness or I njury __________________________________________________________________________________  

 

I f Accident , when and where did accident  happen?_________________________________________________________________  

 

Descr ibe Accident?__________________________________________________________________________________________  

 

I f hospitalized, name of Hospital ______________________________________________________________________________  

 

Adm ission Date: ________________   Discharge Date: _______________ 

 

Physican Name and Address __________________________________________________________________________________  

 

________________________________________________________________________________________________________  

 

Did your disability ar ise out  of your employm ent?    _________ Yes          ________ No  (Check One)  

 

Will this claim  for benefits be made under any other policy or with any other Company  ________Yes    _________No 

 

I f yes – Company nam e _____________________________________________________________________________________  

 

 

I  hereby authorize any insurance com pany, prepaym ent  organizat ion, em ployer, hospital, or physician, to release to D. H. Evans 

Associates, I nc. or their duly author ized representat ive, all inform at ion with respect  to m e which m ay have a bear ing on the benefit s 

payable under this or any other plan providing benefits or services.  I  understand that  in signing this author izat ion I  waive the r ight  

for such inform at ion to be pr ivileged.  A photostat ic copy of this authorizat ion shall be considered as effect ive and valid as the 

or iginal.  I  cer t ify that  the informat ion given by m e in support  of this claim  is t rue and correct . 

 

Date ___________________________  Part icipant ’s Signature __________________________________________________  

 

 

PHYSICIAN’S STATEMENT 

 

Cause and Nature of Disabilit y_______________________________________________  I CD-9 Code _____________________  

 

Has pat ient  been hospitalized for present  disability?  ________ Yes    ________ No     I f Yes, give dates and names of:  

 

Hospital ______________________________________  From _________________________  To ________________________  

 

Date of first  t reatment ___________________________  Date of most  recent  t reatm ent _________________________________  

 

Next  visit  schedule for ___________________________  Frequency of t reatments _____________________________________  

 

The pat ient  has been cont inuously disabled (unable to work) _________________________________________________________  

 

From _____________________________________  To ______________________________________  

 

I f st ill disabled, when should pat ient  be able to return to work?_________________________________________ 

 

I f any change in previous diagnosis prolonging disability, please explain ________________________________________________  

 

________________________________________________________________________________________________________  

 

Remarks: _________________________________________________________________________________________________  

 

Physician’s Name (Please pr int ) __________________________________________  Phone _______________________________  

 

Address __________________________________________________________________________________________________  

 
Signature _______________________  Date_________________________________________________________________  

 


