STATEMENT OF CLAIM FOR GROUP HEALTH BENEFITS

RETURN COMPLETED
FORM TO: GREATER KANSAS CITY LABORERS WELFARE FUND
6405 Metcalf, Suite 200
Overland Park, Kansas 66202
(913) 236-5490

Please check if new address Q MEMBER MUST COMPLETE THIS SECTION IN FULL
Member's Full Name M;r:ziz;'s ': LD;V- 0 Male Date of Birth | Social Security No.
Status  ['wid, Seg: 0 Female .
Home Address {(Number and Street) (City) (State) (Zip Code) | Telephone No.
Patient's Full Name Patients | Div. Q Male Date of Birth | Relationship to Member
Martial 5 Log.
Status Wid. Sep. 0 Female
Was there an accident? Date accident Time: DOAM. Was patient at work when the injury/
OYes O No occurred QPM. accident occurred? OYes QO No
Describe accident (Tell how, when and where it occurred) .
Is this patient covered under any other group health plan? Yes No Effective Date
Is this patient covered under Medicare? Yes No Effective Date
Name of Insured
Name of group (employer or union}
through which coverage is provided
Name and address of the office where claims are paid
The policy or identification number
NOTE: Attach copy of payments made by other company.

TO BE SIGNED BY MEMBER IF BENEFITS ARE TO BE PAID TO THE DOCTOR

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: | hereby autho-

rize payment directly to the hospital or physician of the benefits, if any,

otherwise payable to be for services as described but not to exceed the Date
reasonable and customary charge for those services. SIGNED (Eligible Member)

| here by certify the above statements are true and complete to the best of my knowledge and belief. 1 authorize any physician, hospital,
insurer or other organization or person having any records, data or information concerning me or my dependents to furnish such records,
data or information as may be requested by such company to the Laborers Welfare Fund. | understand that in executing this authorization,
| waive the right for such information to be privileged. A photocopy of this authorization shall be considered as effective and valid as the

original.

MEMBER’S SIGNATURE
Signed
REMEMBER TO ATTACH Address/City
ITEMIZED BILL
Dated

A CLAIM FORM MUST BE FILED FOR EACH INJURY OR ILLNESS



