LOCAL 348

Health & Welfare Fund
9235 4" Avenue
Brooklyn, NY 11209

Mail Completed Claim Form to:
MAGNACARE
825 East Gate Blvd.
Garden City, NY 11530

FORMA DE F?ECLAMO PARA SEF? COMPLETADA POF? EL MIEMBHO

Please Print All Answers

{Escriba Con Letra De Malde)

Mamber's Name DN e
Su Nombre No. de 1D
Member's Address... s
Su Direccion Na (Numem) Strest (Callg) City (Ciudad) State {Estado) Zip Code (Zona}
Date of Birth ..o S8Xiviiicirnrneerececrco . TOIBPRONG NUMBGT ...o.cooociirioeeiesiee s seeeeo e st esesese e
Edad Sexo No. de Teléfono
Member's EMpIoysr ...t e Date Employed ..............
Empleado Por Dia que fue Empleario
Check One Box Single O Married G Widowed 0} Dhamrexd o Legally Separated O
Marque una Casilla Sottaro Casado Viudo Yl Nado Separado Lagaimente
IF THIS CLAIM IS FOR A DEPENDENT, FILL iN THIL SEC M1ON

(8! EL RECLAMO ES PARA UN DEPENDIENTE, LLENE £5.A SECCION)
Dependents Name... .......coviiiennccnevrieeconcns AGD s o) R Relation. No... e Is Dependent Married?.... ............
Nombre de Dependientos Edad Saxo Parentssco ;Estd Casado El Dependiente?

ANSWER THE FOLLOWING QUESTIONS FULLY,

\@ CONTESTE COMPLETAMENTE LAS SIGUIENTES
[ TREGUNTAS, SI NO LO HACE, PUEDE DEMORAR EL PAGO.

FAILURE TO DO SO MAY DELAY PAYMENT .
if this claim is for your dependent:
8. Is your dependent employed? LYES AN
i yes, name of employer. ... ....c.ocoovccrecnrese e A s
Adc!rass
b. Is this clalm rhe rasutt of an acc:dant? QYES LIND

It yes, give name and address of your lawyer:
Name ... S
Address

Is the injury or rllness for M‘uch clalm i "'e ird marie covered

under any other insurance policy, or any o. Yer 7.oup plan?

JYES aNQ

a. |l yes, give name of plar:...

Is this the first medical, surgical, haspatai or dlsabllity cia!m you

have filed? 3 YES QNO

NOTE: You must attach a PAID BILL if you are claiming reimbursement,
if you wish the PLAN to pay the doctor you must sign item 8 on the
"Boctor’s Statement” of the claim form.

i este reclamo es para su dependiente:
a. ,Estd empleado su dependiente? Qa st Q NO
Si estd emplaado, nombre del empPIeAGO?. ... ....oooeeeeeecie e

Diraccidr: . .........
b, JEs éste rsclamo el fasuitado de un accsdenle? :I SI G NO

En caso afirmativo, dé el nombre y dirrecion de su abogado:

Nombre ..

E}ereccéén %
Esta herida o enfermedad por ta cua! se hece rec:iamo esla cublena
bajo alguna otra pdliza de seguro, o algin otro plan de grupo?

28! QO NO £n caso afirmativo,

Dé al nombre det plan ..............

.Es éste sy primer reclamo médooa qu:rufgnco hospnajano 0 de nmapaczdad’?
A8 LA NO

NOTA: Usted debe incluir una FACTURA PAGADA si esta reclamando

reembolso. Si desea que 8! Plan de Beneficios pague el madico debe

firmar ef rengl6n 8 de la "Declaracién det Médico” da Ia forma de reciamao.

! have read the instructions on the page above, The foragoing
statements including any accompanying statements are to the best of my
knowlaedge true and compiete. | autherize the release to the Fund any
medical and/or insurance information required to process this claim. A
Photostat of this authorization may be honcred.

Member's Signature ...,

Firma del Miembro/a

Member: Be sure o sign your name above.
Miembro: Esté seguro de firmar su nombre arriba.

B not mait this clsim unises your doctor hea completed and
signad the “Doctor's Statpment ™

He laido Ias intrucciones descritas arriba. |.as declaracionas anteriores,
incluyendo cualquier otra daclaracion adicional adjunta, son verdaderas y
completas segan mi leal saber y entender. Autorizo a entragar al Fondo
de cualquier informacion médica y/o de seguro necesaria para procesar
mi reclamo. Fuede acepiarse una iptostdtics de esta autorizacién.

No mande por corres aste reclamc a menos gue BU médica
haya completado y Frmado la “Declaracion del Médico ™



Mail Completed Claim Form to:
MAGNACARE

825 East Gate Blvd.

Garden City, NY 11530

MEDICAL BENEFITS CLAIM FORM

HOBR OR DOGTOR 1D

CLAIM NO.

1. EATIENT B MAME [frst nme. micdhe Iritisl, tast name)

2. PATIENT'S DATE OF BIRTH

3. WAS CONDITION RELATED 1O

A BATIENTS ADDRESS (Snaet, oy, siais, ZIP coda)

§. PATIENT'S BEX

QMALE O FEMALE

PATIENT'S EMPLOYMENT? A YES AN

AN AUTO INSURANCE ACCIDENT? QYES aNO

8 PATIENT'S RELATIONSHIP TO MEMBER
SELFS  SPOUSBED CHILDI  OTHERD

8. | AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO THE

FITHER HEALTH GOVERAGE - Erter Name of Policyhoider and
Pian Maime snd Addrees and Policy or Madical Assisiance Number

UNDERBIGNED PHYSICIAN OR SUPPLIER FOR BERVICE
DESCRIBED BELOW.

SIGNED: Empioyes v Authorized Person

PHYSICIAN OR SUPPLIER INFORMATION

18 NAME OF REFERRING PHYSICIAN

18 NAME & ADDRESS OF FACILETY WHERE SERVICES RENDEAED (I other then homa or office)

& DATE OF. 0. LLNESE [FiAGT SYMBTOM 1T, DATE FIFST CONBULTED YOU 12 HAS PATIE? . B, HAD SAME OR SIMILAR SYMPTOMS
< OF INJUAY. (ACGIDENTI OR FOR THIS CONDNTION
PREGNANCY {LMP) . YES} . NOD
13 DATE PATIENT ABLE TO RETURN| T4 DATES OF TOTAL GISABILITY 15, DATES L7 P AL DESABILITY
o {1HRcUGH 55 s | THAQUGH
A _FOR 8F &CES RELATED TO HOSPITALIZATION,

G, € HOSPITALIZATION DATES.

b b TTED LEISCHARGED

I H OWAS LARORATORY WORK PERFORMESD OUTSIDE YOUR OFFICE?
i YESD  NOD

20. DIAGNOSIS OF NATURE OF ILLNESS OR INJURY. RELATE DIAGNOSIS TO PROCEDURE IN COLUMN i::m EFERENCE TO NUMBERS 1, 2, 3, ETC. OR DX CODE

SIGNED

DATE

1.
2.
a
4,
A 8. C. FULLY DESCRIBE PROGEDURE, ME JCAL SEFVICES OF SUPPLIES B " £
PLACE FURNISHED FOR EAGH DATE GIVE™
gg&g’; oF PROCEDUPE COCE DIAGNOSIS
SERVICE {IDENTHY? {EXPLA, LW L SERVICES OF CIFCUMSTANCES) | cope CHARGES
i
|
21 BOCTORFACILITY: -3 23, AMOUNT PAID {24 BALANCE DUE
ARE YOU AFFILIATED WITH THE MAGNACARE PPO NETWORK? YES U NO O FOTAL
CHARGE l j l
25, SIGNATURE OF PHYSICIAN OR SUPPLIER 26 LICENSE NUMBER 27 YOUR (D #

28, VOUR PRTENT'S ACCOGNT HE:

28 YOUR EMPLOYER 1.0 NC.

30 PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS, 2P
CODE & TELEPHONE NUMBER

1.0 NO

FLACE (F SEFVICE CODES

1o (1] ~ INPATIENT HOSPITAL
2 (0] - QUTPATIENT HOSPITAL
3 (O)- DOCTOR'S OFFILE

4- {H}- PATIENTS HOME
§- (NBE- NURSING HOME
8 (OL)- OTHERA LOCATIONS

CDA- INTERNATIONAL
CLASSIFICATION
OF DIBEASES

CPECURRENT PROCEDURAL
TERMINOLOGY
(CURRENT EDITION)

This form is confidential / Esta tarjeta es confidencial




